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Tuesday,  April  26,  1994. 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

WITNESSES 

CraO  V.  SUMAYA,  M.D.,  ADMINISTRATOR 

JAMES   A.    WALSH,    PH.D.,   ASSOCIATE    ADMINISTRATOR   FOR   OPER- 
ATIONS AND  MANAGEMENT 

MARILYN  H.  GASTON,  M.D.,  DIRECTOR,  BUREAU  OF  PRIMARY  HEALTH 
CARE 

FITZHUGH,  S.M.  MULLAN,  M.D.,  DIRECTOR,  BUREAU  OF  HEALTH  PRO- 
FESSIONS 

AUDREY  H.  NORA,  M.D.,  DIRECTOR,  MATERNAL  AND  CHILD  HEALTH 
BUREAU 

G.    STEPHEN    BOWEN,    M.D.,    DIRECTOR,    BUREAU    OF    HEALTH    RE- 
SOURCES DEVELOPMENT 

WILLIAM  BELDON,  DIRECTOR,  DIVISION  OF  PUBUC  HEALTH  AND  SO- 
CIAL SERVICES  BUDGET  ANALYSIS,  OFFICE  OF  THE  SECRETARY 

Mr.  Smith.  This  morning  we  have  two  interesting  hearings,  one 
on  the  Centers  for  Disease  Control  and  the  other  one  on  the  Health 
Resources  and  Services  Administration. 

Introduction  of  Witnesses 

Dr.  SUMAYA.  Thank  you,  Mr.  Chairman  and  Members  of  the  com- 
mittee. I  am  pleased  to  be  here  today  with  my  colleagues  to  discuss 
the  fiscal  year  1995  budget  for  the  Health  Resources  and  Services 
Administration. 

To  my  immediate  left  is  Dr.  James  Walsh,  Associate  Adminis- 
trator for  Operations  and  Management;  to  his  left  Dr.  Fitzhugh 
MuUan,  Director  of  the  Bureau  of  Health  Professions;  on  my  far 
left  is  Dr.  Audrey  Nora,  Director,  Maternal  and  Child  Health  Bu- 
reau; on  my  right  is  Dr.  Marilyn  Gaston,  Director,  Bureau  of  Pri- 
mary Health  Care;  to  her  right.  Dr.  Stephen  Bowen,  Director  of  the 
Bureau  of  Health  Resources  Development;  and  on  the  far  right,  Bill 
Beldon,  representing  the  Office  of  the  Secretary. 

I  have  just  completed  my  second  month  as  the  HRSA  Adminis- 
trator. Previous  to  this,  I  was  Associate  Dean  for  Affiliated  Pro- 
grams and  Continuing  Medical  Education  at  the  University  of 
Texas  Health  Center  at  San  Antonio,  Texas. 

(1) 


Opening  Statement 

My  full  statement  is  being  submitted  for  the  record. 

I  would  like  to  summarize  it  with  three  charts.  HRSA's  budget 
request  of  over  $3  billion  continues  the  Agency's  preeminent  role 
in  providing  primary  health  care  and  health  education  to  better 
serve  the  underserved  and  disadvantaged. 

The  first  chart  shows  the  funding  for  HRSA  since  fiscal  year 
1989.  This  shows  how  the  Congress  has  emphasized  HRSA  pro- 
grams since  1989.  The  focus  of  this  year's  increase  in  the  budget 
is  a  continuation  of  the  President's  investment  initiative  for  the 
Ryan  White  AIDS  Program. 

Chart  number  two  shows  how  the  HRSA-Ryan  White  AIDS  Pro- 
gram has  expanded  since  it  was  initially  funded  in  1991.  For 
HRSA,  we  are  requesting  a  $93  million  increase  above  the  1994  ap- 
propriation. The  elements  of  this  proposal  include  a  $39  million  in- 
crease in  HIV  Emergency  Relief  Grants,  providing  funds  to  an  esti- 
mated 37  to  41  cities.  Chart  number  three  shows  the  location  of  the 
current  grantees  for  this  program. 

A  $30  million  increase  for  Part  B  of  the  Ryan  White  Emergency 
Act  of  1990  is  included,  providing  funds  to  States  and  territories 
for  the  operation  of  HIV-service  delivery  consortia  in  the  localities 
most  affected  by  the  epidemic;  for  the  provision  of  home  and  com- 
munity-based care;  for  continuation  of  insurance  coverage  for  in- 
fected people;  and  for  HIV  treatments  that  prolong  life  and  prevent 
serious  deterioration  of  health. 

The  requested  increase  for  Ryan  White  AIDS  also  includes  a  $19 
million  increase  for  Early  Intervention  Services  providing  grants  to 
federally  qualified  health  centers  and  nonprofit  private  entities 
that  provide  comprehensive  primary  care  services  to  populations  at 
risk  of  HIV  disease;  and  a  $5  million  increase  for  demonstration 
grants  to  ensure  that  clinical  research  and  outpatient  health  care 
are  accessible  and  coordinated  for  the  target  population  of  HIV  in- 
fected children,  pregnant  women,  and  their  families. 

The  budget  request  also  includes  a  $18  million  increase  for  Fam- 
ily Planning  to  provide  outreach  services  to  low-income  women;  to 
place  more  emphasis  on  prevention  of  teen  pregnancy  and  on  train- 
ing and  retention  of  Family  Planning  nurse-practitioners;  to  in- 
crease the  focus  of  quality  and  completeness  of  services;  and  to  ex- 
pand current  clinic  sites  and  development  of  clinics  in  high  need 
areas;  and  a  proposal  to  consolidate  the  Health  Professions  authori- 
ties in  five  program  areas. 

We  will  focus  existing  health  professions  education  programs  to 
meet  needs  for  primary  care  providers,  health  professionals  for  un- 
derserved areas  and  populations  and  minority  health  professionals. 
The  remaining  programs  in  HRSA  will  be  maintained  at  the  fiscal 
year  1994  level. 

This  will  meet  our  commitment  to  improving  the  Nation's  pri- 
mary health  care  through  Community  and  Migrant  Health  Cen- 
ters, treatment  programs  for  persons  with  black  lung  disease,  Han- 
sen's disease,  AIDS,  and  a  wide  variety  of  other  activities  dealing 
with  organ  transplantation,  vaccine  injury  compensation  and 
health  care  services  for  the  homeless. 


In  fiscal  year  1995,  the  Health  Resources  and  Services  Adminis- 
tration will  address  many  opportunities  and  numerous  challenges, 
and  I  believe  the  budget  we  are  presenting  to  you  will  enable  us 
to  take  advantage  of  those  opportunities  and  meet  those  challenges. 

At  this  time,  Mr.  Chairman,  Members  of  the  Committee,  I  would 
be  pleased  to  answer  any  questions  that  you  may  have. 

[The  prepared  statement  and  biography  of  Dr.  Giro  Sumaya  fol- 
lows:] 


STATEMENT  OF  THE  ADMINISTRATOR  OF  THE 

HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

Mr.  Chairman  and  Members  of  the  Committee: 

I  am  pleased  to  appear  before  you  today  to  discuss  the  fiscal  year 
(FY)  1995  budget  request  for  the  Health  Resources  and  Services 
Administration  (HRSA) .   I  am  beginning  my  third  month  as  the  HRSA 
Administrator.   Previous  to  this,  I  was  the  Associate  Dean  for 
Affiliated  Programs  and  Continuing  Medical  Education  at  the  University 
of  Texas  Health  Science  Center  at  San  Antonio,  Texas. 

These  are  challenging  times  for  this  agency  as  the  Nation  prepares  to 
take  on  the  responsibility  of  ensuring  that  comprehensive  health  care 
is  available  to  all  Americans.   HRSA  is  moving  fast  to  be  ready  to  meet 
the  new  challenges. 

The  FY  1995  budget  for  HRSA  proposes  to  extend  most  of  our  traditional 
activities  at  the  FY  1994  appropriation  level.   In  total,  we  are 
requesting  over  $3  billion  and  2,054  direct  full-time-equivalent 
positions.   Our  partners  in  this  effort  are  State  and  local  health 
departments,  private  nonprofit  organizations,  universities,  other 
Federal  agencies,  community  and  migrant  health  centers,  hospitals  and 
other  health  facilities,  private  insurers,  employers,  and  many  other 
participants  in  our  nation's  public  health  system.   We  work  hard  to 
coordinate  and  combine  our  efforts  with  our  partners  to  use  most 
effectively  the  resources  available  to  us. 

The  focus  of  this  year's  budget  increase  is  the  continuation  of  the 
President's  Investment  Initiative  for  the  Ryan  White  AIDS  programs  and 
the  Family  Planning  program.   For  HRSA,  this  represents  an  increase  of 
$93  million  (+16%)  above  the  FY  1994  appropriation  for  Ryan  White  and 
an  $18  million  (+10%)  increase  for  the  Family  Planning  Program.   These 
increases  are  partially  offset  by  a  $15  million  decrease  to  Health 
Professions  Programs  and  an  $8  million  decrease  from  the  Maternal  and 
Child  Health  Block  Grant  set-aside,  for  a  net  increase  of  $88  million. 
The  elements  of  this  proposal  are : 

o     an  increase  of  $93  million  above  the  FY  1994  appropriation 
for  funding  of  the  programs  authorized  by  the  Ryan  White 
Comprehensive  AIDS  Resources  Emergency  Act  of  1990.   The 
HIV  epidemic  is  a  multifaceted  national  and  international 
problem.  The  HRSA's  role  in  this  effort  includes  support 
for  community  based  planning,  a  broad  range  of  primary  care 
and  support  services,  as  well  as  educational  and  training 
programs.   Specific  request  amounts  include: 

o     A  total  of  $364.5  million  for  HIV  Emergency  Relief 
Grants  (an  increase  of  $39  million  --  or  12  percent 
--  over  the  FY  1994  appropriation)  providing  funds 
to  an  estimated  3  7  to  41  metropolitan  areas  with  very 
high  numbers  and/or  rates  of  AIDS  cases.   From  3-7 
new  metropolitan  areas  that  will  be  eligible  in 
FY  1995.   These  grants  fund  coordinated  outpatient 
and  ambulatory  health  and  social  support  services; 


o     $214  million  for  HIV  Care  Grants  (an  increase  of  $30 
million  --  or  16  percent  --  over  the  FY  1994 
appropriation)  providing  fxinds  to  States  and 
territories  for  the  operation  of  HIV  service  delivery- 
consortia  in  the  localities  most  affected  by  the 
epidemic,  for  the  provision  of  home  and  community- 
based  care,  for  continuation  of  insurance  coverage 
for  people  with  HIV,  and  for  HIV  related 
pharmaceuticals  that  prolong  life  and  prevent  serious 
deterioration  of  health; 

o     $67  million  for  Early  Intervention  Services  (an 

increase  of  $19  million  --  or  40  percent  --  above  the 
FY  1994  appropriation)  provided  grants  to  federally 
qualified  health  centers  and  nonprofit  private 
entities  that  provide  comprehensive  primary  care 
services  and  preventive  health  services  to  people 
with  HIV  and  populations  at  risk  of  HIV  disease;  and 

o     $27  million  (an  increase  of  $5  million  --  or  23 

percent  --  above  the  FY  1994  appropriation)  to  expand 
Part  D  (Title  IV)  which  supports  the  creation  of 
comprehensive,  community  based  care  networks  for 
children,  pregnant  women,  and  their  families  and 
ensures  that  clinical  research  and  outpatient  health 
care  are  accessible  and  coordinated  for  these 
targeted  populations. 

o     $199  million  (an  increase  of  $18  million  --  or  10 
percent  --  above  the  FY  1994  appropriation)  for 
Family  Planning  to  provide  outreach  services  to  low- 
income  women;  to  place  more  emphasis  on  prevention  of 
teen  pregnancy  and  on  training  and  retention  of 
Family  Planning  nurse -practitioners ;  to  increase  the 
focus  of  quality  and  completeness  of  services;  and  to 
expand  current  clinic  sites  and  development  of 
clinics  in  high  need  areas. 

Ix  addition  to  these  increases  which  are  included  in  the  President's 
budget,  HRSA  programs  will  continue  more  than  $2.9  billion  in  ongoing 
program  activities  including  CHCs,  MHCs,  and  the  NHSC. 

Community  Health  Centers 

The  FY  1995  request  includes  $604  million,  the  same  as  the  FY  1994 
appropriation,  to  continue  support  to  about  1,500  Community  Health 
Center  sites,  providing  primary  health  care  services  to  approximately 
6.4  million  medically  underserved  individuals.   Residents  of 
underserved  communities  may  not  have  access  to  care  because  they  lack 
insurance,  live  in  communities  without  sufficient  health  delivery 
capacity,  have  health  concerns  not  met  by  traditional  medical  care,  or 
face  other  barriers  to  care.   The  request  includes  funding  for  the  case 
management  approach  to  perinatal  care  designed  to  reduce  infant 
mortality. 


Migrant  Health  Centers 

The  FY  1995  request  of  $59  million  for  Migrant  Health  Centers  will 
continue  primary  care  services  to  approximately  550,000  migrant  and 
seasonal  farmworkers  and  their  families.   This,  too,  is  a  group  which 
finds  access  to  health  care  difficult  because  of  lifestyle,  location, 
language,  culture,  and  economic  barriers. 

National  Health  Service  Corps  (NHSC) 

The  NHSC  program  is  designed  to  improve  the  capacity  to  provide  health 
services  in  Health  Professional  Shortage  Areas  (HPSA)  and  improve 
access  to  health  care  in  these  areas  through  the  placement  and  support 
of  health  professionals.   The  NHSC,  and  its  related  recruitment  and 
retention  efforts,  play  a  critical  role  in  the  attempt  to  reduce 
shortages  of  physicians  and  other  primary  care  providers  such  as  nurse 
practitioners  and  midwives  and  physicians  assistants  in  the  most 
difficult  to  staff  areas  throughout  the  country.   The  budget  request  of 
$44.7  million,  the  same  as  the  FY  1994  appropriation,  will  continue 
logistical  and  clinical  support  for  the  current  and  projected  field 
strength  levels . 

National  Health  Service  Corps  Recruitment 

The  FY  1995  budget  request  of  $79.3  million  for  NHSC  recruitment,  the 
same  as  the  FY  1994  appropriation,  will  support  417  new  scholarships, 
418  Federal  loan  repayments  to  health  professionals  and  health 
professions  students,  and  380  State  loan  repayment  agreements  in 
exchange  for  service  in  the  neediest  HPSAS . 

Maternal  and  Child  Health 

The  FY  1995  request  is  $679  million  for  the  Maternal  and  Child  Health 
Block  Grant  Program  (MCH) .   Given  the  limits  imposed  by  the 
discretionary  caps,  an  $8  million  decrease  is  proposed  for  the  MCH 
Special  Projects  of  Regional  and  National  Significance  (SPRANS)  set- 
aside.   The  request  will  enable  States  to  continue  to  provide  a  wide 
range  of  health  services  to  mothers,  infants  and  children;  particularly 
those  with,  low  income  or  limited  availability  of  health  services,  as 
well  as  provide  community  health  activities  and  systems  development 
through  setaside  programs.   While  the  reduction  of  $8  million  is 
targeted  to  Research  and  Maternal  and  Child  Health  Improvement 
Projects,  all  continuations  will  be  funded.   The  request  includes: 

o     $574.5  million  for  State  Block  grants; 

o     $93.4  million  for  special  projects  of  regional  and  national 
significance  (SPRANS)  in  the  categories  of  research, 
training,  hemophilia,  genetic  diseases,  and  maternal  and 
child  health  improvement;  and 

o     $11.1  million  for  the  Community  Integrated  Service  Systems 
set-aside  which  supports  the  development  and  expansion  of 
primary  care  delivery  strategies  for  mothers  and  children. 


Healthy  Start  Initiative 

The  FY  1995  request  includes  $97.5  million,  the  same  as  the  FY  1994 
appropriation,  to  continue  the  15  Healthy  Start  projects.    These 
grants  will  assist  in  the  provision  of  comprehensive  maternal  and 
infant  health  care  and  social  services  in  communities  with  highest 
infant  mortality  rates  in  order  to  reduce  the  rates  by  half.   Healthy 
Start  includes  a  national  public  education  campaign  to  publicize 
simple,  practical  information  on  pregnancy  and  infant  health,  with 
special  emphasis  on  high-risk  women  of  childbearing  age  and  prospective 
fathers.   These  projects  should  reach  the  full  scope  and  intensity  of 
program  interventions  during  this  year. 

Health  Professions 

The  President's  budget  proposes  to  consolidate  existing  multiple 
categorical  grant  and  contract  programs  under  Titles  VII  and  VIII  of 
the  PHS  Act  into  five  consolidated  programs.   Currently,  HRSA's  health 
professions  programs  are  characterized  by  over  30  separate  program 
authorizations.   The  FY  1995  request  recommends  consolidating  and 
refocusing  existing  health  professions  education  programs  to  meet  the 
Nation's  need  to  increase  the  supply  of  primary  health  care  providers, 
to  increase  the  supply  of  health  professionals  for  underserved  areas, 
and  to  increase  the  supply  of  minority  health  professionals. 

Vaccine  In-jury  Compensation  Program 

The  National  Childhood  Vaccine  Injury  Act  of  198G  established  a  program 
to  provide  compensation  for  vaccine- related  injury  or  death.   The 
Administration  is  requesting  $110  million,  the  full  authorization 
level,  to  pay  pre-1988  claims.   The  FY  1995  request  seeks  $54  million 
for  payment  of  post- 1988  claims  and  $3  million  for  administrative  costs 
both  to  be  paid  from  the  National  Vaccine  Injury  Compensation  Trust 
Fund. 

Health  Education  Assistance  Loans  (HEJUj) 

The  HEAL  program  insures  loans  provided  by  non- Federal  lenders  to 
students  in  health  professions  schools.   The  Administration  is 
requesting  $56.6  million  to  pay  claims  from  HEAL  guarantees  made  prior 
to  FY  1992.   The  FY  1995  request  also  includes  a  subsidy  of  $25.3 
million  to  pay  the  net  present  value  of  HEAL  claims  arising  from  loans 
made  in  FY  1995  and  $2.9  million  for  HEAL  administrative  costs. 
Finally,  the  request  reflects  a  ceiling  of  $375  million  on  HEAL  loans 
to  be  insured  in  FY  1995 . 

AIDS 

In  addition  to  the  programs  authorized  xrnder  the  Ryan  White  Care  Act, 
the  request  includes  $16.4  million  to  continue  the  AIDS  Education  and 
Training  Centers  program  and  $7  million  for  the  AIDS  Dental 
Reimbursement  program. 
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Conclusion 

We  at  HRSA  see  the  coming  year  as  one  with  numerous  opportunities  to 
move  the  piablic's  health  agenda  forward.  With  your  assistance,  HRSA 
will  continue  to  do  more  for  the  people  who  need  our  help. 

Mr.  Chairman  and  men±>ers  of  the  Committee,  my  associates  and  I  will  be 
pleased  to  address  any  questions  or  comments  you  may  have  on  the 
specifics  of  this  budget  request . 


9 


NAME: 
POSITION: 


BIRTHPLACE 
and  DATE: 

EDUCATION : 


Biographical  Sketch 

Ciro  V.  Sumaya,  M.D.,  M.P.H.T.M. 

Administrator,  Health  Resources  and  Services 

Administration 
U.S.  Public  Health  Service 
Department  of  Health  and  Human  Services 

Brownsville,  Texas,  August  1,  1941 

B.A.  -  1962,  University  of  Texas,  Austin,  TX 
M.D.  -  1966,  University  of  Texas  Medical  Branch, 

Galveston,  TX 
M.P.H.T.M.  -  1973,  Tulane  University, 

New  Orleans,  LA 


PREVIOUS 
POSITIONS : 
1990  -  Present: 


1987  -  1990: 


Associate  Dean  for  Affiliated  Programs  and  Continuing 
Medical  Education,  University  of  Texas  Health  Science 
Center  at  San  Antonio  (UTHSC-San  Antonio) 

Associate  Dean  of  Continuing  Medical  Education, 
UTHSC-San  Antonio 


1983  -  1987: 


Professor  of  Pediatrics  and  Pathology,  UTHSC-San 
Antonio 


1978  -  1983: 


1976  -  1977: 


1973  -  1976: 


Associate  Professor  of  Pediatrics  and  Pathology, 
UTHSC-San  Antonio;   Consultant,  Diagnostic 
Virology  Laboratory,  Bexar  County  Hospital 

Assistant  Professor  of  Pediatrics  and  Pathology, 
University  of  Texas  Health  Science  Center  at 
San  Antonio  (UTHSC-San  Antonio) ;   Director, 
Diagnostic  Virology  Laboratory,  Bexar  County 
Hospital 

Assistant  Professor,  Department  of  Pediatrics, 
Division  of  Infectious  Diseases,  UCLA  School 
of  Medicine,  Los  Angeles,  CA 


POST  GRADUATE 
TRAINING: 
1966  -  1967: 


1967  -  1969: 
1969  -  1971: 


Intern,  Los  Angeles  County  General  Hospital, 
Los  Angeles,  CA 

General  Medical  Officer,  Whiteman  Air  Force  Base 

Pediatric  Resident,  St.  Christopher's  Hospital 
for  Children,  Philadelphia,  PA 


10 


1971  -  1973:      Post-graduate  fellow  in  Pediatric  Infectious 
Diseases  and  Instructor,  Department  of 
Pediatrics,  Tulane  University  School  of 
Medicine,  New  Orleans,  liA;   Clinic  Physician 
Tuberculosis  Control,  New  Orleans,  LA 


ORGANIZATIONS 
and 

MEMBERSHIPS: 
1991  -  present: 


1990  -  present: 

1988  -  present: 
1988  -  present: 
1987  -  present; 

1986  -  1989: 

1978  -  1984: 
1976  -  present: 


American  Academy  of  Pediatrics  Task  Force  on 
Minority  Children's  Access  to  Pediatric  Care 

Texas  Medical  Association  Committee  on  Rural 
Health 

Editorial  Board  of  Texas  Medicine 

National  Action  Forum  on  Hispanic  Health 

Texas  Medical  Association  Subcommittee  on 
Continuing  Medical  Education 

Consultant,  Pan  American  Health  Organization 
for  development  of  Hospital  Infection 
Control  Program  in  Santiago,  Chile 

Reviewer,  Grant  Proposals 

Kroc  Foundation,  Santa  Ynex,  California 

Reviewer,  Journal  of  Pediatrics.  Pediatrics. 
American  Journal  of  Diseases  of  Children- 
Journal  of  Infectious  Diseases.  Pediatric 
Infectious  Disease  Journal.  Texas  Medicine- 
Annals  of  Internal  Medicine.  Journal  of 
Clinical  Microbiology 


11 


c 
o 

CO 

*^ 
CO 


— 

in 

■D 

O) 

< 

1 

o 

CO 

00 

0 

O) 

o 

1 — 

■>>- 

1J_ 

r  CO 

(B 

5  -o 

1_ 

o 

c 

cc 

"co 

CO 

X 

0 

CO 

o 

c 

3 

C 

o 

Z3 

COLL 

0 

DC 

jC 

4-^ 

CD 

0 

c 
o 


CQ   ci 


a> 

m 

"§ 

Oi 

Q 

C) 

.» 

T— 

1 

* 

'd- 

<o 

o> 

1 

o> 

£ 

i 

CO 

Oi 

a> 

T— 

CO 

eg 

>- 

o 

__ 

o> 

ro 

o 
w 

Li. 

,,_ 

Ol 

o 

CM 


CO 

csi 


O) 


lO 


12 


O 
< 

<  c 

-  o£ 
§  B< 

cr 

X 

c 

DC 


S  o 

•1° 


I      I      I      I L 


« 


c 

S 
«) 


O) 


(A 

u. 
CS 
0) 

>• 


o 
o 

CO 


o 
o 
in 


o 
o 


o 
o 

CO 


o 
o 


o 
o 


13 


14 


LEVEL  OF  SERVICES 


Mr.  Smith.  Well,  I  notice  your  increase  is  3  percent  overall,  as 
you  indicated,  and  some  programs  are  level  funded,  some  are  not. 
I  know  you  are  under  budget  constraints  and  you  are  bound  to  be. 
Our  allocation  is  going  to  be  very  tight,  too,  but  what  does  a  3  per- 
cent increase  do  to  your  level  of  services?  Does  that  leave  you  fairly 
near  the  same  level  of  services  or  not? 

Dr.  SUMAYA.  With  the  3  percent  increase,  we  have  directed  in- 
creases in  the  Ryan  White  monies  and  we  have  increases  in  family 
planning.  These  had  to  be  met  with  decreases  in  several  of  our  pro- 
grams, particularly  in  the  Health  Professions  and  Maternal  and 
Child  Health,  but  we  try  to  arrange  the  appropriations  so  that  we 
can  meet  our  responsibilities  at  the  best  possible  level. 

Mr.  Smith.  So  you  have  a  reduction  in  current  services  in  some 
areas,  then? 

Dr.  SuMAYA.  We  think  that  we  have  projected  the  differences  to 
a  point  where  we  will  be  able  to  meet  our  services  adequately. 

BUDGET  AMENDMENT 

Mr.  Smith.  Let  me  ask  at  this  time,  Mr.  Beldon,  about  the  budg- 
et amendment  as  presented. 

Will  you  explain  that  further? 

Mr.  Beldon.  Yes. 

On  Friday,  the  President  submitted  a  budget  amendment  that  af- 
fected the  accounts  in  this  bill  in  a  negative  way.  It  was  a  positive 
amendment  of  $125  million  for  the  Indian  Health  Service  in  fiscal 
year  1995,  and  in  the  zero-sum  budget  game  it  required  offsetting 
reductions  in  the  Department  we  have  included  reductions  of  $125 
million;  $81  million  in  the  Public  Health  Service;  $14  million  in 
salaries  and  expenses  outside  the  Public  Health  Service;  and  a 
small  reduction  in  the  estimates  for  the  SSI  administrative  pay- 
ments, the  reimbursements  to  the  LAE  account. 

Mr.  Smith.  Well,  now,  we  just  talked  about  a  3  percent  increase 
overall  in  dollars;  after  you  take  this  into  consideration,  would  it 
just  about  be  level  funded  in  dollars? 

Mr.  Beldon.  There  was  an  attempt  to  try  not  to  reduce  the 
"President's  investment  items"  and  in  HRSA  that  is  the  Ryan 
White  Program.  In  every  other  activity,  there  is  approximately  a 
1.5  percent  reduction  in  the  President's  budget  as  a  result  of  this 
amendment. 

Mr.  Smith.  Across  the  board  about  1.5? 

Mr.  Beldon.  Yes,  sir. 

Mr.  Smith.  That  is  1.5  in  real  dollars? 

Mr.  Beldon.  Correct. 

Mr.  Smith.  Now,  what  does  that  represent  in  current  services? 
How  much  reduction  in  current  services? 

Mr.  Beldon.  Since  most  of  the  programs  were  level  funded  in  the 
President's  budget,  we  are  talking  about  1.5  percent  less  than  fiscal 
year  1994.  It  would  be  a  reduction  in  spending  below  current  serv- 
ice estimates. 

Mr.  Smith.  You  don't  have  a  figure  then  for  how  much  reduction 
in  current  services  1995  would  be  compared  to  1994? 

Mr.  Beldon.  In  programmatic  terms? 
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Mr.  Smith.  Yes. 

Mr.  Beldon.  No,  sir,  I  don't  believe  the  agencies  have  done  that 
quite  yet.  The  amendment  was  just  developed  and  sent  up  on  Fri- 
day. In  terms  of  services,  I  don't  think  they  have  worked  that  out. 
But  we  are  going  to  attempt  to  do  that  in  the  coming  days — in 
terms  of  service  delivery  you  are  talking  about? 

Mr.  Smith.  Yes. 

Mr.  Beldon.  Yes.  We  have  not  done  that  estimate. 

Mr.  Smith.  Do  you  have  a  ball-park  figure? 

Mr.  Beldon.  Well,  if  spending  is  down  1.5  percent  below  current 
year  levels,  current  services  would  be  approximately  4.5  percent 
below.  The  current  services  estimate  is  approximately  3  percent 
over  previous  year's  spending.  We  are  talking  about  with  a  real  re- 
duction of  1.5  and  a  reduction  of  about  4.5  percent  from  current 
service  estimates. 

reduction-in-force 

Mr.  Smith.  Now,  can  you  handle  95.5  percent  of  current  services 
without  a  RIF  anywhere? 

Mr.  Beldon.  I  don't  think  we  have  done  that  calculation,  but  it 
would  be  a  difficult  task  without  a  RIF,  correct. 

Mr.  Smith.  You  would  have  a  RIF  in  some  departments  but  not 
all? 

Mr.  Beldon.  We  don't  have  any  plan  for  a  RIF  in  the  Depart- 
ment in  the  fiscal  year  1995  budget  that  we  presented  to  Congress. 
There  are  no  RIFs  planned  because  of  the  budget. 

Mr.  Smith.  But  with  95.5  percent,  you  are  bound  to  have  some 
RIFs,  aren't  you,  unless  you  can  transfer  people? 

Mr.  Beldon.  Correct,  and  the  buyout  legislation  that  will  be 
available  to  the  agencies  soon,  and  in  the  fall,  would  be  another 
factor  that  will  help  them  try  to  avoid  a  RIF.  Right  now,  we  have 
no  plans  for  one. 

BUYOUTS 

Mr.  Smith.  Have  you  had  applications  for  buyouts? 

Mr.  Beldon.  I  think  they  just  started  the  process  this  week  with 
the  agencies  inside  the  Department.  I  don't  think  they  have  actu- 
ally taken  applications  from  individuals.  They  have  just  started 
with  the  Office  of  Personnel  Management — our  Assistant  Secretary 
for  Personnel  and  the  Deputy  Secretary  working  out  each  agency's 
specific  buyout  plans,  and  I  don't  think  that  all  agencies 

Dr.  Walsh.  Excuse  me.  Mr.  Beldon,  if  I  may. 

Mr.  Chairman,  we  are  planning  to  conduct  a  limited  buyout  in 
HRSA  as  of  April  30th,  and  we  have  just  received  authority  from 
the  Secretary  and  from  the  Assistant  Secretary  for  Health  to  pro- 
ceed. It  will  be  limited  to  grade  14's  and  above.  As  of  yesterday, 
we  had  received  15  applications  and  we  are  expecting  another  15 
or  so  by  the  end  of  this  week. 

Mr.  Beldon  made  reference  to  a  future  buyout  in  1995,  and  I 
think  that  would  also  have  more  impact  on  meeting  the  resource 
adjustments  in  1995. 

Mr.  Smith.  So  you  limited  it  to  14's  and  above? 
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Dr.  Walsh.  Yes,  sir,  for  fiscal  year  1994.  Our  plan,  if  we  need 
to  do  it  again  in  fiscal  year  1995,  would  be  to  apply  to  the  Assistant 
Secretary  and  to  the  Secretary  for  additional  authority. 

Mr.  Smith.  You  have  gotten  15  applications. 

Dr.  Walsh.  So  far,  and  expect  on  the  order  of  another  15. 

Mr.  Smith.  Now,  if  these  applications  are  not  evenly  spread 
throughout  the  Department,  you  still  could  have  to  have  RIFs. 

Dr.  Walsh.  That  is  true,  sir.  This  year,  it  will  just  help  us  to 
meet  our  fiscal  year  1994  numbers  and  it  could  well  be  needed 
again  in  1995;  that  is  correct. 

Mr.  Smith.  Is  there  any  mechanism  by  which  you  can  spread 
them  evenly  or  not  approve  those  that  would  result  in  a  RIF? 

Dr.  Walsh.  Yes,  sir.  We  have  criteria  to  follow. 

One  of  the  criterion  is  that  we  would  not  allow  anyone  to  go  on 
buyout  that  we  could  not  replace  from  within  the  Agency.  Our  plan 
is  to  do  a  review  of  the  staffing  structure,  once  the  buyout  process 
is  complete,  and  develop  longer-term  plans  for  a  restructuring  that 
are  consistent  with  several  Administration  initiatives. 

This  is  the  first  step  in  a  multiyear  process. 

Mr.  Smith.  So  you  have  the  authority  on  a  one-by-one  basis  to 
reject  or  approve  the  buyouts? 

Dr.  Walsh.  Yes,  sir.  We  have  a  numeric  limitation.  At  the  mo- 
ment, we  are  not  authorized  to  do  more  than  40  for  the  April  30th, 
1994,  buyout.  We  could  apply  for  additional  authority  if  needed. 

Mr.  Smith.  Mrs.  Lowey. 

TITLE  I  OF  THE  RYAN  WHITE  C.A.R.E.  ACT 

Mrs.  Lowey.  Thank  you,  Mr.  Chairman. 

I  apologize  that  I  couldn't  be  here  sooner,  but  I  thank  you  for 
your  testimony  and  for  appearing  before  us  today. 

I  want  to  also  thank  the  Health  Resources  and  Services  Adminis- 
tration for  responding  so  effectively  to  concerns  expressed  in  last 
year's  Committee  report  about  the  need  to  help  eligible  metropoli- 
tan areas  apply  for  supplemental  funds  under  Title  I  of  the  Ryan 
White  Care  Act.  And  I  want  to  note  that  with  the  help  of  HRSA's 
technical  assistance.  New  York  City  submitted  a  very  competitive 
application  for  supplemental  Ryan  White  funding  and  received  a 
threefold  increase  for  fiscal  year  1994.  These  funds  are  critical  to 
the  effort  to  respond  to  the  escalating  crisis  in  New  York. 

In  looking  to  fiscal  year  1995  and  beyond,  I  want  to  be  sure  that 
New  York  City  continues  to  be  in  a  position  to  make  strong  appli- 
cations for  supplemental  Title  I  funding.  To  that  end,  I  would  like 
to  ask  you  several  questions  which  I  hope  will  help  to  enable  New 
York  City  to  retain  and  enhance  its  competitive  position. 

In  evaluating  an  application  for  a  supplemental  Ryan  White 
funding,  how  much  emphasis  does  HRSA  place  on  a  city's  commit- 
ment to  investing  in  services  and  care  for  people  living  with  HIV? 
Aren't  Ryan  White  funds  designed  to  leverage  State  and  local  re- 
sources? 

Dr.  Sumaya.  I  would  like  to  first  comment  on  your  thanks  for  the 
programs.  Hopefully,  HRSA  will  be  able  to  assist  the  many  major 
cities  that  have  significant  HIV  problems. 

I  think  Dr.  Bowen  will  answer  the  specifics  of  the  question. 

Mrs.  Lowey.  Thank  you.  Dr.  Sumaya. 
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Dr.  BOWEN.  If  I  understood  your  first  two  questions,  Congress- 
woman,  regarding  commitment  of  local  resources  from  the  city,  and 
concerns  about  the  impact  of  possible  cuts  in  city  funds,  I  would 
first  say  that  I  haven't  been  asked  to  review  or  seen  any  plans  for 
changes  in  city  HIV  programs. 

The  legislation  does  mention  and  the  review  committees  do  take 
into  account  commitment  of  local  resources. 

The  Maintenance-of-Effort  provision  does  allow  for  cities  in  Title 
I  to  move  funds  around  from  one  part  of  the  program  to  another. 
But  I  think  it  is  fair  to  say  that  the  external  review  committee  in 
general  is  concerned  about  and  does  evaluate  parts  of  an  applica- 
tion which  would  have  a  negative  impact  on  access  to  services  or 
access  to  care  for  people  with  HIV.  So  without  having  seen  any  spe- 
cific changes  in  any  city's  program,  including  that  of  New  York 
City,  that  would  be  the  response  that  I  would  be  able  to  make  to 
your  questions, 

CUTS  IN  HIV  CARE  AND  SERVICES 

Mrs.  LowEY.  Well,  I  wonder  what  effect  a  significant  cut  in  HIV 
care  and  services  would  have  on  a  city's  application  for  supple- 
mental funds,  if  you  actually  saw  a  significant  cut? 

Dr.  BowEN.  Each  applicant  has  to  submit  as  part  of  the  overall 
application  a  certification  that  the  Metropolital  Statistical  Area 
(MSA)  funding  has  not  been  reduced  in  total.  It  is  not  required  that 
each  individual  part  of  a  commitment  of  a  city's  programs  be  made 
the  same  from  one  year  to  another.  There  is  a  possibility  for  mov- 
ing funds  around.  The  overall  commitment  level  has  to  remain  the 
same  from  local  city  funds. 

Mrs.  LowEY.  If  the  city  made  major  reductions  in  an  agency,  es- 
sentially dismantling  that  agency,  what  kind  of  assessment  would 
you  make  in  evaluating  the  city's  role,  the  city's  contribution  to 
providing  access  to  HIV  services  and  care? 

Dr.  BowEN.  It  is  hard  to  predict  what  next  year's  External  Re- 
view Committee  would  do.  In  the  past,  the  committees  have  been 
concerned  about  anything  which  they  perceive  as  reducing  the 
availability  or  access  of  people  with  HIV  to  care  services.  If,  as  part 
of  an  application  review,  they  thought  that  was  a  problem,  they 
would  probably  be  concerned  and  that  might  have  a  negative  im- 
pact on  their  review  of  the  supplemental  application.  That  is  pos- 
sible. It  is  impossible  to  predict. 

Dr.  SUMAYA.  I  want  to  add  that  as  with  Ryan  White  and  other 
programs,  there  may  be  components  that  are  formula-based,  which 
depend  on  the  impact  of  the  disease  in  the  city.  In  addition  there 
are  other  components  of  the  awards  that  are  based  on  what  the 
areas  have  to  offer  in  terms  of  efficiency  and  effectiveness.  We,  ob- 
viously, like  to  increase  support  for  MSA's  that  can  be  more  effec- 
tive and  efficient. 

We  £dso  would  be  very  willing  at  HRSA  to  provide  technical  as- 
sistance in  trying  to  set  up  and  assist  in  the  development  of  net- 
works and  systems  within  cities  so  that  they  can  be  more  effective 
and  efficient.  We  look  at  that  component  very  carefully. 

Mrs.  LowEY.  Thank  you. 

It  was  my  recollection  that  last  year  in  our  meetings  with  people 
at  HRSA  responsible  for  this  program,  one  of  the  criticisms  was  the 
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delivery  system  and  the  lack  of  timely  delivery  of  services.  We  went 
to  great  efforts  to  explain  that  it  was  a  different  population  from, 
for  example,  San  Francisco's.  We  emphasized  that  the  delivery  of 
services  was  more  difficult  in  New  York  and  that  is  why  I  asked 
the  question  about  the  impact  of  significant  cuts  in  the  delivery 
service  structure  and  how  that  would  affect  your  evaluation,  be- 
cause certainly  last  year  that  was  the  focus  of  the  Agency's  criti- 
cism of  the  city. 
Dr.  SUMAYA.  Correct. 

ADDITIONAL  TITLE  I  CITIES 

Mrs.  LOWEY.  Thank  you. 

I  am  also  aware  of  concerns  being  raised  about  the  possibility 
that  HRSA  will  add  to  the  list  of  Title  I  cities  several  areas  which 
are  not  experiencing  an  emergency  in  terms  of  their  AIDS  caseload. 
For  example.  Duchess  County,  New  York,  is  expected  to  qualify  for 
$1  million  in  emergency  Title  I  funds  because  the  presence  of  a 
major  correctional  facility  in  the  county  has  caused  the  region's 
number  of  AIDS  cases  to  exceed  the  Title  I  threshold. 

However,  ironically,  the  Ryan  White  Act  prohibits  Title  I  funds 
from  being  spent  to  care  for  incarcerated  populations.  Now,  as  a 
New  Yorker,  I  am  always  glad  to  see  our  communities  qualify  for 
increased  funding,  but  I  certainly  can  think  of  a  number  of  cities 
in  New  York,  not  to  mention  the  rest  of  the  country,  that  have  a 
much  more  serious  AIDS  problem  than  Duchess  County.  Cities  like 
Buffalo  and  Cleveland,  Ohio,  for  example,  have  not  qualified  as 
Title  I  cities. 

Apparently,  this  problem  arises  from  the  way  in  which  HRSA 
sets  the  boundaries  of  health  planning  areas  which  are  the  regional 
zones  used  for  measuring  the  concentration  of  AIDS  cases.  What 
flexibility  do  you  have  in  changing  these  boundaries  to  eliminate 
these  absurd  results?  Are  you  currently  planning  to  make  any 
changes? 

Dr.  SuMAYA.  Dr.  Bowen,  could  you  answer  that? 

Dr.  BowEN.  Congresswoman,  the  legislation  specifies  that  metro- 
politan areas  become  eligible  to  receive  Title  I  funds  on  the  basis 
of  either  accumulating  2,000  total  reported  cases  over  the  period  of 
the  legislation  or  having  a  cumulative  AIDS  case  rate  of  .0025.  The 
boundaries  of  the  metropolitan  areas  are  determined  by  the  Cen- 
ters for  Disease  Control,  the  Bureau  of  the  Census,  and  Office  of 
Management  and  Budget.  We  use  the  data  that  is  provided  in  the 
CDC  surveillance  report  as  specified  by  law.  The  cutoff  date  for  re- 
porting for  Title  I  is  March  31  every  year.  We  are  waiting  for  those 
final  results  for  this  year,  so  I  can't  give  you  a  100  percent  verifica- 
tion as  to  what  those  final  numbers  would  be. 

We  have  in  the  past  had  cities  that  have  become  eligible  on  the 
rate  factor,  which  is  what  you  are  talking  about,  and  we  anticipate 
that  there  will  be  four  this  year.  That  is  something  we  need  to  dis- 
cuss at  the  time  the  legislation  is  reauthorized,  I  believe. 

FAMILY  PLANNING 

Mrs.  LowEY.  I  also  want  to  applaud  the  President's  proposed  in- 
crease for  the  Title  X  program,  because  we  know  that  it  provides 
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essential  support  to  systems  of  community-based  clinics  which  are 
critic£il  primary  care  providers  in  many  communities. 

I  understand  that  demand  at  the  Title  X  clinics  has  been  rising 
in  recent  years;  what  can  you  tell  us  about  this  and  what  does  it 
mean  for  the  ability  of  the  exiting  system  of  clinics  to  provide  qual- 
ity care? 

Dr.  SUMAYA.  For  Title  X,  we  have  that  in  the  budget  for  HRSA, 
but  we  are  not  responsible  for  any  of  its  programs. 

Mrs.  LOWEY.  I'll  defer  questions  on  that  for  the  Assistant  Sec- 
retary for  Health. 

Should  I  keep  going,  Mr.  Chairman,  since  it  is  the  two  of  us? 

What  is  your  pleasure?  I  have  a  few  more  questions. 

Mr.  Smith.  Go  ahead,  if  you  have  more  questions. 

NATIONAL  HEALTH  SERVICE  CORPS 

Mrs.  LowEY.  Thank  you. 

As  you  know,  concerns  have  been  raised  about  the  need  to  im- 
prove technical  assistance  to  communities  to  help  them  recruit, 
fully  utilize  and  retain  primary  care  providers  supported  by  the 
National  Health  Service  Corps  program.  As  you  know,  the  Admin- 
istration's health  care  reform  proposal  envisions  a  central  role  for 
this  program  in  efforts  to  expand  the  supply  of  health  care  provid- 
ers in  underserved  areas.  What  is  HRSA  doing  to  see  the  commu- 
nities make  use  of  the  support  available  under  this  program? 

Dr.  SuMAYA.  First,  Mrs.  Lowey,  I  would  like  to  thank  the  com- 
mittee £ind  Congress  for  reinvigorating  the  National  Health  Service 
Corps  which  is  such  an  important  component  of  the  health  care 
work  force  and  particularly  in  the  distribution  of  health  care  pro- 
viders throughout  the  country. 

HRSA  promotes  that  particular  program  in  a  number  of  fashions, 
and  I  think  Dr.  Gaston  will  provide  some  of  the  details. 

Dr.  Gaston.  Thank  you  very  much. 

Yes,  indeed,  we  agree  that  this  is  a  very  important  program  for 
our  country  in  terms  of  reaching  underserved  people.  We  have 
major  approaches  around  recruitment  but  we  also  have  major  ap- 
proaches around  retention.  If  you  look  at  what  we  have  imple- 
mented over  the  past  few  years,  we  can  show  you  that  our  reten- 
tion of  providers  in  underserved  areas  has  definitely  improved  from 
what  it  was  20  years  ago. 

This  is  a  result  of  approaches  that  keep  us  in  contact  with  the 
scholars  while  they  are  in  training,  providing  very  important  edu- 
cational opportunities  outside  of  tertiary  settings,  in  community 
settings  in  underserved  areas.  We  have  increased  that  dramatically 
over  the  recent  years.  We  also  have  a  new  program  that  we  are  ex- 
cited about,  a  Junior  National  Health  Service  Corps  and  a  Junior 
Health  Careers  Opportunity  Program  where  we  are  beginning  to 
start  younger  and  younger  with  students  getting  them  interested 
in  health  careers,  interested  in  primary  care  and  interested  in  serv- 
ice to  the  underserved. 

Once  our  scholars  finish  their  training  and  are  assigned  to  sites, 
the  contact  continues.  We  talk  about  a  continuum  of  contact  with 
the  National  Health  Service  Corps  that  begins  very  early,  prior  to 
entry  into  medical  school,  throughout  medical  school,  throughout 
their  residency  training  and  while  they  are  out  on  sites.  We  now 
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also  have  an  alumni  organization  of  scholars  that  are  beginning  to 
interact  with  the  continuum  of  contact. 

Another  approach  that  we  are  beginning  to  really  implement  this 
year  is  technical  assistance  for  sites  so  that  they  can  become  aware 
of  certain  retention  approaches  for  their  providers,  and  we  are  im- 
plementing technical  assistance  for  the  sites  around  retentive  ap- 
proaches, too. 

Is  that  the  intent  of  your  question? 

Mrs.  LOWEY.  Yes,  that  is  very  helpful. 

Dr.  SUMAYA.  If  I  could  just  add,  as  you  can  see,  the  National 
Health  Service  Corps  is  broadening  its  scope  in  a  number  of  ways. 
I  would  want  to  add  in  addition  to  what  we  see  in  the  Federal 
arena,  we  are  tying  much  more  with  States  and  communities  as 
well. 

RYAN  WHITE  TITLE  I  SPENDING  LEVELS 

Mrs.  LowEY.  It  is  helpful. 

I  just  want  to  follow  up  again  for  clarification  on  the  Ryan  White 
issue.  I  was  under  the  impression  that  cities  are  required  under 
Ryan  White  to  maintain  their  level  of  effort  at  or  above  1990 
spending  levels.  Did  I  understand  you  to  say  that  HRSA  actually 
requires  that  total  funds  not  drop  below  the  previous  year's  level? 

Yes.  I  just  want  you  to  clarify  that. 

[The  following  information  was  provided  subsequent  to  the  hear- 
ing:] 

Dr.  BOWEN.  Each  MSA  must  maintain,  as  its  contribution  of  local  resources,  an 
amount  equal  to  its  support  for  these  services  in  the  year  prior  to  which  it  receives 
its  first  Title  I  Ryan  WTiite  CARE  Act  award.  In  the  case  of  New  York  City  this 
is  1990.  Other  MSA's  may  have  other  base  years. 

Mrs.  LowEY.  Okay.  How  they  use  it  can  be  flexible,  but  the  total 
dollar  commitment  cannot  drop  below  it? 
Dr.  BoWEN.  That  is  correct,  Congresswoman. 

HEALTH  PROFESSIONS  CONSOLIDATION 

Mrs.  LowEY.  Thank  you. 

With  regard  to  the  proposed  consolidation  of  Health  Professions 
and  Nurse  Education  Programs,  how  will  we  be  able  to  ensure  that 
the  consolidation  will  preserve  our  ability  to  address  priority  needs 
that  have  been  identified  by  Congress?  Does  the  consolidation  pro- 
posal require  changes  in  the  authorizing  legislation? 

Dr.  SuMAYA.  On  the  consolidation  issue,  Mrs.  Lowey,  what  we 
are  trying  to  do  at  this  point  is  work  with  a  number  of  goals  of  the 
administration  in  consolidation  of  Title  VII  and  Title  VIII,  in  the 
context  of  a  number  of  ongoing  congressional  reauthorization  ac- 
tivities and  also  in  the  context  of  health  care  changes.  What  we  are 
proposing  is  a  health  professions-type  of  consolidation  over  approxi- 
mately a  two-year  range,  into  five  different  areas.  First  would  be 
the  minority/disadvantaged  assistance;  second  would  be  the  consoli- 
dated student  loans;  third  would  be  primary  care  and  public  health 
initiatives;  a  fourth  would  be  the  priority  nursing  initiatives;  and 
the  fifth  would  be  with  health  data  and  research. 

What  we  are  doing  currently  in  the  minority/disadvantaged  pro- 
gram and  the  consolidated  student  loans  is  working  with  Congress 
on  bills  that  are  currently  being  discussed. 


21 

With  the  Title  VIII  nursing  component,  we  have  made  a  legisla- 
tive proposal  that  is  being  considered  within  the  Department  to 
consolidate  the  six  authorities  into  three  authorities.  That  will  ob- 
viously receive  departmental  approval  and  go  through  Congress. 

The  rest  of  the  Title  VII  legislative  proposals  for  the  Health  Pro- 
fessions Training  Activities  will  be  forthcoming  for  fiscal  year  1996; 
so  we  will  have  some  thoughts  on  that  passed  on  for  departmental 
approval  first.  It  will  be  a  revisiting  of  a  number  of  those  programs, 
looking  for  ways  that  we  can  reconfigure  or  consolidate  activities 
but  keeping  all  the  intent  of  the  individual  line  items  in  mind  as 
we  try  to  become  more  efficient  in  what  we  are  doing,  and  more 
effective  in  the  future. 

HEALTH  PROFESSIONALS  TRAINED  IN  GERIATRICS 

Mrs.  LowEY.  And  lastly,  Mr.  Chairman,  are  there  sufficient 
health  professionals  with  training  £ind  experience  in  geriatrics  con- 
sidering the  large  number  of  seniors — and  that  number  seems  to  be 
growing,  thanks  to  our  good  health  care  delivery  system.  Are  there 
sufficient  numbers  of  people  trained  in  geriatrics? 

Dr.  SUMAYA.  I  think  that  the  data  that  we  have  show  that  it  is 
an  area  of  shortage.  When  we  look  for  health  professionals  that  are 
focused  on  the  elderly,  we  are  looking  at  that  carefully  and  working 
with  groups  in  addressing  that  issue.  We  have  some  geriatric  ini- 
tiatives within  HRSA  as  well.  But  this,  obviously,  is  an  area  that 
needs  to  be  expanded  in  many  fronts. 

Mrs.  LowEY.  Thank  you  very  much. 

Thank  you,  Mr.  Chairman. 

PRIORITY  NURSING  INITIATIVES 

Mr.  Smith.  Let  me  ask  another  question  about  this  consolidation. 
You  have  an  item  under  so-called  "new  initiatives"  of  $38.5  million 
for  other  priority  nursing  initiatives.  Do  you  think  consolidation  is 
a  way  of  eliminating  some  nursing  programs  and  shifting  the 
money  other  places? 

Dr.  SUMAYA.  In  that  form,  we  are  not  cutting  resources  from  the 
nursing  arena,  at  least  that  is  how  we  had  the  initial  basis.  Be- 
cause of  the  revised  health  professions  budget  approved  by  the  De- 
partment, there  may  be  a  cut,  but  I  think  Mr.  Beldon  may  be  able 
to  address  that  latter  part. 

Mr.  Beldon.  I  think  inside  the  Public  Health  Service  there  is  a 
plan  to  adjust  the  budgets  as  presented,  not,  in  total  dollars,  but 
in  the  distribution.  Because  of  the  timing  of  the  reauthorizations 
of  the  legislation,  the  kind  of  consolidation  they  described  would  re- 
quire reauthorizations  and  apparently  the  Committees  are  working 
on  the  nursing  and  on  the  health  professions  at  different  times  this 
year  or  subsequent  years,  so  all  the  consolidations  could  not  occur 
during  fiscal  year  1995.  I  think  the  Assistant  Secretary  for  Health 
is  going  to  advise  the  Committee  of  a  different  distribution  of  funds 
than  what  was  set  up  in  February. 

Dr.  SuMAYA.  Mr.  Chairman,  Dr.  Mullan  can  provide  some  addi- 
tional details. 
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REVISED  HEALTH  PROFESSIONS  BUDGET 

Dr.  MULLAN.  Mr.  Chairman,  there  are  two  things  taking  place. 
One  is  the  concept  of  consolidation,  which  is  attempting  to  estab- 
lish new  and  more  efficient  and  also  more  customer-friendly  ways 
of  running  a  Health  Professions  Program.  As  was  observed  by  Mrs. 
Lowey,  that  will  require  changes  in  authorizations,  in  many  cases. 

The  second  phenomenon  that  is  occurring  is  our  effort  in  HRSA 
and  in  the  Department  to  deal  with  budget  caps  and  the  need  to 
restrain  growth  in  programs.  As  we  work  with  these  two  mandates, 
that  is  to  both  be  more  efficient  and  to  husband  the  dollars  very 
carefully,  we  have  proposed  in  the  budget,  as  you  have  observed, 
a  general  consolidation.  And  as  Dr.  Sumaya  has  indicated,  we  will 
be  submitting  a  revision  to  the  President's  budget  which  will  do 
that  over  two  years. 

In  dealing  with  the  fiscal  year  1995  budget,  however,  the  Health 
Professions  Programs,  as  a  matter  of  administration  policy,  are  in 
a  position  to  absorb  a  certain  amount  of  cutbacks  in  terms  of  fitting 
into  the  budgetary  availabilities. 

We  have  labored  hard  to  do  that  in  an  equitable  fashion,  and  we 
will  be  prepared  to  submit  to  the  Committee,  for  the  record,  a 
modified  budget  that  will  take  into  account  both  a  two-year  consoli- 
dation and  an  apportionment  of  the  funds  available  to  the  health 
professions.  It  will  represent,  I  should  emphasize,  very  modest  cuts 
in  programs.  Particularly  in  the  areas  of  priority  programs,  which 
the  nursing  programs  represent,  we  have  attempted  to  continue 
our  support  and  investment  in  those  programs. 

Mr.  Smith.  Well,  if  you  are  going  to  continue  your  support  and 
investment  in  them,  why  do  you  have  to  consolidate  them  into 
something  else?  Why  can't  you  just  leave  them  in  the  line  that  they 
are  now  in? 

TITLE  VIII  REAUTHORIZATION 

Dr.  MuLLAN.  The  Title  VIII  reauthorization  that  will  be  pro- 
posed, will,  as  Dr.  Sumaya  indicated,  essentially  take  the  six  au- 
thorities that  exist  within  Title  VIII  and  consolidate  them  into 
three  authorities  with  roughly  the  same  magnitude  of  budget.  The 
benefits  of  a  consolidated  proposal  are  that  they  will  make  for 
greater  efficiencies — as  you  know,  the  President  is  committed  to  a 
272,000  person  reduction  in  the  Federal  work  force,  so  we  have  to 
be  responsive  in  terms  of  how  we  manage  programs.  That  is  going 
to  require  looking  in  different  ways  at  how  in  a  consolidated  and 
streamlined  fashion  we  work  with  the  nursing  community,  the  pri- 
mary care  medicine  community  and  the  other  communities  the 
health  professions  funds  support.  So  we  are  struggling  with  creat- 
ing new  ways  and  more  efficient  ways  to  manage  these  programs. 

GRANTS  MANAGEMENT  OPERATIONS 

Mr.  Smith.  But  these  programs  are  grants.  You  talk  about  reduc- 
ing the  number  of  personnel.  They  are  not  under  program  manage- 
ment. These  are  grants,  so  you  are  talking  about  somebody  else  re- 
ducing the  personnel. 

Dr.  MuLLAN.  The  Grants  Management  function  is  very  labor  in- 
tensive. These  are  not  formula  grants,  they  are  competitive  grants; 
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so  as  one  issues  a  call  for  applications,  the  applications  are  re- 
ceived, reviewed,  by  peer  review  or  merit  review  groups  that  meet 
on  them  and  then  before  the  grant  is  made,  there  are  grants  man- 
agement activities  such  as  negotiations,  revised  budgets,  and  ongo- 
ing monitoring.  Across  the  Health  Professions  Programs,  these  are 
quite  labor  intensive  programs.  As  you  are  aware,  there  are  many 
of  them. 

We  manage  approximately  45  grant  authorities  in  the  Bureau. 
Many  of  them  have  their  own  grant  cycles,  their  own  merit  review 
groups  and  their  own  grants  managements  mandates.  So  in  their 
current  form,  they  are  enormously  labor  intensive,  and  we  are 
struggling  with  designing  new  models  that  will  make  them  more 
streamlined. 

Mr.  Smith.  Well,  let  me  see  if  I  understand  what  you  are  saying. 
Your  program  management  budget  request  is  $121  million  out  of 
a  $3  billion  request,  and  you  are  telling  me  that  in  order  to  save 
a  little  money  under  program  management,  which  is  only  3  percent 
of  the  budget,  you  are  going  to  revise  all  these  other  grant  pro- 
grams? 

Dr.  SUMAYA.  In  sum,  what  one  is  looking  at  in  consolidation  is 
trying  to  see  with  the  changing  times  and  needs  in  various  areas 
that  these  grants  and  individual  programs  try  to  meet,  where  there 
may  be  ways  of  reconfiguring  the  way  they  are  identified  in  line 
items  in  which  they  may  be  pledged,  and  actually  be  a  more  effec- 
tive and  efficient  type  of  a  program. 

Mr.  Smith.  Well,  then,  it  is  not  to  save  part  of  the  252,000  per- 
sonnel, it  is  really  because  you  want  to  change  the  emphasis  on 
health  programs? 

Dr.  SUMAYA.  I  think  that  would  be  part  of  the  answer. 

Mr.  Smith.  Well  that  is  what  I  am  getting  at;  what  emphasis  do 
you  want  to  change?  Do  you  want  to  deemphasize  nursing  or  what 
is  it  that  you  want  to  deemphasize?  If  you  are  going  to  emphasize 
something,  you  are  going  to  deemphasize  something  else. 

AVAILABILITY  OF  RESOURCES 

Dr.  Walsh.  Mr.  Chairman,  could  I  offer  a  little  different  perspec- 
tive? 

I  don't  think  this  budget  either  as  proposed  or  as  it  will  be 
amended  would  deemphasize  nursing,  but 

Mr.  Smith.  What  would  it  deemphasize? 

Dr.  Walsh.  It  would  reduce  resources,  modestly,  approximately 
a  little  below  $15  million  in  program  authority,  which  are  grant 
funds,  and  $1.5  million  and  25  FTEs  under  program  management, 
which  is  funded  from  the  $121  million  program  management  total 
that  you  referred  to.  Obviously,  with  25  fewer  full-time  equivalents, 
there  is  more  pressure  on  very  scarce  program  management  re- 
sources. But  they  are  both  related,  particularly  the  latter,  to  the 
program  management  reduction.  It  is  part  of  restructuring  the  Fed- 
eral work  force. 

fte  reductions 

Mr.  Smith.  Now,  you  have  got  15  applications,  you  are  expecting 
15  more;  that  is  30 — ^you  say  you  need  to  reduce  25  full-time 
equivalents? 


24 

Dr.  Walsh.  The  30  that  go  this  year  through  the  buyout  would, 
of  course,  be  30  fewer  we  would  employ  in  1995,  but  the  buyout  is 
also  being  done  to  meet  our  1994  target. 

Mr.  Smith.  There  is  going  to  be  another  30  in  1995  on  top  of 
that,  then? 

Dr.  Walsh.  Assuming  we  can  obtain  authorization  from  the  De- 
partment and  the  Assistant  Secretary  for  Health,  we  plan  to  con- 
duct another  buyout  program  very  early  in  fiscal  year  1995,  to  at- 
tempt to  reach  the  FTE  reduction  that  this  budget  proposes. 

Mr.  Smith.  What  is  the  total  for  1994  and  1995  in  FTE  reduc- 
tion. 

Dr.  Walsh.  From  1994  to  1995,  the  reduction  proposed  is  88 
FTEs  for  HRSA,  and  one  additional  for  the  family  planning  pro- 
gram, which  as  Dr.  Sumaya  indicated,  is  actually  administered  by 
the  Office  of  Assistant  Secretary  for  Health.  But  for  all  of  Health 
Resources  and  Services  that  is  an  89  FTE  reduction. 

In  terms  of  current  year,  fiscal  year  1994,  we  had  just  about 
reached  our  1994  ceiling  and  we  will  get  down  to  it,  actually  a  little 
below  it  with  the  buyout. 

Mr.  Smith.  So  that  is  89  out  of  how  many? 

Dr.  Walsh.  Currently,  we  have  about  2,600  on  board  nationwide. 
This  budget  total  proposes  total  FTEs  of  just  a  little  over  2,500;  I 
think  the  number  is  2,502. 

Mr.  Smith.  So  in  order  to  reduce  89  over  a  two-year  period,  out 
of  2,500,  you  need  to  consolidate  these  programs  and  deemphasize 
some  and  emphasize  some  others? 

Dr.  Walsh.  That  is  one  piece  of  it,  yes,  sir.  There  are  other  re- 
ductions proposed  in  program  management  for  our  Bureau  on 
Health  Professions  that  we  will  have  to  do,  as  I  indicated  earlier. 
When  the  first  buyout  phase  is  over  and  as  we  plan  the  second,  we 
will  have  extensive  restructurings  to  consider  within  the  organiza- 
tion of  the  Agency  and  within  each  Bureau. 

impact  of  no  consolidation 

Mr.  Smith.  Well,  one  more  question.  What  would  happen  if  we 
just  didn't  approve  the  consolidation,  and  went  ahead  and  made 
these  line  item  appropriations  instead?  How  would  that  affect  you? 

Dr.  Walsh.  First  of  all,  of  course,  we  will  implement  the  appro- 
priation as  enacted.  If  the  consolidation  was  not  a  part  of  the  1995 
appropriations,  if  we  had  no  adjustment  in  the  25  FTE  reduction, 
then  we  would  have  to  find  some  additional  ways  and  streamline 
some  other  way. 

Dr.  MULLAN.  Mr.  Smith,  if  I  might  amplify  the  25  FTE  reduction 
in  the  Bureau  of  Health  Professions.  For  the  health  professions  and 
nursing  programs  it  represents,  roughly,  a  10  percent  cut  of  the 
work  force  in  the  Bureau,  so  that  is  a  very  appreciable  diminution 
in  the  human  resources  to  manage  the  programs. 

In  terms  of  the  consolidation  concept  that  is  focused  on  the 
health  professions,  it  is  both  designed  to  take  into  account  the  re- 
duced personnel  available  as  well  as  to  work  with  the  constituent 
groups,  health  professions  schools  and  students  to  design  a  pro- 
gram that  will  be  more  streamlined  for  the  training  of  health  pro- 
fessions. It  has  both  purposes. 
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PURPOSE  OF  CONSOLIDATION 


Mr.  Smith.  I  have  got  to  study  this  some  more,  but  it  seems  to 
me  that  you  are  making  major  changes  in  the  missions  you  have 
in  order  to  make  a  25  FTE  reduction.  Surely,  there  is  some  way 
to  do  it  without  changing  your  mission;  is  that  right  or  not? 

Dr.  Walsh.  It  is  certainly  a  significant  reduction,  Mr.  Chairman. 
I  don't  know  that  we  could  agree  that  it  changes  the  whole  mission. 
You  know  these  are  times  where  we  have  to  look  for  every  oppor- 
tunity to  reduce  the  staff. 

Dr.  MuLLAN.  I  think  it  is  fair  that  it  also  be  put  in  the  context 
of  the  President's  commitment  in  regard  to  Reinventing  Govern- 
ment. The  Health  Professions  Programs,  which,  as  I  said,  with  the 
total  appropriation  for  Title  VII  and  Title  VIII  of  about  $260  mil- 
lion, has  approximately  45  different  grant  authorities,  that  speak 
for  these  programs.  Those  have  grown  up  over  the  years.  Within 
the  administration  there  is  considerable  sentiment  to  develop  ap- 
proaches to  funding  programs  that  would  work  better  particularly 
in  an  epoch,  where  we  are  going  to  see  major  changes  in  the  envi- 
ronment, where  managed  care  is  with  us,  where  we  need  to  look 
at  different  ways  of  funding  programs,  and  in  that  spirit,  involving 
customers,  and  involving  health  professions  schools,  in  different 
ways.  This  is  part  of  the  concept  of  consolidation.  There  is,  I  think, 
a  conceptual  policy  component,  too,  as  well  as  the  downsizing, 
which  is  a  reality  within  the  government. 

SUPPORT  FOR  NURSING  PROGRAMS 

Mr.  Smith.  Well,  generally  speaking,  I  like  consolidation.  But  the 
reason  that  these  were  broken  out  as  separate  items,  and  I  picked 
out  nursing  as  an  example,  was  because  nurses  always  got  the  low 
end  of  everything.  I  mean,  by  the  time  you  got  through  the  budget 
process,  nurses  were  dropped  down  at  the  bottom,  so  you  had  to 
separate  them  out  over  the  years  to  give  them  a  special  line  item 
to  save  nurses  from  getting  hurt. 

We  needed  more  nurses,  more  practitioners  and  more  physicians 
assistants,  that  is  the  reason  they  were  broken  out.  It  seems  to  me 
that  when  you  consolidate,  you  are  liable  to  go  back  to  where  they 
are  deemphasized  again. 

Dr.  MuLLAN.  Let  me  reassure  you,  Mr.  Chairman,  in  the  revised 
budget  which  keeps  the  consolidation  concept,  the  nursing  authori- 
ties across  nursing,  basic  nursing,  advanced  practice  nursing,  and 
minority  nursing,  will  all  remain  under  Title  VIII,  so  that  the 
clearly  delineated  nursing  authority  that  you  appropriately  ob- 
served has  been  an  important  element  to  nursing  educational  de- 
velopment will  remain  in  tact. 

Dr.  SUMAYA.  Mr.  Chairman,  I  also  would  like  to  add  what  we  are 
looking  at  again  is  the  piece  of  the  total  arena,  and  so  it  is  a  little 
bit  accentuated  in  the  health  professions,  and  we  will  be  looking 
throughout  HRSA  on  consolidation  of  activities  and  any  t3T)e  of  re- 
configuration of  programs.  Obviously,  the  end  point  is  hopefully  we 
are  able  to  work  effectively  in  the  intent  of  the  programs  that  we 
have  throughout  HRSA. 

Mr.  Smith.  All  right. 

Mr.  Hoyer. 
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CONSOLIDATED  OF  NURSING  PROGRAMS 

Mr.  HOYER.  Thank  you. 

Obviously,  all  of  us  are  concerned  about  this  consolidation. 

What  guarantees  would  there  be  that  the  nurse  practitioners  and 
nurse  midwife  programs,  in  which  this  committee  has  been  very  in- 
terested and  concerned  about,  will  receive  equitable  and  appro- 
priate funding  once  they  are  placed  in  the  primary  care  funding 
category,  particularly  since  the  funding  for  programs  to  be  included 
in  that  category  has  been  significantly  decreased  from  last  year's 
funding  level? 

Dr.  SUMAYA.  What  I  would  initially  say  is  that  we  are  obviously 
working  within  budgetary  constraints,  but  we  realize  that  the 
major  important  priority  are  the  nursing  initiatives,  and  particu- 
larly those  in  the  primary  care  arena,  the  nurse  practitioners  and 
the  nurse  midwife  programs.  Those  are  priority  programs  that  we 
will  be  very  careful  with  as  we  look  at  all  the  budgetary  issues. 

Dr.  Mullan  may  have  some  additional  comment. 

Dr.  Mullan.  Yes,  Mr.  Hoyer 

Mr.  Hover.  Doctor,  in  answering  the  question,  I  am  sure  that 
you  are  going  to  be  very  careful.  We  are  all  going  to  be  very  care- 
ful. 

Dr.  Mullan.  I  think  I  can  answer  your  question  quite  specifically 
and  I  hope  quite  carefully. 

As  I  attempted  to  indicate,  the  budget  that  you  have  before  you 
proposed  consolidation  in  one  year  in  a  fashion  which  you  observed, 
in  fact,  that  placed  primary  care  nursing  with  primary  care  physi- 
cians in  a  single  primary  care  authority.  We  are  going  to  be  resub- 
mitting a  budget  which  will  propose  a  consolidation  activity  over 
two  years.  It  will  be  somewhat  different  in  format  and  in  context 
than  the  proposal  you  have  before  you. 

In  that,  there  will  be  a  specific  nursing  authority  which  will  have 
within  it  several  subauthorities,  one  of  which  will  be  for  advanced 
practice  nursing,  including  the  nurse  practitioner  and  physicians 
assistant.  They  will  be  in  a  nursing  authority,  a  Title  VIII  that  will 
look  very  much  like  the  current  Title  VIII,  so  that  the  concerns  of 
nursing  being  commingled  with  other  health  professions,  I  think 
will  be  addressed  in  a  positive  way  in  that  regard. 

The  other  issue  is  the  total  level  of  funding  for  health  profes- 
sions. Where  we  invest  and  where  we  sustain  cutbacks  is  a  sepa- 
rate issue,  and  that  is  something  that  in  this  budgetary  environ- 
ment we  are  working  with. 

The  proposed  budget  which  the  President  has  submitted  has  a 
$15  million  decrease  in  health  professions  and  nursing  funding. 
The  resubmitted  budget  will  have  that  same  total  funding  proposal 
which  recommends  a  $15  million  cutback,  and  that  will  be  appor- 
tioned in  the  new  proposal  in  an  equitable  way. 

Mr.  Hoyer.  Between  the  functions? 

Dr.  Mullan.  Yes. 

Advanced  practice  nursing,  in  fact,  along  with  several  other  cat- 
egories will  be  the  ones  that  are  protected  the  most  vigorously. 

Mr.  Hoyer.  Obviously,  as  we  debate  health  care  reform  and  cost 
containment  and  cost  savings,  one  of  the  strategies  to  do  that  is  to 
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utilize  more  professionals  like  nurses  and  physicians  assistants, 
who  are  not  paid  necessarily  at  the  level  of  your  M.D.s. 

REVISED  HEALTH  PROFESSIONALS  BUDGET 

Dr.  SUMAYA.  Mr.  Hoyer,  if  I  may  add,  the  figures,  the  dollar  fig- 
ures for  the  nursing  programs  as  well  as  others,  we  can  provide 
those  for  the  record. 

Mr.  Hoyer.  Okay.  Thank  you. 

[The  information  follows:] 


28 


Bureau  of  Health  Professions 
(dollars  in  thousands) 


Minority/Disadvantaged  Hlth  Profs  Inits: 

Centers  of  Excellence $23  ,  481 

Health  Careers  Opportunity  Program 24,961 

Loan  Repayment/Fellowships  -  Faculty 1 .053 

Subtotal 49  ,  495 

Consolidated  Student  Assistance  Program: 

Exceptional  Financial  Need  Scholarships..  10,433 
Financial  Assistance  for  Disadvantaged 

Health  Professions  Students 6  ,  241 

Loans  for  Disadvantaged  Students 7,925 

Scholarships  for  Disadvantaged  Students..  17 . 102 

Subtotal 41 ,  701 

Primary  Care/Public  Health  Educ  Inits: 

Allied  Health  Special  Projects 2,300 

Area  Health  Education  Centers 21,050 

Chiropractic  Demonstration  Grants 0 

Family  Medicine  -  Training  &  Departments.  44,742 

General  Dentistry  Training 1,600 

General  Internal  Medicine  &  Pediatrics...  15,972 

Geriatric  -  Training  6e  Education  Centers.  6,652 

Hlth  Admin  Traineeships  &  Special  Projs..  994 

Health  Education  &  Training  Centers 2,832 

Pacific  Basin  Medical  Officer's  Training.  1,422 

Physician  Assistant  Training 6,213 

Podiatric  Medicine  -  Primary  Care  Trng. . .  0 

Public  Health  &  Preventive  Medicine 7,410 

Rural  Health  Interdisciplinary  Training. .  3 . 600 

Subtotal 114 ,  787 

Priority  Nursing  Education  Initiatives: 

Increasing  Nursing  Workforce  Diversity...  3,693 
Nurse  Practitioner,  Nurse  Midwife,  & 

Other  Advanced  Practice  Nursing 44,931 

Strengthening  Capacity  for  Basic  Nurse 

Education  and  Practice 9  .  860 

Subtotal 58  ,484 

Health  Professions  Research  &  Data: 

Health  Professions  Data  System 1,642 

Research  on  Certain  Hlth  Prof  Issues  1 . 122 

Subtotal 2  ,  764 

Total  Titles  VII  &  VIII $267  ,  231 
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Mr.  HOYER.  What  Mr.  Smith  and  we  have  been  talking  about 
now,  we  have  few  details  on  the  mechanisms  of  the  consolidation 
program.  You  are  going  to  flesh  that  out  and  give  us  some  addi- 
tional terms. 

Four  quick  questions  and  answers,  if  we  can  get  them. 

This  equitable  funding,  obviously,  is  a  concern  of  the  nursing  pro- 
fession. 

Now,  is  there  sufficient  staff  to  manage  consolidation  under  your 
view;  the  Chairman  got  to  that  a  little  bit  on  the  FTE  reduction. 

SUFFICIENT  STAFF 

Dr.  SUMAYA.  Is  there  sufficient  staff  to  manage  consolidation?  I 
think  we  are  in  hard  times  and  it  will  be  difficult,  but  we  will  try 
to  work  with  what  we  have. 

Mr.  HOYER.  Doctor,  I  agree  with  that. 

Can  you  manage  this  proposed  consolidation? 

Dr.  SuMAYA.  We  will  need  to  manage  it  as  we  can  with  the  re- 
sources we  have  available. 

IMPACT  ON  GRANT  RECIPIENTS 

Mr.  HoYER.  Okay.  I  understand  your  position  and  that  is  a  fair 
answer,  I  suppose. 

What  are  the  plans  to  ensure  current  grant  recipients  and  appli- 
cants will  not  be  affected  by  the  change? 

Dr.  SuMAYA.  Could  you  repeat  the  question? 

Mr.  HOYER.  Are  there  plans  to  keep  recipients  whole?  If  not,  how 
much  are  they  going  to  be  reduced? 

Dr.  SUMAYA.  Okay.  In  general,  what  one  would  want  to  do  is  look 
at  the  picture  in  the  bigger  sense  and  see  if  there  are  constraints, 
budgetary,  personnel,  et  cetera,  where  leverage 

Mr.  HoYER.  Doctor,  of  course,  we  can  agree  that  there  are  con- 
straints. What  is  the  cost  of  those  constraints? 

Dr.  SuMAYA.  I  would  want  to  start  with  saying  we  are  going  to 
need  to  look  more  at  partnering  and  linking  and  affiliating  with  a 
number  of  other  groups  and  resources  that  are  available. 

Dr.  MuUan  may  have  some  additional  comments. 

Dr.  MULLAN.  The  budget  that  we  will  propose  will  have  a  design 
which  will  hold  current  grantees  harmless,  that  is  current  grantees 
will  be  protected.  When  a  grant  is  up  for  renewal,  however,  the 
new  competitive  funds  will  be  constrained  based  on  the  proposed 
cuts  of  $15  million. 

Mr.  HOYER.  What  is  the  percentage  reduced  in  grants  you're  an- 
ticipating? 

Dr.  MuLLAN.  In  priority  areas,  which  includes  the  advanced  prac- 
tice nursing  area,  it  includes  primary  care  managers,  area  health 
education  centers,  public  health  training,  the  level  of  decreased 
fiind  availability  would  be  on  the  order  of  5  percent. 

In  other  areas,  which  are  the  non-high-priority  areas,  it  would  be 
somewhat  larger.  It  varies  a  little  bit  based  on  the  current  place 
that  funding  cycles  are. 

Mr.  HOYER.  Thank  you. 

I  have  other  questions,  doctor,  but  no  more  time. 

And  thank  you  very  much,  and  welcome. 

Dr.  SuMAYA.  Thank  you. 
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Mr.  HOYER.  It  was  a  fun  time  to  take  over. 
Mr.  Smith.  Ms.  Pelosi. 

RYAN  WHITE  TITLE  I 

Ms.  Pelosi.  Thank  you,  Mr.  Chairman. 

Welcome,  Dr.  Sumaya  and  all  of  you.  Congratulations  on  your 
new  position  as  HRSA  Administrator,  I  look  forward  to  working 
with  you. 

I  will  try  to  be  brief  because  I  know  the  Chairman  has  a  full 
schedule  this  morning. 

With  regard  to  Title  I  of  the  Ryan  White  Act,  will  HRSA  be  able 
to  more  firmly  estimate  the  number  of  new  metropolitan  areas  that 
will  be  eligible  for  emergency  assistance  in  1995? 

I  tell  you  why  I  ask,  if  seven  new  cities  are  added,  which  if  they 
need  to  be,  they  must,  what  would  be  the  needed  increase  in  fund- 
ing to  ensure  that  under  the  formula  allocation  none  of  the  current 
Title  I  cities  have  reduced  funding?  And  also  for  the  record,  could 
you  provide  an  estimate  of  what  increase  would  be  needed  for  Title 
I  to  meet  the  projected  increase  in  the  caseload  in  Title  I  cities. 

Dr.  Sumaya.  For  Title  I,  obviously,  we  are  looking  at  up  to  about 
eight  new  cities,  but  that  will  depend  on  a  number  of  statistics 
coming  out  from  the  CDC. 

Dr.  Bowen  has  additional  details  on  the  latter  part  of  that. 

Dr.  BowEN.  Good  morning,  Congresswoman. 

A  number  based  on  preliminary  data  we  have  is  eight  new  cities, 
as  I  was  discussing  with  Congresswoman  Lowey  earlier.  Four  of 
those  will  become  eligible  as  a  result  of  2,000  cumulative  cases,  and 
four  on  a  rate  factor  of  .0025. 

We  made  a  preliminary  estimate,  which  we  have  already  pro- 
vided, about  what  hold  harmless  would  be,  and  that  is  what  the 
President's  request  is  based  on.  We  will  have  to  revise  that  when 
we  get  the  final  figures  from  the  CDC;  the  March  surveillance  re- 
port has  not  yet  been  published,  £ind  we  have  not  been  able  to  do 
a  final  hold  harmless.  But  we  will  provide  that  to  the  committee 
as  soon  as  possible. 

[The  information  follows:] 

Final  CDC  data  will  be  available  by  the  end  of  May.  After  analyzing  the  CDC 
data  and  examining  the  availability  of  a  community-based  care  system  for  HIV  in 
each  area,  we  will  determine  the  number  of  new  cities  eligible  for  Title  I  funding. 
We  will  then  determine  the  hold  harmless  amounts  for  the  cities  currently  receiving 
Title  I  funding.  HRSA  anticipates  this  process  will  take  approximately  two  weeks 
following  the  receipt  of  the  final  CDC  data. 

Ms.  Pelosi.  That  would  be  approximately  when? 

Mr.  Bowen.  I  would  have  to  ask  Dr.  Satcher  and  Jim  Curran, 
but,  hopefully,  within  the  next  month  or  so.  Generally  they  publish 
those  quite  promptly. 

Ms.  Pelosi.  And  Dr.  Sumaya,  would  you  proceed  with  how  much 
would  be  needed  so  that  there  wouldn't  be  reduced  funding  for  cur- 
rent Title  I  cities  and  what  is  the  projected  need  to  meet  the  pro- 
jected increase  in  caseload  in  the  Title  I  cities? 

Dr.  Sumaya.  I  would  like  to  have  Dr.  Bowen  respond  to  that. 

Dr.  Bowen.  One  of  the  things  that  makes  answering  that  ques- 
tion difficult  is  the  change  in  CDC's  surveillance  case  definition 
this  year.  As  you  know,  the  change  in  case  definition  has  produced 
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what  is  probably  a  one-year  temporary  increase  in  the  number  of 
reported  AIDS  cases,  primarily  in  the  first  quarter  of  that  last 
year.  I  believe  they  are  anticipating  that  cases  may  be,  that  is  total 
cases  for  1994 —  may  be  less  than  for  1993.  That  doesn't  mean  that 
there  are  less  people  with  HIV  in  need  of  care. 

People  at  all  stages  of  HIV  infection,  as  you  know,  need  monitor- 
ing. And  people  who  don't  have  an  AIDS  diagnosis  also  have  ill- 
nesses and  sometimes  require  hospitalization. 

We  have  not  done  a  completed  estimate  of  what  it  would  cost  to 
provide  care  for  all  of  those  people.  We  have  made  some  estimates 
during  the  spring  as  to  what  that  might  be.  But  since  we  don't 
have  the  final  case  numbers  for  1994,  we  don't  know  what  the  pro- 
jected increase  in  the  AIDS  caseload  is. 

Support  services  are  an  additional  part  of  this,  as  you  know,  so 
it  is  not  just  direct  health  care  services.  Estimating  the  need  for 
and  cost  of  support  services  is  very  difficult.  My  best  professional 
judgment  is  that  it  is  above  what  the  current  budget  level  is  re- 
quested to  be.  But  we  are  in  a  difficult  period  of  choices  of  re- 
sources, as  the  committee  Chairman  has  already  pointed  out. 

Dr.  SuMAYA.  If  I  may  add,  as  soon  as  we  get  those  figures,  we 
will  be  happy  to  put  them  in  the  record. 

SPECIAL  PROJECTS  OF  NATIONAL  SIGNIFICANCE 

Ms.  Pelosi.  Thank  you.  I  appreciate  that. 

Last  year,  under  Title  II  of  Ryan  White,  this  committee  estab- 
lished a  separate  line  for  the  AIDS  dental  reimbursement  program. 
This  action,  coupled  with  a  significant  increase  in  funding  for  Title 
II,  has  allowed  HRSA  greatly  increased  resources  for  its  Special 
Programs  of  National  Significance.  What  priorities  has  HRSA  es- 
tablished for  the  SPNS  program? 

Has  there  been  any  decreased  assistance  to  mental  health  or  pro- 
tection and  advocacy  programs  in  the  SPNS  allotment? 

Dr.  SUMAYA.  Dr.  Bowen. 

Dr.  BowEN.  As  a  result  of  transferring  the  dental  program  and 
the  budget  increase  for  Title  II,  there  are  substantial  additional  re- 
sources available  for  Special  Projects  of  National  Significance  for 
this  year.  We  have  made  a  commitment  to  work  with,  and  there 
is  a  Federal  Register  notice  announcing  the  availability  of  funds  for 
mental  health  services  with  SAMHSA  and  with  the  National  Insti- 
tute of  Mental  Health. 

There  is  an  announced  availability  of  about  $4.5  million  for  men- 
tal health  services  for  people  with  HIV.  Since  we  believe  Special 
Projects  of  National  Significance  to  be  an  important  developmental 
program  to  develop  new  models  of  care,  we  have  also  in  the  Federal 
Register  an  announcement  about  availability  of  funds  for  dissemi- 
nation and  refinement  of  existing  service  models,  that  would  in- 
clude mental  health  services.  I  anticipate  we  would  fund  one  or 
more  mental  health  service  projects  under  this  announcement. 
Those  are  two  ways  in  which  mental  health  services  will  be  contin- 
ued to  be  supported  under  SPNS. 

In  regards  to  priorities  for  1994,  we  have  in  clearance  right  now 
our  Federal  Register  notice  for  the  approximately  $9  to  $10  million 
that  we  will  award  to  new  Special  Projects  of  National  Significance 
applicants  this  year. 
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The  priorities  for  those  will  be  (1)  comprehensive  primary  care 
delivery  models  including  those  in  rural  areas;  (2)  comprehensive 
care  for  women,  especially  in  response  to  the  ACTG  076  trial  and 
the  need  for  coordinated  comprehensive  care  services  for  women 
and  for  follow  up  care  services  for  women  and  children  who  receive 
AZT  during  pregnancy;  (3)  coordinated  health  and  support  services 
for  mobile  populations,  including  border  populations  and  homeless 
people  and  projects  for  prevention  of  discrimination.  We  also  will 
have  a  category  to  reduce  cultural  and  linguistic  barriers  to  care. 
As  I  mentioned  previously,  mental  health  services  will  also  be  a 
priority  as  we  already  talked  about. 

The  ones  who  have  previously  been  funded  in  advocacy  and  pre- 
vention of  legal  discrimination  can  also  apply  for  continuation 
funds  to  help  disseminate  the  successful  programs  that  have  al- 
ready been  developed. 

HIV  PREVENTION  OUTREACH  ACTIVITIES 

Ms.  Pelosi.  Thank  you  very  much,  doctor.  With  regard  to  Title 
III-B,  HRSA  is  proposing  a  40  percent  increase  in  funding.  Can 
these  increased  funds  be  used  to  prevent  HFV-prevention  case  man- 
agement and  other  HIV-prevention  outreach  activities,  or  would 
there  need  to  be  changes  in  the  authorizing  legislation  to  allow 
these  increased  funds  to  be  targeted  to  HIV  prevention  integrated 
into  primary  care  services? 

Dr.  SUMAYA.  Dr.  Gaston. 

Dr.  Gaston.  No,  this  can  be  accomplished. 

Ms.  Pelosi.  You  do  not  need  authorizing  legislation? 

Dr.  Gaston.  No,  The  current  legislation  is  sufficient. 

Ms.  Pelosi.  Okay.  That  is  a  good  answer. 

AIDS  mental  health  SERVICES  DEMONSTRATION  PROGRAM 

I  want  to  commend  the  Public  Health  Service  and  HRSA  for  the 
recent  program  announcements  for  the  AIDS  Mental  Health  Serv- 
ices Demonstration  Program.  This  is  an  unusual  cooperative  effort 
among  the  three  Federal  agencies  to  accomplish  a  much-needed 
goal,  and  I  want  to  recognize  that. 

Last  year,  as  you  recall,  Mr.  Chairman,  this  committee  provided 
$1.5  million  for  the  Center  for  Mental  Health  Services  for  this  pro- 
gram. It  is  my  understanding  that  the  National  Institute  of  Mental 
Health  has  contributed  several  hundred  thousand  dollars  for  the 
evaluation  of  these  projects.  How  much  has  HRSA  contributed  this 
year,  and  what  level  of  contribution  is  being  proposed  for  fiscal 
year  1995? 

Dr.  SuMAYA.  Dr.  Bowen. 

Dr.  Bowen.  I  think  the  best  way  to  answer  that  question  is  that 
we  commit  at  least  $1.5  million  a  year.  I  think  the  best  way  to  an- 
swer the  second  part  of  your  question  is  our  level  of  support  above 
that  would  depend  on  the  quality  of  applications  and  what  is  re- 
ceived in  1995  as  well. 

What  we  have  available  in  FY  1995  will,  of  course,  depend  on 
what  the  appropriation  is  for  Title  II. 

Ms.  Pelosi.  Thank  you  very  much.  I  look  forward  to  working  on 
that  and  other  subjects  that  were  raised  by  my  colleagues.  And  I 
wish  you  much  success  at  this  important  time  of  change. 
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Thank  you  very  much. 
Thank  you,  Mr.  Chairman. 
Mr.  Smith.  Mr.  Porter. 

HEALTH  PROFESSIONS  CONSOLIDATION 

Mr.  Porter.  Thank  you,  Mr.  Chairman. 

Dr.  Sumaya,  I  apologize  to  you  and  to  all  the  witnesses.  I  was 
tied  up  in  a  meeting  with  the  Chairman  of  the  Appropriations 
Committee.  I  will  try  and  seek  short  answers  to  these  and  move 
through  them  as  quickly  as  I  can. 

The  Administration  is  proposing  to  consolidate  the  26  health  pro- 
fessions training  programs  into  five  new  accounts.  Of  the  existing 
programs,  which  would  be  terminated  under  the  consolidation? 

Dr.  Sumaya.  With  the  consolidation  activities  we  are  not  looking 
in  terms  of  eliminating  as  opposed  to  integration  of  the  various 
services  into  a  more  effective  form.  These  are  the  five  particular 
areas  that  we  are  looking  at,  so  that  is  the  background  or  the 
underpinnings  of  this  consolidation  effort. 

Mr.  Porter.  None  would  be  eliminated? 

Dr.  Sumaya.  For  this  fiscal  year  1995,  two  would  not  receive 
funding  and  those  would  be  in  podiatry  and  chiropractic. 

Mr.  Porter.  Are  these  programs  being  terminated  because  of 
funding  constraints  or  because  they  have  no  intrinsic  value? 

Mr.  HOYER.  Boy,  this  is  going  to  be  a  great  answer. 

Dr.  Sumaya.  Funding  constraints. 

Mr.  Porter.  So  the  programs  are  valuable? 

Dr.  Sumaya.  They  have  a  relative  value,  gentlemen. 

Mr.  Porter.  All  right,  the  budget  proposes  to  cut  total  funding 
for  primary  health  programs  and  the  nursing  programs.  For  exam- 
ple, according  to  a  document  provided  by  your  budget  office,  the  fol- 
lowing programs  will  be  cut: 

Allied  health  projects,  $1,167,000;  area  health  education  centers 
$1,153,000;  family  medicine,  $2,252,000;  general  dentistry, 
$2,130,000;  general  internal  medicine/pediatrics  $875,000. 

Would  you  please  provide  the  table  that  I  am  citing  for  the 
record? 

Dr.  Sumaya.  Yes,  we  will. 

[The  information  follows:] 
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Bureau  of  Health  Professions 
FY  1994  Appropriation,  FY  1995  President's  Budget  &.   Difference 


(dollars  in  thousands) 


Program 


Minority/Disadv.  H.P.  Initiatives: 

Centers  of  Excellence 

Health  Careers  Opportunity  Program. . . 
Loan  Repayment/Fellowships  -  Faculty. 


Subtotal,  Minority/Disadv.  H.P.  Inits... 

Consolidated  Student  Assistance  Program: 
Exceptional  Financial  Need  Scholars... 
Fin.  Assist,  for  Disadv.  HP  Students.. 

Loans  for  Disadvantaged  Students 

Scholarships  for  Disadvan.  Students... 

Subtotal,  Consolid.  Student  Assist  Prog. 


Primary  Care/Public  Hlth  Educ.  Inits : 

Allied  Health  Special  Projects 

Area  Health  Education  Centers 

Chiropractic  Demonstration  Grants... 
Family  Medicine  -  Training  and  Depts 

General  Dentistry  Training 

General  Internal  Med.  &  Pediatrics.. 
Geriatric  -  Training  and  Educ.  Ctrs. 
Hlth  Admin  Traineeships  &  Special  Proj 
Health  Education  and  Training  Centers 
Pacific  Basin  Med.  Officer's  Tmg. 

Physician  Assistant  Training 

Pediatric  Medicine-Primary  Care  Tmg 
Public  Health  &  Preventive  Medicine 
Rural  Health  Interdisiciplinary  Trg 


Subtotal,  Primary  Care/Public  Hlth  Inits 

Priority  Nursing  Education  Initiatives: 
Increasing  Nursg.  Workforce  Diversity. 
Nurse  Practitioner,  Nurse  Midwife, 

and  Other  Advanced  Practice  Nursing. 
Strengthening  Capacity  for  Basic 

Nurse  Education  and  Practice 


Subtotal,  Priority  Nursing  Educ.  Inits.. 

Health  Professions  Research  &  Data: 

H.P.  Data  System 

Research  on  Certain  H.P.  Issues 

Subtotal,  H.P.  Research  &  Data 

Subtotal ,  BHPr 


FY  1994 
Approp . 


$23,481 

24,961 

1,053 

49,495 


FY  1995 
Presid. 
Budget 


$23,481 

24,961 

1,053 

49,495 


FY  1995 

vs. 
FY  1394 


$0 
0 
0 


10,433 

10,433 

0 

6,241 

6,241 

0 

7,925 

7,925 

0 

17,102 

17,102 

0 

41,701 

41,701 

0 

3,467 

2,300 

(1,167) 

22,203 

21,050 

(1,153) 

750 

0 

(750) 

47,194 

44,742 

(2,452) 

3,730 

1,600 

(2,130) 

16,847 

15,972 

(875) 

9,175 

6,652 

(2,523) 

995 

994 

(1) 

2,836 

2,832 

(4) 

1,500 

1,422 

(78) 

6,554 

6,213 

(341) 

615 

0 

(615) 

7,816 

7,410 

(406) 

4,017 

3,600 

(417) 

127,699 

114,787 

(12,912) 

3,693 

3,693 

0 

47,393 

44,931 

(2,462) 

10,401 

9,860 

(541) 

61,487 

58,484 

(3,003) 

$643 

$1,642 

$999 

1,123 

1,122 

(1) 

1,766 

2,764 

998 

282,148 

267,231 

(14,917) 
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Mr.  Porter.  This  proposal,  by  the  way,  seems  inconsistent  with 
the  President's  approach  to  health  care  reform  in  addressing  the 
perceived  imbalance  between  primary  physicians  and  specialists. 
And  while  I  won't  ask  it,  I  think  there  is  a  question  as  to  how  you 
can  justify  cutting  these  programs  in  view  of  that  philosophy. 

Is  the  consolidation  authorized? 

Dr.  SUMAYA.  Not  at  this  point,  no,  sir. 

Mr.  Porter.  Since  it  is  not  likely  to  be  authorized  this  year,  and 
I  believe  you  believe  that  as  well  as  I  do,  when  will  HRSA  submit 
a  budget  revision  requesting  funding  for  existing  accounts? 

Dr.  SUMAYA.  We  should  have  that  available  shortly,  sir. 

Mr.  Porter.  Shortly. 

Since  the  consolidated  budget  assumes  savings  in  program  ad- 
ministration and  FTEs,  how  much  funding  will  this  Committee 
have  to  restore  in  order  to  adequately  fund  programs  under  the  ex- 
isting authorization  and  where  will  the  FTEs  come  from  in  the 
budget? 

Dr.  SuMAYA.  Looking  at  the  FTE  component,  it  may  require  a  re- 
distribution of  personnel,  whether  it  is  at  the  Agency  level  or  above 
the  Agency  level. 

Mr.  Porter.  All  right. 

How  many  tort  claims  have  been  filed  related  to  off-site  treat- 
ment of  community  health  center  patients? 

Dr.  SUMAYA.  Dr.  Gaston. 

Dr.  Gaston.  The  program  was  authorized  to  begin  the  beginning 
of  this  year,  1994.  Over  this  period  of  time,  only  one  claim  has  been 
made.  This  claim  is  currently  under  administrative  review.  We 
have  deemed  about  three-fourths  of  the  centers,  meaning  that  they 
are  now  ready  if  they  want  to  be  involved  in  the  program.  There 
has  only  been  one  claim  filed  in  the  system. 

Mr.  Porter.  Where  was  that  filed? 

Dr.  Gaston.  It  was  filed  at  a  center  in  Tucson,  Arizona. 

Mr.  Porter.  We  appropriated  $6  million  in  1993  and  1994  for 
tort  claims  related  to  community  health  centers;  how  has  this  fund- 
ing been  used  and  who  controls  it? 

Dr.  Gaston.  Including  $1  million  from  FY  1993,  a  total  of  $6  mil- 
lion has  been  set  aside  for  the  payment  of  claims.  The  Ofiice  of 
General  Counsel,  Health  and  Human  Services  has  authority  to  ap- 
prove settlements  up  to  $25,000.  Settlements  larger  than  $25,000 
must  be  approved  by  the  Department  of  Justice.  The  Department 
of  Justice  will  also  represent  the  Federal  Government  in  litigation 
related  to  any  claims  eligible  for  pajonent  under  this  authority. 

Mr.  Porter.  None  of  it  has  been  spent? 

Dr.  Gaston.  None  of  the  money  has  been  disbursed. 

Mr.  Porter.  Who  has  control  of  the  $6  million? 

Dr.  Gaston.  HHS  and  Justice  share  responsibility  for  review  and 
approval  of  claims.  HRSA  will  make  disbursements  as  directed  by 
the  Office  of  General  Counsel. 

Mr.  Porter.  And  it  is  just  sitting  there;  the  budget  requests  an 
additional  $6  million  for  tort  claims  for  this  coming  year.  Couldn't 
this  funding  along  with  the  1993  and  1994  funding  be  better  used 
to  restore  the  proposed  cuts  in  the  health  professions  accounts? 

You  see  where  I  am  leading  you  here? 

Dr.  SUMAYA.  I  see  what  you  are  considering  or  leading  towards. 
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Mr.  Porter.  Do  you  want  to  comment  on  it? 

Dr.  SUMAYA.  I  think  that  is  something  that  should  be  considered. 
For  the  present,  the  funds  must  remain  available  for  claims  that 
may  arise  from  activities  in  1993  and  1994. 

Mr.  Porter.  Thank  you,  Dr.  Sumaya. 

Thank  you,  Mr.  Chairman. 

Mr.  Smith.  Next  we  have  CDC. 

Thank  you  very  much. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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IHS  BUDGET  AMENDMENT 

Mr.  Smith:   Mr.  Beldon,  we  have  just  received  the 
Administration's  budget  amendment  that  proposes  to  reduce  HHS  programs 
within  our  jurisdiction  by  $125  million  in  order  to  fund  the  Indian 
Health  Service.   Can  you  tell  us  why  you  believe  this  amendment  is 
necessary  and  what  impact  it  would  have  on  this  Subcommittee's 
programs? 

$98  million  of  the  total  $125  million  proposed  reduction  is  in 
"non- investment"  programs.   Do  you  intend  to  identify  for  the  Committee 
the  specific  activities  that  would  be  cut? 

Will  the  $27  million  in  salaries  and  expenses  reductions  require 
you  to  lay  off  or  furlough  any  staff? 

Mr.  Beldon:   The  President's  Budget  for  the  Indian  Health  Service 
(IHS)  was  amended  on  April  22  to  provide  for  an  additional  $125  million 
in  FY  1995.   As  a  result  of  this  amendment,  total  funding  for  the  IHS 
is  $1.8  billion.   This  amendment  guarantees  that  there  will  be  no 
reductions  in  spending  between  FY  1994  and  FY  1995  in  the  critical 
health  services  activities  of  the  IHS.   In  addition,  the  recent  budget 
amendment  restores  $42.5  million  for  construction  of  sanitation 
facilities.   This  will  allow  for  approximately  3,200  new  and  renovated 
homes  to  have  a  safe  water  supply  and  access  to  waste  disposal 
facilities . 

Because  of  the  constraints  of  the  discretionary  budget  cap,  to 
accommodate  the  increased  spending  in  the  IHS  required  cutbacks  in 
salaries  and  expenses,  as  well  as  in  programs,  in  other  parts  of  the 
Department.   The  reduction  of  $125  million  was  taken  entirely  from 
programs  and  activities  within  the  purview  of  the  Labor,  Health  and 
Human  Services,  Education,  and  Related  Agencies  Appropriations 
Subcommittee.   Specifically,  $81  million  in  reductions  are  targeted  to 
non- investment  programs  in  the  Public  Health  Service,  approximately  a 
1.5  percent  reduction.   It  is  the  Department's  intent  to  take  these 
cuts  on  an  across-the-board  basis.   This  methodology  is  being  used  to 
assure  that  the  reduction  does  not  create  unique  problems  for  any 
particular  program.   The  following  investments  were  exempted  from  any 
reduction;  the  entire  $11.5  billion  request  for  the  NIH,  $672  million 
from  Ryan  White,  $464  million  for  childhood  immunizations  in  CDC,  and 
over  $1  billion  in  drug  treatment  and  prevention  activities  in  SAMHSA. 

In  addition,  salaries  and  expenses  in  PHS  were  reduced  by  $12.8 
million,  or  1.5  percent,  and  in  other  parts  of  the  Department, 
specifically  HCFA,  ACF,  AoA,  and  OS,  the  salaries  and  expenses  were 
reduced  by  $14  million,  or  0.5  percent.   No  reductions  were  taken  in 
the  Social  Security  Administration  salaries  and  expenses.   No  Agency 
has  indicated  that  these  reductions  would  result  in  furloughing  or 
laying  off  of  staff. 

Finally,  we  are  recommending  a  $17  million  reduction  in  the  SSI 
administrative  reimbursement  to  the  trust  funds .   This  is  a  technical 
reduction  and  has  no  impact  on  SSA's  administrative  resources. 
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HEALTH  PROFESSIONS 

Mr.  Smith:   How  would  the  consolidations  work  aind  who  would  be  the 
likely  grantees? 

Dr.  Sumaya:   The  object  of  consolidation  would  be  to  allow  more 
effective  targeting  of  Federal  funds  to  meet  national  priority  health 
work  force  needs.   There  would  be  a  reduced  number  of  separate  health 
professions  and  nurse  education  programs.   Likely  grantees  would  be 
those  entities  best  able  to  use  available  funds  to  accomplish  desired 
program  outcomes . 

Details  of  the  proposed  consolidations  and  eligible  entities  are 
still  under  discussion.   In  coming  months,  we  will  work  closely  with 
the  Congress  to  develop  appropriate  legislative  authorities  and 
administrative  approaches . 

Mr.  Smith:   Is  there  any  assurance  that  all  health  professions 
currently  funded  would  be  supported  by  the  new  grants? 

Dr.  Sumaya:   It  would  be  our  intention  that  all  entities  currently 
being  funded  under  existing  authorities  would  continue  to  receive 
funding  under  the  terms  of  those  authorities  for  the  balance  of  their 
project  periods  determined  by  the  Secretary  in  first  approving  the 
awards.   Also,  some  currently  funded  programs  might  receive  support  in 
the  future  as  participants  in  more  highly  organized  multidisciplinary 
training  activities. 

Mr.  Smith:   Do  you  plan  to  require  matching  contributions  from 
grantees?  Do  any  of  the  current  training  programs  have  a  matching 
requirement  ? 

Dr.  Sumaya:   Other  things  being  equal,  matching  requirements  help 
assure  non- Federal  institutional  commitment  to  a  project  by  a  grant 
recipient  during  and  after  the  period  of  Federal  support.   In  some 
cases,  however,  such  requirements  may  prevent  otherwise  appropriate 
applicants  from  seeking  Federal  assistance  in  funding  a  national 
priority  activity.   Matching  rec[uirements  for  particular  programs  need 
to  be  established  with  care. 

At  this  time,  there  are  statutory  matching  requirements  under  the 
following  Title  VII  and  VIII  health  professions  aind  nurse  education 
programs : 

Health  Professions  Student  Loeuis  ($1  in  non-Federal  funds  for 
each  $9  in  Federal  capital  contributions  to  school  loan  funds) 

Primary  Care  Loans  (same  as  above) 

Loans  for  Disadvantaged  Students  (same  as  above) 

Loan  Repayment  for  Faculty  from  Disadvcuitaged  Backgrounds 
(dollar  for  dollar  matching  of  payments  of  principal  and 
interest  due) 

Area  Health  Education  Center  Programs- -Basic  Programs  (not 
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less  than  25  percent  of  costs  to  be  met  from  non-Federal 
sources) 

Area  Health  Education  Center  Programs- -Model  Programs  (not 
less  than  50  percent  of  program  costs) 

Nursing  Special  Projects- -Expansion  of  Enrollment  ($1  for  each 
$9  of  Federal  funds  in  the  first  year,  rising  to  $3  for  each 
$10  in  any  fifth  or  sixth  year  of  a  project) 

Nursing  Special  Projects--Long-term  Care  Fellowships  for 
Certain  Paraprof essionals  (preference  to  individuals  who  are 
employed  by  a  nursing  facility  that  will  assist  in  paying 
fellowship  costs) 

Nursing  Student  Loans  ($1  in  non-Federal  funds  for  each  $9  in 
Federal  capital  contributions  to  school  loan  funds) 

Mr.  Smith:   Have  you  submitted  the  necessary  consolidation 
legislation  to  the  authorizing  committees? 

Dr.  Sumaya:   The  Department  has  not  yet  submitted  legislative 
proposals  to  the  Congress. 

Mr.  Smith:   You  indicate  that  3  to  7  new  cities  will  be  eligible 
for  Ryan  White  title  I  money  in  1995.   Will  the  amount  requested  for 
Title  I  in  your  budget  hold  existing  grantees  harmless  in  1995  for  the 
share  of  funds  distributed  by  formula? 

Dr.  Sumaya:   In  preparing  our  budget  request  several  months  ago 
for  FY  1995,  we  believed  the  request  would  be  sufficient  to  hold 
existing  Ryan  White  Title  I  Eligible  Metropolitan  Areas  (EMA)  harmless 
in  FY  1995  with  the  addition  of  a  potential  3  to  7  new  EMAs .   That 
projection  was  based  on  the  assumption  that  each  EMA  would  receive  a 
supplemental  grant  equal  to  their  formula  grant  and  that  the  case 
distribution  among  the  EMAs  for  each  EMA  would  be  approximately  the 
same. 

Final  eligibility  will  be  determined  based  on  cases  reported  to 
the  Centers  of  Disease  Control  and  Prevention  (CDCP)  and  published  in 
the  CDC's  HIV/AIDS  Surveillance  Report  as  of  March  31,  1994.   When  the 
case  data  for  March  31,  1994  is  officially  released  by  CDC,  we  will 
provide  the  Subcommittee  with  a  revised  FY  1995  Title  I  "hold  harmless" 
estimate  for  the  share  of  funds  distributed  by  formula,   taking  into 
consideration  the  new  EMAs,  the  formula  grants  awarded  to  each  EMA  in 
FY  1994  and  the  distribution  of  cases. 

Mr.  Smith:   Has  your  agency  done  any  evaluation  of  the  Ryan  White 
programs?   Are  any  evaluations  underway  at  the  Inspector  General,  the 
General  Accounting  Office  or  private  foundations? 

Dr.  Sumaya:   The  Agency  has  initiated  24  evaluation  studies  of 
Ryan  White  CARE  Act  programs  and  three  draft  reports  have  been 
completed  by  the  Office  of  the  Inspector  General.   The  General 
Accounting  Office  has  met  with  HRSA  staff  concerning  a  planned 
evaluation  and  at  least  one  private  foundation  is  supporting  a  study. 
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COMMUNITY  HEALTH  CENTERS 

Mr.  Smith:   How  extensively  are  community  health  centers 
participating  in  the  immunization  action  plans  funded  by  the  Centers 
for  Disease  Control? 

Dr.  Sumaya:   HRSA  has  encouraged  its  Community  Health  Centers 
(CHCs)  to  become  a  part  of  their  State  and/or  local  Immunization  Action 
Plans  (lAPs) ,  and  the  State  and  Regional  Primary  Care  Associations  and 
State  Cooperative  Agreements  have  been  asked  to  facilitate  this 
involvement.   Approximately  $10.3  million  of  Centers  for  Disease 
Control  and  Prevention  (CDC)  appropriated  fxinds,  awarded  to  State 
health  departments,  is  earmarked  for  HRSA- funded  programs  to  support 
the  implementation  of  lAPs.   This  money  is  for  infrastructure  -- 
expanded  hours  and  locations,  outreach,  tracking,  etc.   The  CDC 
directed  the  lAP  coordinators  to  involve  CHCs  in  the  process,  both  in 
their  initial  guidance  and  when  the  funding  for  the  lAPs  was  increased 
to  $123  million  this  fiscal  year. 

Mr.  Smith:   How  much  money  will  be  freed  up  in  the  commtinity 

health  center  1995  budget  because  the  centers  no  longer  have  to 

purchase  childhood  vaccines  and  instead  receive  them  at  no  cost  from 
the  new  entitlement  program? 

Dr.  Sumaya:   Health  centers  are  currently  receiving  approximately 
$23.5  million  in  free  vaccines  from  the  States  for  FY  1994.   This  is  an 
increase  of  $9  million  over  1993,  as  a  result  of  a  memorandum  of 
agreement  signed  between  the  CDC  and  HRSA.   This  level  of  funding  has 
enabled  CHCs  to  fully  vaccinate  all  of  the  children  using  health 
centers  according  to  guidelines  established  by  the  Advisory  Committee 
on  Immunization  Practices,  and  to  meet  at  least  60  percent  of  the 
health  center's  need  for  Hepatitis  B  vaccine.   Currently,  C/MHCs 
receive  vaccines  at  no  cost  through  the  CDC  Vaccine  Supply  program. 
This  program  has  been  in  existence  for  a  number  of  years .   The  new 
Vaccine  for  Children  program,  thus,  will  not  result  in  the  freeing  up 
of  any  C/MHC  fvinds,  since  these  vaccines  have  already  been  provided. 

;HEALTHY  START  INFANT  MORTALITY  DEMONSTRATIONS 

Mr.  Smith:   What  can  you  tell  us  about  the  progress  of  the  Healthy 
Start  demonstration  projects? 

Dr.  Sumaya:   The  15  Healthy  Start  projects  have  identified  needs 
of  the  communities  and  barriers  to  care.   Many  programs  and  activities 
have  been  initiated  to  encourage  women  to  seek  early  and  regular 
prenatal  care,  improve  pregnancy  outcomes,  and  improve  the  health 
status  of  women  and  infants .   The  grantees  and  their  consortia  have 
established  strong  community-based  maternal  and  child  health  systems 
which  pull  together  public  and  private  resources  and  linJc  critical 
interventions  to  women  and  their  families. 

All  grantee  projects  entered  into  full  operational  status  during 
1993  with  various  innovative  programs  and  activities  including 
neighborhood  resource  centers  that  provide  one-stop  health  and  social 
support  services;  case  management;  out -reach  to  get  pregnant  women  into 
early  prenatal  care;  Medicaid,  WIC,  AFDC  and  food  stamp  eligibility 
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assistance;  nutrition  counseling;  substance  abuse  treatment  and 
counseling;  teen  pregnancy  prevention;  adolescent  health;  male 
responsibility  promotion;  smoking  cessation;  infant  immunizations; 
transportation;  job  training,  etc. 

In  addition  to  administering  the  Healthy  Start  program,  the 
Maternal  and  Child  Health  Bureau  in  HRSA  is  also  carrying  out  a 
national  public  information  and  education  campaign  to  raise  awareness 
of  the  problems  of  infant  mortality  and  promote  early  prenatal  care. 

Further,  work  has  also  begun  for  HRSA  to  conduct  an  extensive 
outcome  and  process  oriented  evaluation  which  will  expand  knowledge  on 
diverse  interventions  and  to  appraise  effectiveness  across  distinct 
populations.   A  team  of  evaluators  has  just  completed  their  first  round 
of  site  visits  to  the  15  projects.   Information  obtained  from  these 
visits  will  form  the  basis  of  a  process  evaluation  of  implementation 
efforts  carried  out  by  the  projects.   Client  level  data  as  well  as 
vital  record  and  Medicaid  data  will  constitute  the  basis  for  an  outcome 
evaluation.   All  projects  have  begun  collecting  client  level  data  in 
October,  1993.   Vital  record  data  will  be  used  to  assess  changes  over 
time  in  project  area  infant  mortality  rate. 

Mr.  Smith:   What  is  the  last  year  for  these  demonstrations,  and 
how  much  funding  do  you  intend  to  request  annually  until  then? 

Dr.  Sumaya:   FY  1996  will  be  the  last  year  of  funding  for  the 
Healthy  Start  demonstration  grants.   This  will  provide  support  for  the 
fifth  operational  year  of  the  Healthy  Start  initiative.   FY  1996 
funding  is  anticipated  to  be  approximately  the  same  as  in  the  FY  1995 
President's  Budget. 

Mr.  Smith:   Last  year's  House  report  accompanying  the 
appropriations  bill  indicated  that  the  funds  for  Healthy  Start  should 
be  used  for  existing  grantees  only.   The  final  1994  appropriation  for 
the  program  was  below  the  President's  request.   Why  then  are  you 
soliciting  applications  for  new  Healthy  Start  grantees? 

Dr.  Sumaya:   The  purpose  of  soliciting  applications  for  the 
Healthy  Start  Special  Project  is  to  broaden  our  knowledge  base  on  which 
infant  mortality  reduction  strategies  may  be  effective  in  high  risk 
targeted  populations  when  implemented  in  an  accelerated  timeframe. 
This  investment,  $4  million,  represents  a  very  small  portion  of  the 
budget . 

Mr.  Smith:   Does  your  straightlined  1995  request  include 
sufficient  funding  to  operate  these  programs  beyond  a  planning  stage? 

Dr.  Sumaya:   The  new  solicitation  is  intended  to  fund  four 
projects  that  have  completed  the  necessary  organizational  and 
developmental  planning  stage  and  have  achieved  operational  experience 
in  addressing  infant  mortality  issues.   The  requested  funding  for 
FY  1995  includes  $4  million  for  these  projects  to  continue  the 
implementation  of  innovative  strategies. 

Mr.  Smith:   Why  are  you  starting  a  new  round  of  grants  midway 
through  the  first  round?  Wasn't  the  program  intended  to  be  a  five  year 
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demonstration? 

Dr.  Sumaya:   The  expansion  of  the  Healthy  Start  initiative  to  fund 
four  new  special  project  grants  is  not  intended  to  extend  the  length  of 
time  for  this  demonstration  program.   Funding  of  the  four  new  projects 
is  planned  for  a  two  year  project  period. 

RURAL  HEALTH 

Mr.  Smith:   In  the  past  four  years,  Congress  has  provided  almost 
$92  million  for  rural  health  ser-vices  outreach  demonstrations.   What 
have  been  the  major  findings  from  those  demonstrations? 

Dr.  Sumaya:   Over  150  Rural  Health  Outreach  Grants  have  been 
awarded  in  46  states.   Grants  have  been  made  to  rural  hospitals,  rural 
clinics,  local  public  health  agencies,  Indian  Tribes,  emergency  medical 
service  providers,  and  many  other  rural  organizations.   In  all,  over 
600  consortium  members  are  providing  services  to  thousands  of  rural 
Americans  including,  the  elderly,  minority  groups,  adolescents, 
pregnant  mothers  and  children,  and  people  with  special  health  care 
needs  such  as  diabetics  and  the  mentally  ill.   The  first  group  of 
projects  awarded  in  September,  1991  will  end  in  September,  1994.   We 
have  begun  an  evaluation  of  these  grants  which  will  be  completed  in  the 
next  six  to  seven  months. 

Mr.  Smith:   Although  the  program  was  established  as  a 
demonstration,  do  you  envision  a  long-term  role  for  these  grants? 

Dr.  Sumaya:   We  have  received  over  1,600  applications  for  the 
program  in  the  past  four  years.   By  the  end  of  FY  1994  we  will  have 
made  approximately  240  graint  awards.   The  large  volume  of  applications 
reflects  the  lack  of  essential  health  care  services  in  many  rural 
communities. 

Mr.  Smith:   In  1995,  you  propose  to  set  aside  $3  million  to  help 
rural  commimities  establish  organized  medical  care  networks.   How  is 
this  different  from  the  current  use  of  these  funds,  and  do  you  think 
that  the  program's  emphasis  should  be  shifted  in  this  direction? 

Dr.  Sumaya:   The  $3  million  would  be  set  aside  for  projects  that 
meet  more  specific  requirements  than  other  outreach  grants.   We  would 
invite  applicants  to  propose  provider  networks  that  could  contract  with 
health  plans  for  their  comiminities .   The  goal  would  be  to  support  a  few 
networks  in  rural  communities  that  would  be  models  for  health  care 
reform.   Although  we  believe  this  should  be  one  emphasis  of  the 
Outreach  Grant  Program,  we  also  believe  the  program  should  continue  to 
offer  communities  many  options  for  meeting  their  health  care  needs. 
Therefore,  we  would  not  support  a  further  shift  of  the  program's 
emphasis  in  this  direction. 

Mr.  Smith:   Your  State  Offices  of  Rural  Health  program  provides 
support  to  all  fifty  states  with  an  average  grant  of  $55,000.   What  are 
States  able  to  accomplish  with  this  modest  funding  level? 

Dr.  Sumaya:   Because  this  is  a  matching  grant  program,  this  modest 
federal  investment  generates  additional  funds  from  the  states  of  about 
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$7  million.   While  some  of  these  State  offices  are  still  developing, 
most  are  already:   (1)  disseminating  information  through  a 
clearinghouse  and  newsletter,  (2)  providing  technical  assistance  to 
rural  providers,  hospitals,  and  communities,  (3)  enhancing  the 
recruitment  of  health  professionals  into  underserved  areas,  and  (4) 
coordinating  rural  health  activities  across  the  state.   Most  of  the 
offices  sponsor  an  annual  statewide  conference  to  share  information  and 
bring  attention  to  rural  health  issues.   As  the  focal  point  and 
advocate  within  each  state,  these  offices  have  attracted  over  $22 
million  in  additional  state,  federal  and  foundation  funding  for  rural 
health.   This  does  not  include  the  wide  range  of  policy,  program  and 
legislative  initiatives  they  generate  at  the  state  level  to  increase 
the  availability  of  health  care  services  in  underserved  rural 
communities. 

Mr.  Smith:   Do  States  use  most  of  their  grant  money  for  personnel 
expenses? 

Dr.  Sumaya:   Yes,  the  current  average  grant  of  $55,000  allows  most 
states  to  invest  about  two  thirds  of  a  professional  position  to  rural 
health  activities. 

REINVENTING  GOVERNMENT 

Mr.  Smith:   Your  budget  proposes  to  cut  35  staff  in  connection 
with  "reinventing  government"  efforts.   What  changes  in  agency 
operations  are  you  implementing  to  absorb  this  staff  cut? 

Dr.  Sumaya:   Actually,  the  HRSA  budget  request  proposes  to 
eliminate  60  full-time-equivalents  (FTE)  in  FY  1995,  of  these  25  FTE 
are  associated  with  the  health  professions  consolidation.   To  absorb 
the  60  FTE  reduction,  we  have  implemented  a  hiring  freeze,  obtained 
early-out  and  buy-out  authority  and  are  considering  a  number  of  options 
including  consolidation  of  regional  offices. 

MATERNAL  AND  CHILD  HEALTH  BLOCK  GRANT 

Mr.  Smith:   Why  are  you  asking  the  Committee  to  change  the 
statutory  formula  for  the  Maternal  and  Child  Health  Block  Grant  in 
appropriations  bill  language  rather  than  letting  your  proposed  funding 
cut  be  allocated  under  current  law? 

Dr.  Sumaya:   The  bill  language  is  requested  to  lessen  the  impact 
to  the  States  of  the  proposed  reduction  to  the  MCH  Block  grant.   This 
language  will  result  in  less  funds  being  available  for  the 
discretionary  program  for  significant  projects  of  regional  and  national 
significance. 

NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Smith;   What  is  your  long-range  goal  for  the  National  Health 
Service  Corp's  field  strength?  There  have  been  reports  suggesting  that 
you  hope  to  expand  the  Corps  to  8,000  by  the  year  2005. 

Dr.  Sumaya:   The  estimate  of  a  field  strength  of  8,000  was 
developed  in  connection  with  the  President's  health  care  reform 
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proposal.   This  level  assumes  that  significant  additional  funding  will 
be  available  for  the  award  of  scholarships  and  loan  repayments . 

The  current  budget  request  will  support  a  field  strength  of  about 
2,000  by  the  end  of  FY  1995.   Because  of  the  buildup  of  the  "pipeline" 
as  a  result  of  the  fionding  increases  associated  with  the  revitalization 
of  the  NHSC  and  the  increase  in  the  number  of  scholarship  recipients  in 
training  and  residency,  field  strength  increases  above  the  estimated 
FY  1995  level  will  occur  in  later  years.   However,  the  magnitude  of 
future  increases  in  field  strength  will  be  affected  by  funding  levels 
in  those  years . 

Mr.  Smith:   What  share  of  the  National  Health  Service  Corps 
obligors  are  disadvantaged  or  members  of  minority  groups? 

Dr.  Sumaya:  The  NHSC  does  not  have  complete  information  available 
on  percentages  of  obligors  who  are  disadvantaged  or  members  of  minority 
groups . 

The  NHSC  Field  Strength  includes  individuals  who  began  serving 
their  obligation  in  the  past  and  are  still  continuing  to  serve,  and 
individuals  who  are  just  beginning  service.   The  obligated  field 
strength  is  composed  of  scholarship  obligors  who  received  their  awards 
from  3  to  10  years  ago,  completed  their  education  and  residency,  and 
are  now  serving  their  obligation;  and  Federal  and  State  Loan  repayors 
who,  having  completed  their  education,  have  made  a  loan  repayment 
agreement  and  are  immediately  available  for  service . 

The  NHSC  did  not  collect  ethnicity  statistics  on  awardees  until 
about  2  years  ago.   However,  as  stated  above,  the  NHSC  field  strength 
for  scholars  is  not  composed  of  current  awardees,  but  is  composed  of 
individuals  who  received  awards  significeuitly  before  ethnicity 
statistics  were  collected.   Therefore,  no  statistics  are  available  for 
the  current  scholarship  field  strength.   In  FY  1993,  29  percent  of  the 
scholarship  awards  were  made  to  minorities  including  Black,  Hispanic, 
Native  American,  and  Asian;  however,  these  individuals,  who  are  now  a 
part  of  the  NHSC  pipeline,  will  not  be  ready  for  service  for  at  least  5 
to  7  years  for  doctors  euid  2  to  3  years  for  midlevels. 

The  Federal  Loan  Repayment  field  strength  (50  percent  of  the  field 
strength  in  FY  1993)  is  con^>osed  of  individuals  who  are  in  the  process 
of  serving  their  obligation  in  addition  to  those  who  are  just  starting 
to  serve  this  year.   In  FY  1992  emd  FY  1993  agreements  were  made  to  29 
percent  and  28  percent  minorities,  respectively. 

Ethnicity  statistics  have  not  been  collected  for  State  Loan 
Repayment  recipients. 

Mr.  Smith:   How  many  Corps  practitioners  stay  in  their  service 
area  after  their  obligation  ends? 

Dr.  Sumaya:   The  retention  rate  of  NHSC  providers  has  been 
steadily  increasing.   For  individuals  remaining  at  the  site  at  least 
one  day  beyond  their  obligation,  the  figure  for  FY  1991  was  39  percent, 
for  FY  1992  -  48  percent,  and  for  FY  1993  -  58  percent.   All  signs 
point  to  a  continued  upward  trend. 
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VACCINE  COMPENSATION 

Mr.  Smith:   In  past  years,  although  Congress  has  appropriated 
the  maximum  authorized  amount  for  pre- 1988  vaccine  compensation 
claims,  your  agency  has  run  out  of  funding  mid-year.   Are  you 
confident  that  the  amount  you  are  requesting  for  1995  will  be 
adequate  to  cover  all  claims  in  that  year? 

Dr.  Sumaya:   The  Omnibus  Reconciliation  Act  of  1993  (PL  103- 
66)  increased  the  annual  authorization  and  appropriation  of  pre- 
1988  claims  from  $80  to  $110  million.   We  anticipate  that  the  $110 
million  appropriation  will  be  sufficient  to  provide  full  funding 
for  awards  entered  by  the  U.S.  Court  of  Federal  Claims  (the  Court) . 
During  fiscal  year  1993,  the  National  Vaccine  Injury  Compensation 
Program  (VICP)  awarded  approximately  $110.4  million  to  families  of 
injured  children.   However,  that  payment  total  incorporates 
payments  from  claims  adjudicated  in  FY  1992-93.   During  FY  1992, 
the  VICP  reached  the  point  when  expenditures  for  paid  pre- 1988 
awards  plus  judgments  issued  by  the  Court  exceeded  the  $80  million 
available  for  payment  from  the  fiscal  year  1992  appropriation. 
However,  claims  continued  to  be  processed  by  the  Court,  Health  and 
Human  Services,  and  the  Department  of  Justice  without  any 
interruption  due  to  the  insufficiency  of  funding.   As  a  result  of 
the  interruption  in  payments  in  fiscal  year  1992,  the  VICP  began  FY 
1993  with  a  projected  shortfall  of  $35.5  million  from  42 
petitioners  awards  from  FY  1992. 

This,  in  combination  with  a  reduction  in  the  average  injury 
award  from  $1.2  million  to  the  current  average  of  $823,000,  has 
abated  the  funding  crises  of  previous  years.   As  a  direct  result  of 
amendments  to  the  VICP  authorizing  legislation  (P.L.  102-168,  dated 
November  26,  1991),  which  included  a  provision  that  repealed  the 
four  equal  installment  provision  regarding  payments  for 
retrospective  awards,  the  average  injury  award  dropped  to  an 
average  of  $939,000.   The  increased  competition  from  insurance 
companies  for  the  annuities  resulting  from  that  legislative 
amendment  has  yielded  substantial  savings  to  the  VICP.   In 
addition,  an  increased  emphasis  on  the  settlement  of  claims,"  along 
with  innovative  financial  management  initiatives,  has  resulted  in 
the  further  reduction  of  the  average  awards  payment  to  the  current 
$823,000  amount. 

Mr.  Smith:   What  is  your  current  estimate  of  the  total  cost  of 
all  pre-1988  claims? 

Dr.  Sumaya:   We  currently  estimate  that  the  cost  for  the  pre- 
1988  claims  will  total  approximately  $947  million  for  the  4,214 
claims  on  file. 

Mr.  Smith:   Will  the  $110  million  authorization  be  sufficient 
to  cover  these  costs  each  year  after  1995? 

Dr.  Sumaya:   Yes,  I  fully  anticipate  that  our  authorization 
will  be  sufficient  to  cover  the  costs  for  the  post-1988  claims  for 
1995  and  subsequent  years.   The  increased  authorization  from  $80  to 
$110  million,  in  combination  with  the  reduction  in  the  average 
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injury  award  from  $1.2  million  to  the  current  average  of  $823,000, 
has  abated  the  funding  crises  of  previous  years . 

Mr.  Smith:   Is  the  excise  tax  trust  fund  for  new  claims 
adequately  financed? 

Dr.  Sumaya:   Yes,  the  trust  fund  balance  as  of  December  31, 
1993,  is  $666.7  million.   Our  estimate  for  the  payment  of  post-1988 
claims  for  fiscal  year  1995  is  $54.5  million.   Based  on  our 
experience,  we  believe  that  the  trust  fund  balance  will  be 
sufficient  to  pay  for  prospective  claims  well  into  the  next 
century . 

HANSEN'S  DISEASE 

Mr.  Smith:   What  are  your  plans  for  the  Hansen's  Disease 
Center  at  Carville  now  that  the  Bureau  of  Prisons  will  vacate  the 
facility  this  year? 

Dr.  Sumaya:   The  mission  of  Carville  has  modified  over  time. 
The  emphasis  of  the  program  has  changed  from  primarily  providing 
domiciliary  care  to  HD  patients  at  Carville  to  providing  ambulatory 
care  services  at  Carville  euid  regional  centers,  supporting  research 
at  Baton  Rouge,  and  training. 

The  program  will  continue  appropriate  downsizing  as  the 
resident  population  continues  to  decline.   Primarily  because  of 
legislative  mandates  that  require  that  care  be  provided  at 
Carville,  there  are  no  plans  for  dramatic  changes  in  the  operation 
of  the  program  for  either  the  short  or  long-term.   Significant 
modification  of  this  statute  is  considered  unlikely  and 
impractical . 

However,  in  FY  1995,  a  significant  reduction  in  full-time 
equivalent  usage  is  planned.   This  will  be  accomplished  without 
adverse  effect  on  the  program's  ability  to  carry  out  its  mission 
and  provide  care  to  Hamsen's  disease  patients  at  Carville  or  in 
ambulatory  sites.   Potential  future  reductions  in  staff  and 
resources  at  the  Carville  facility  will  be  evaluated  in  the  context 
of  program  demands . 

Mr.  Smith:   How  do  you  determine  the  allocation  of  Hansen's 
Disease  resources  between  Carville  and  the  regional  contract  care 
facilities? 

Dr.  Sumaya:   The  regional  care  centers  are  the  first  priority 
for  resources  for  the  Hamsen's  Disease  Center  program.   The  centers 
are  more  cost  effective  and  bring  the  treatment  to  the  patient, 
rather  than  requiring  them  to  travel  to  Carville,  Louisiana.   The 
FY  1995  budget  continues  the  Regional  Contract  Care  program  at  the 
FY  1994  level.   The  Regional  Contract  Care  program  will  support 
4,100  users  at  10  centers. 
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MALPRACTICE  DATA  BANK 

Mr.  Smith:   Are  you  re-competing  the  contract  to  operate  the 
malpractice  data  bank? 

Dr.  Sumaya :   We  are  in  the  final  stages  of  re-competing  the 
Data  Bank  contract.   Bids  were  siibmitted  on  February  22  and  they 
are  currently  undergoing  technical  review.   Our  target  for  signing 
a  new  contract  is  July  1,  1994.   In  the  meantime,  we  have  extended 
the  contract  with  Unisys  until  July  1995  to  allow  a  new,  fully 
automated  system  to  be  developed  under  the  new  contract  and  to 
allow  for  an  orderly  treinsition  from  the  current  system. 

Mr.  Smith:   What  will  it  cost  to  update  the  data  bank's 
software,  and  will  user  fees  be  adequate  to  cover  this  cost? 

Dr.  Sumaya:   While  we  have  developed  our  own  cost  estimates, 
these,  understandably,  are  not  available  to  potential  bidders  and 
can  not  be  released  at  this  time.   In  any  event,  final  cost  will  be 
based  on  the  winning  bid  and  negotiations  conducted  by  contracts 
specialists  in  the  Office  of  the  Assistant  Secretary  for  Health.   I 
would  be  pleased  to  share  that  information  with  you  at  an 
appropriate  point  in  the  process .   We  expect  current  fee  revenue  to 
be  adequate  to  cover  the  full  cost  of  updating  the  system.   In 
fact,  it  may  well  be  possible  to  reduce  fees  after  the  new  system 
is  fully  operational. 

Mr.  Smith:   How  many  users  of  the  data  bank  submit  their 
queries  electronically,  and  what  is  your  long-range  goal  for 
electronic  siibmission? 

Dr.  Sumaya:   In  July  1993  HRSA  added  a  surcharge  to  the  fee 
for  responding  to  requests  for  Data  Bank  information  submitted  on 
paper  forms .   As  a  result  the  percentage  of  requests  submitted 
electronically  grew  rapidly  from  about  20  percent  to  more  than  60 
percent  by  the  end  of  December.   The  rate  is  now  nearly  70  percent. 
Our  long-range  goal  is  to  have  all  queries  (and  all  other 
transactions)  submitted  electronically.   If  paper  queries  can  be 
eliminated  entirely,  total  processing  costs  will  be  substantially 
reduced . 

COMPETITIVE  GRANT 

Mr.  Smith:   Using  1993  data,  identify  the  percentage  of 
approved  grant  applications  that  are  funded  in  each  of  your 
programs  that  uses  a  competitive  grant  award  process . 

Dr.  Sumaya:   The  information  follows. 
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liseHh  Resources  and  Services  Acininistratlon 
Fiscal   Year  1993  Conpetitive  Grants 


8PHC: 

Ccnmuni ty  Heal th  Ce^iter* 

Migrant  Health....... 

Health  Services  for  RfiSitivsts 

of  Public  Housing 

Pacific  Basin 

Grants  to  Conmunities-HeeHh 

Prof .  Schol arshi  ps , 

State  Alzheimer's  Disease 

BHPr: 

Centers  of  Excellence 

HCOP  Grants 

Nurse  Opportunities  for  Individuals 

from  Disadvantaged  Backgrounds 

Family  Medicine  -  Training/Oepts 

General  Internal  Medicine/Pediatrics. 

Nurse  Pract  i  t  i  oner/Hi  dwi  ves 

General  Dentistry  Training 

Physician  Assistants 

Pediatric  Medicine 

Pacific  Basin 

Area  Health  Education  Centers 

Health  Education  Training  Centers 

Geriatrics  -  Training 

Geriatric  Training  Centers 

Rural  Health  Interdisciplinary 

Public  Health  Projects 

Preventive  Medicine 

Allied  Hlth  Profess  -  Special  Projs.. 
Hlth  Adnin  Traineeships/Spec  Projs... 

Advanced  Nurse  Education 

Nursing  Special  Projects 

Professional  Nurse  Traineeships 

Nurse  Anesthetist  Traineeships 

HCHB: 

MCH  Block  Grant 

EMS  for  Children 

BHRD: 

Organ  Transplantation 

Trauma  Care 

BHRD: 

Organ  Transplantation 

Trauma  Care 

RURAL  HEALTH: 

Rural  Health  Outreach  Grants 

State  Offices  of  Rural  Health 

AIDS: 
Ryan  White: 

Emergency  Relief     -  Part  A 

Comprehensive  Care   -  Part  B 

Early  Intervention   -  Part  C 

Pediatric  Demo  Grants  -  Part  D 

Education  and  Training  Centers 

AIDS  Dental  Services 

Family  Planning 


Number  of 

Percentage 

Number  of 

Number  of 

Approved 

of  Approved 

Appl i cat  ions 

Approved 

Appl i cations 

Appl ications 

Received 

Applications 

Awarded 

Awarded 

292 

132 

110 

83X 

86 

S3 

26 

49X 

22 

20 

7 

35X 

22 

14 

13 

93X 

2 

2 

2 

lOOX 

25 

4 

4 

lOOX  1/ 

53 

52 

25 

48X 

316 

282 

140 

SOX 

87 

46 

24 

52X 

463 

413 

314 

76X 

149 

122 

93 

76X 

127 

108 

62 

57X 

52 

36 

24 

67X 

33 

33 

33 

lOOX 

7 

7 

7 

lOOX 

1 

1 

1 

lOOX 

66 

58 

39 

67X 

19 

17 

10 

59X 

16 

16 

16 

lOOX 

41 

35 

20 

57X 

40 

24 

19 

79X 

50 

49 

49 

lOOX 

!3 

13 

13 

lOOX 

104 

70 

29 

41X 

39 

39 

39 

lOOX 

81 

61 

59 

97X 

84 

SO 

50 

lOOX 

229 

229 

229 

lOOX 

66 

66 

66 

lOOX 

615 

332 

232 

70X  2/ 

8 

8 

8 

lOOX 

14 

5 

4 

BOX 

85 

36 

36 

lOOX 

14 

S 

4 

SOX 

85 

36 

36 

lOOX 

266 

27 

27 

lOOX 

40 

8 

8 

lOOX 

25 

24 

24 

lOOX 

41 

10 

2 

20X  3/ 

104 

69 

29 

42X 

14 

11 

11 

lOOX 

17 


34 


17 


34 


17 


34 


lOOX 


lOOX 


1/  The  program  has  a  legislative  ceiling  of  15  grantees,  therefore,  only  the  top  four 

applicants  could  be  added  to  the  existing  11  grantees. 
2/  Includes  Block  grant  to  States  which  are  reviewed  annually  -  59  applications.  59  approved 

and  funded  applications. 
3/  Special  Projects  of  National  Significance. 
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VACCINE  INJURY  COMPENSATION  TRUST  FUND 

Mr.  Smith:   Why  does  the  1995  estimate  for  the  vaccine  injury 
compensation  trust  fund  drop  from  the  prior  year's  level? 

Dr.  Sumaya:   There  is  an  average  of  a  2 -year  time  lag  between 
the  filing  of  a  post- 1988  claim  and  the  award  of  compensation  under 
the  VICP.   The  FY  1995  award  payment  projections  were  based  on  the 
number  of  claims  filed  2-years  prior,  or  FY  1993.  Similarly,  the  FY 
1994  award  payment  projections  were  based  on  the  number  of  claims 
filed  in  FY  1992.   The  number  of  post-1988  claims  filed  in  FY  1993 
decreased  significantly  from  the  FY  1992  filings.   As  a  result,  the 
projected  FY  1995  fxinding  requirements  for  those  claims  have  been 
reduced  accordingly. 

FY  1995  is  the  first  year  for  which  we  have  had  any  confidence 
whatsoever  in  the  basis  for  projecting  post -198 8  award  estimates. 
This  is  due  to  a  lack  of  full-year  program  award  experience  for 
several  very  good  reasons . 

First,  there  has  been  approximately  a  3 -year  time  lag  between 
the  administration  of  a  vaccine  and  the  petitioner's  filing  of  a 
claim  under  the  VICP.   Second,  there  has  been  an  average  of  a  2- 
year  time  lag  between  the  filing  of  a  post-1988  injury/death  claim 
and  the  award  of  compensation  under  the  VICP.   FY  1995  award 
payment  projections  are  based  on  the  number  of  claims  filed  in 
FY  1993.   Third,  estimates  presented  in  the  President's  budgets 
prior  to  FY  1995  were  simply  placeholder  estimates  that  were 
developed  prior  to  any  award  experience  under  the  VICP. 

RYAN  WHITE  TITLE  I  GRANTS 

Mr.  Smith:   Identify  the  cities  that  will  qualify  for  Ryan 
White  Title  I  grants  in  1995. 

Dr.  Sumaya:   As  I  noted  in  my  answer  to  an  earlier  question, 
we  are  currently  projecting  7-8  new  eligible  areas  for  FY  1995. 
The  following  areas,  based  on  unofficial  CDCP  data,  appear  to  have 
reached  eligibility  as  of  March  31,  1994: 

Austin,  TX*  San  Antonio,  TX 

Caguas,  PR**  Santa  Rosa-Petaluma,  CA** 

Jacksonville,  FL*     Vineland-Millville-Bridgeton,  NJ** 
Portland,  OR* 

*   Based  on  cumulative  cases  in  excess  of  2000. 

**  Based  on  a  per  capita  incidence  of  at  least  0.0025. 

MALPRACTICE  DATA  BANK 

Mr.  Smith:   Identify  the  projected  versus  actual  user  fee 
receipts  for  the  malpractice  data  bank  in  1993  and  compare  receipts 
to  operating  costs . 
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Dr.  Sumaya :   The  following  represent  projected  versus  actual 
user  fee  receipts  and  FY  1993  operating  costs: 

Anticipated  fee  collections  for  FY  1993 $6,000,000 

Actual  fees  collected  in  FY  1993 $6,716,390 

FY    1993  operating  costs $6,725,235 

Mr.  Smith:   What  proportion  of  queries  result  in  a  nvatch? 

Dr.  Sumaya:   The  cumulative  match  rate  since  the  opening  of 
the  Data  Bank  (9/1/90)  is  4 . 3  percent.   This  figure  will  continue 
to  grow  as  the  number  of  practitioners  and  the  number  of  reports  in 
the  data  base  increases.   The  match  rate  for  the  month  of  March, 
1994  was  7  percent. 

Mr.  Smith:   What  proportion  of  queries  cannot  be  completed 
because  of  data  problems? 

Dr.  Sumaya:   The  cumulative  (9/1/90  -  3/31/94)  percentage  of 
queries  received  by  the  Data  BanJc  that  could  not  be  completed 
because  of  data  problems  is  11.4  percent.   Currently,  however,  as 
users  have  become  more  familiar  with  the  Data  Bank  and  with  the 
introduction  of  electronic  querying,  the  rejection  rate  has  dropped 
to  6 . 6  percent . 

Mr.  Smith:   Identify  the  source  of  queries  by  type  of 
institution  (percent  submitted  by  hospitals,  group  practices, 
etc. )  . 

Dr.  Sumaya:    Cumulative  (9/1/90  -  3/31/94)  percentages  of 
queries  by  entity  type  are  as  follows: 

Licensing  boards 

Hospitals 

HMOs 

Group  practices 

PPOs  and  other  health 

care  entities 
Professional  societies 
Practitioner  self  queries 

Mr.  Smith:    In  what  percent  of  cases  are  processing  time 
targets  met? 

Dr.  Sumaya:    Processing  time  targets  for  queries  (5  days  for 
single  queries  and  20  days  for  multiple  queries)  have  been  met 
96.5%  of  the  time  (combined  paper  and  electronic  queries)  during 
1993  and  1994.   Electronic  queries  have  been  processed  on  time 
virtually  100  percent  of  the  time. 


GENERAL  DENTISTRY  PROGRAM 

Mr.  Porter:   I  understand  that  the  HRSA  evaluation  of  General 
Dentistry  reports  that  every  Federal  primary  care  objective,  such  as 
providing  access  to  primary  care,  is  met,  and  that  87*  of  those  who  go 
in  to  general  dentistry  remain  in  primary  care.  Since  the  HRSA 
evaluation  supports  the  Federal  primary  care  objectives,  why  not  follow 
this  evidence  and  fully  fund  General  Dentistry  program? 

Dr.  Sumaya:   At  present,  all  the  Advanced  General  Dentistry  (AGD) 
programs  are  linked  to  under  served  areas  and  the  data  show  that  87 
percent  of  the  graduates  from  AGD  programs  remain  in  primary  care .   The 
AGD  program  is  in  the  plan  for  consolidation  of  categorical  prograuns  in 
primary  care  auid  ongoing  support  for  the  AGD  is  being  requested  for 
1995. 


8% 

80 

4% 

11 

3% 

2 

8% 

2 

9\ 

3% 

1 

S\ 
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HEALTH  CARE  FOR  THE  HOMELESS 

Mr.  Stokes:   It  appears  that  the  retention  and  recruitment  of 
health  care  providers,  including  social  workers  and  case  managers 
continue  to  be  critical  issues  for  the  Health  Care  for  the  Homeless 
(program).   Do  we  know  why  we  have  this  problem?   Explain. 

Dr.  Sumaya:   To  the  extent  practical,  managers  of  HCH  projects 
are  able  to  minimize  staff  turnover  by  meticulous  recruitment  and 
selection  processes.   However,  the  retention  of  provider  staff  is 
problematic  for  many  projects.   Based  on  feedback  from  project 
managers,  the  inability  of  programs  to  establish  competitive 
salaries  and  benefit  packages,  and  opportunities  for  youth  are  the 
primary  recruitment  and  retention  challenges. 

Additionally,  primary  care  providers  serving  the  homeless 
population  deal  with  diverse  medical  and  clinical  issues  in  an 
extraordinary  environment.   Because  of  the  transiency  of  the 
homeless  client,  health  caregivers  frequently  encounter  cases  of 
infectious  diseases  in  which  they  are  unable  to  maintain  a 
continuous  or  systematic  follow-up.   As  a  result,  they  are  often 
feel  powerless  to  render  to  the  appropriate  medical  or  psychosocial 
care  needed  to  foster  closure  with  a  given  client.   Further, 
working  with  terminal  medical  cases,  on  a  constant  basis,  tends  to 
cause  providers  to  become  overwhelmed  and  sometimes  depressed  by 
their  own  inability  to  provide  the  quality  of  care  required.   The 
combination  of  feelings  of  powerlessness  and  diverse  levels  of 
staff  depression  serves  to  foster  "staff  burnout".   When  this  type 
of  behavior  occurs,  HCH  staff  tend  to  seek  emplojrment  that  gives 
them  a  positive  sense  of  accomplishment. 

Mr.  Stokes:  The  FY  1994  appropriation  provided  funding  to 
begin  to  address  the  retention  and  recruitment  problem.  Are  we 
making  any  progress  in  this  area?   Explain. 

Dr.  Sumaya:   The  Bureau  is  making  available  approximately  $3.1 
million  in  fiscal  year  1994  to  support  the  retention  and 
recruitment  of  primary  care  providers  in  the  340(a)  grantee 
community,  including  case  managers,  social  workers  and  outreach 
workers.   It  will  also  continue  to  provide  on-site  technical 
assistance  to  the  340(a)  grantees  to  address  retention  and 
recruitment  planning,  as  well  as  to  establish  concurrent  training 
sessions  at  the  annual  national  health  care  for  the  homeless 
conference. 

PUBLIC  HOUSING  PRIMARY  CARE  PROGRAM 

Mr.  Stokes:   I  thought  that  the  Public  Housing  Primary  Care 
Program  was  considered  to  be  relatively  successful.   Yet,  funding 
for  the  program  would  be  straight-lined  in  FY  1995.   Briefly,  what 
can  you  tell  us  about  the  success  and  impact  of  the  program,  and 
elaborate  further  for  the  record.   How  much  is  included  in  the 
FY  1995  budget  request  for  this  initiative  and  how  many  projects 
would  be  funded?  How  does  this  compare  with  the  level  of  funding 
and  number  of  projects  supported  in  FY  1994  and  FY  19937 
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Dr.  Sumaya:   The  PHPC  program  has  been  successful  in  providing 
access  to  health  care  in  the  targeted  resident  populations  in  each 
of  the  21  programs  supported  by  the  Bureau.   The  current  21  PHPC 
programs  are  serving  a  total  of  40,000  residents  in  approximately 
40  sites.   As  a  result  of  this  program,  PHPC  public  housing 
residents  are  now  able  to  receive  quality  health  care  at  minimal 
costs  in  their  own  communities.   Such  barriers  as  transportation 
costs,  long  waits  for  service,  and  cultural  sensitivities  have  been 
adequately  minimized. 

The  PHPC  projects  have  established  valuable  relationships  with 
local  Public  Housing  Authorities  and  numerous  community 
organizations.   The  result  of  these  relationships  has  led  to  (1) 
expanded  health  and  reimbursement  services,  (2)  additional 
resources,  and  (3)  increased  service  space  available  to  residents 
to  receive  the  scope  of  care  needed. 

While  the  Bureau  does  not  anticipate  fiinding  for  new  projects 
in  FY  1995,  the  existing  programs  are  scheduled  for  continued 
support,  pending  appropriate  staff  assessments.   The  PHPC  staff 
continues  to  seek  ways  to  both  maintain  and  improve  upon  existing 
models  that  have  worked  successfully  for  the  targeted  populations 
through  innovative  mechanisms,  e.g.,  special  one-time  support  of 
improvement  initiatives. 

In  FY  1993,  the  Bureau  supported  21  PHPC  grantees  for  a  total 
of  $8.98  million.   Primary  health  care  was  provided  to 
approximately  40,000  residents  at  about  40  sites.   In  FY  1994,  the 
Bureau  plans  to  support  these  21  projects  at  the  same  funding  level 
at  FY  1993  ($8.9  million)  with  no  anticipated  change  in  the  number 
of  residents  served  or  number  of  sites. 

VIOLENCE 

Mr.  Stokes:   It  could  be  said  that  violence  is  a  national 
health  problem.   To  what  extent  is  this  national  health  problem 
addressed  within  the  Public  Housing  Primary  Care  Program?  Are 
there  preventive  initiatives? 

Dr.  Sumaya:   Violence  is  a  national  health  problem  that  now 
ranks  as  one  of  the  leading  causes  of  death  and  disabilities  among 
American  citizens  in  general,  and  the  PHPC  targeted  populations 
specifically.   Violence  is  a  major  concern  in  public  housing 
developments  served  by  the  Bureau.   The  nature  and  scope  of  family 
and  community  violence  in  our  resident  communities  have 
necessitated  the  development  of  special  programs  on  preventive 
interventions  to  reduce  its  impact  on  these  targeted  populations. 
All  PHPC  programs  have  initiated  violence  reduction  programs  that 
include  a  focus  on:   (1)  risk  education;  (2)  peer  mediation  and 
conflict  resolution;  and  (3)  child /parent  support  groups.   The 
recent  annual  PHPC  conference  included  a  one-day  symposium 
highlighting  the  impact  of  violence  on  PHPC  communities.   Training 
workshops  were  provided  to  discuss  possible  resolutions  to  the 
problems  identified. 
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The  Bureau  has  established  a  staff  Violence  Workgroup  with  a 
charge  to  determine  appropriate  support  mechanisms,  within  the 
mission  of  the  Bureau,  that  could  facilitate  the  reduction  of  this 
pervasive  problem. 

PUBLIC  HOUSING  PRIMARY  CARE  "WHO  STRUCK  JOHN" 

Mr.  Stokes:   The  success  of  the  Public  Housing  Primary  Care 
Program  is  not  reflected  in  the  budget  level  requested.   I  am 
concerned  that  of  the  estimated  3.7  million  people  living  in  the 
Nation's  10,000  public  housing  developments  only  20  sites  are 
provided  services.   In  your  professional  judgement,  would  it  make 
good  economic  and  quality  of  life  sense  to  invest  a  greater  level 
of  resources  in  this  program  area?  You  don't  need  to  answer  the 
question,  it  is  understood  that  the  program  must  compete  through 
the  regular  budget  process,  and  that  there  are  fiscal  constraints. 
For  the  record,  please  provide  the  subcommittee  the  "Who  Struck 
John"  table  showing  the  simount  requested  at  the  various  levels 
throughout  the  budget  process.  Also  please  include  the  number  of 
projects  that  could  have  been  supported  at  each  level. 

Dr.  Sumaya:   The  information  follows. 

Health  Care  for  Residents  of  Public  Housing 

FY  1995  "Who  Struck  John" 

(Dollars  in  Millions) 


FY  1995 

FY  1995 

FY  1995 

FY  1995 

GASH 

DHHS 

FY  1995 

Bureau 

HRSA 

Req. 

Req. 

Pres. 

Req. 

Req. 

to  DHHS 

to  0MB 

Budget 

Funding 

$20 

$9.1 

$8.9 

$8.9 

$8.9 

Grantees 

45 

21 

21 

21 

.•   21 

Sites 

80 

38 

38 

38 

38 

COMMUNITY  AND  MIGRANT  HEALTH  CENTERS 

Mr.  Stokes:   I  am  extremely  concerned  about  the  impact  of 
Medicaid  State  waivers  on  community  and  migrant  health  centers, 
public  housing  grantees,  and  homeless  grantees.   Please  provide  for 
the  record  your  professional  opinion  regarding  the  impact  of  such 
waivers  on  these  centers  and  grantees,  and  also  on  other  community- 
based  clinics. 

Dr.  Sumaya:   While  the  real  impact  of  the  implementation  of 
mandatory  managed  care  on  community  health  providers  has  not  been 
evaluated,  BPHC  is  concerned  that  the  waiver  provisions  may  erode 
the  viability  of  community-based  and  migrant  health  centers  and 
public  housing  and  homeless  grantees. 


Many  State  Medicaid  agencies  are  implementing  new  systems 
which  require  that  Medicaid  recipients  receive  services  only 
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through  HMOs  or  other  managed  care  programs.   The  systems  are 
designed  to  reduce  Medicaid  costs.   These  arrangements  require 
waivers  from  HCFA  of  the  Medicaid  "Freedom-of -Choice"  (FOC) 
legislative  provisions.   FOC  allows  patients  to  choose  whatever 
provider  they  want. 

If  FQHCs  are  not  included  in  the  managed  care  systems,  they 
will  lose  their  Medicaid  patients  and  revenues.   Patients  have 
long-standing  relationships  with  FQHC  providers.   In  addition, 
these  revenues  are  critical  to  the  financial  viability  of  the 
FQHCs,  and,  if  withdrawn,  will  jeopardize  their  ongoing  existence. 

Current  Medicaid  statute  requires:   (1)  that  Medicaid  agencies 
assure  that  FQHC  services  are  available  to  all  recipients,  and  (2) 
that  services  are  reimbursed  to  FQHCs  at  100  percent  of  reasonable 
costs . 

These  States  are  requesting  waivers  of  these  requirements,  and 
HCFA  is  granting  the  requests.   While  HCFA  has  put  conditions  on 
the  waivers  to  assure  that  FQHC  services  are  not  ignored  by  the 
state,  the  conditions  are  not  strong  enough  to  guarantee  the 
ongoing  participation  and  financial  viability  of  FQHCs. 

We  expect  that  at  least  one-third  of  the  states  will  submit 
major  waiver  requests  to  HCFA  this  year,  and  that  FQHCs  will  be 
significantly  impacted  by  them.   Many  FQHCs  are  already  losing 
patients  in  waivered  states,  and  their  reimbursements  have 
declined,  particularly  in  Tennessee. 

Listed  below  are  the  states  which  have  submitted  'full  state" 
freedom  of  choice  1115  or  1915(b)  waivers  in  the  past  nine  months. 
The  Bureau  has  submitted  comments  about  these  waivers  to  HCFA  and 
the  State  Primary  Care  Associations: 

Colorado  (for  prenatal,  labor,  and  delivery  only)  1915(b)  - 

pending 
Florida  -  pending  1115 
Hawaii  -  approved  1115 
Ohio  -  pending  1115 
Rhode  Island  -  approved  1115 
South  Carolina  -  pending  1115 
Tennessee  -  approved  1115 

Also  approved  is  Oregon's  1115  waiver,  but  we  did  not  have  the 
opportunity  to  provide  comments. 

We  expect  submission  for  "full  State"  waivers  in  the  next  3  - 
5  months  from: 

California 

Indiana 

Iowa 

Massachusetts 

Michigan 

Minnesota 
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Missouri 

Oklahoma 

Pennsylvania 

Utah 

Washington 

Wisconsin 

These  account  for  19  States. 

Mr.  Stokes:   What  is  the  general  profile  of  the  individuals 
served  by  these  health  care  centers,  grantees  and  clinics? 

Dr.  Sumaya:   C/MHCs  are  located  in  areas  throughout  the 
country  where  there  are  financial,  geographic,  systems,  and/or 
cultural  barriers  to  primary  health  care  for  a  substantial  portion 
of  the  population.   C/MHCs  provide  a  broad  array  of  medical  and 
support  services  to  individuals  located  in  isolated  rural  areas  and 
impoverished  inner  cities.   About  60  percent  of  our  C/MHCs  are 
located  in  rural  areas  and  about  AO  percent  are  located  in  urban 
areas.   Approximately  51  percent  of  our  C/MHC  patients  come  from 
urban  areas  and  approximately  49  percent  come  from  rural  areas. 

In  many  communities,  these  centers  are  the  sole  providers  of 
care  to  a  highly  vulnerable,  medically  needy  population.   In 
addition,  C/MHCs  tailor  their  services  to  meet  the  specific  needs 
of  the  community.   C/MHC  patients  include  pregnant  women  and 
infants,  school-aged  children,  homeless  individuals,  migrant  and 
seasonal  farmworkers,  immigrants,  people  infected  with  HIV/AIDS, 
the  elderly  and  substance  abusers. 

Health  centers  reach  the  neediest  populations.  About  60 
percent  of  C/MHC  patients  have  incomes  below  the  poverty  level  and 
another  29  percent  have  incomes  between  100  and  200  percent  of 
poverty.   Approximately  62  percent  are  members  of  racial/ethnic 
minority  groups  (29  percent  Hispanic;  27  percent  Black  and  6 
percent  Asian/other).   About  38  percent  of  C/MHC  patients  are 
uninsured  while  38  percent  are  Medicaid  recipients  and  9  percent 
are  Medicare  beneficiaries.   About  A4  percent  of  C/MHC  patients  are 
children  -  newborn  infants  to  19  years  of  age. 

In  addition,  many  C/MHC  patients  need  assistance  in  accessing 
the  health  care  system  and  using  it  appropriately.   Enabling 
services  such  as  transportation,  health  education,  counseling, 
translation  services,  non-medical  case  management  and  linkages  with 
other  social  services  "enable"  people  in  the  ways  to  prevent 
disease  and  facilitate  the  provision  of  the  whole  range  of  services 
needed  to  promote  health  among  underserved  populations.   In 
addition,  outreach  and  follow-up  help  to  assure  timely  entry  and 
continuous  use  of  health  services  for  those  who  are  poor  and  lack 
knowledge  about  the  health  care  system  is  essential. 

GERIATRIC  TRAINING 

Mr.  Stokes:   The  elderly  are  one  of  the  fastest  growing 
segments  of  the  United  States  population.  More  specifically,  the 
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85  year  old  and  older  age  group  is  the  fastest  growing  segment.   It 
appears  that  even  with  major  advances  in  the  treatment  and 
prevention  of  debilitating  disease,  the  demand  for  long-term  care 
is  expected  to  expand  dramatically.   To  what  extent  is  there  a 
shortage  of  geriatric  specialists  in  the  U.S?  What  is  the 
rationale  for  scaling  back  Federal  support  for  training  in  this 
field?  What  message  does  this  send  to  persons  planning  to  pursue  a 
career  in  this  field,  and  what  is  the  Agency  doing  to  ensure  an 
adequate  pipeline? 

Dr.  Sumaya:   Geriatrics  is  not  a  specialty  as  defined  by  the 
Accreditation  Council  for  Graduate  Medical  Education.   A 
Certificate  of  Added  Qualifications  in  Geriatrics  can  be  acquired 
by  Board  Certified  Family  Practice  and  Internal  Medicine  physicians 
by  examination.   To  prepare  practicing  physicians  for  the 
examination,  several  of  the  HRSA  funded  Geriatric  Education  Centers 
(GECs)  offer  yearly  Geriatric  Review  courses.   The  HRSA  goal  is  to 
include  geriatrics  in  the  basic  preparation  of  all  primary  care 
physicians . 

There  is  a  need  according  to  a  1993  Institute  on  Medicine 
report.  Strengthening  Training  in  Geriatrics  for  Physicians,  to 
develop  a  sufficient  core  level  of  geriatric  faculty  in  order  to 
ensure  that  geriatric  training  for  all  undergraduate  medical 
students  and  residents  in  relevant  residency  programs  will  be 
provided.   The  preparation  of  academic  geriatricians  is  essential 
to  the  education  and  training  of  primary  care  physicians  in  the 
care  of  the  elderly.   Currently  nine  Faculty  Training  Projects  in 
Geriatric  Medicine  and  Dentistry  are  funded.   These  nine  projects 
are  planned  to  receive  funding  in  FY  1995.   Persons  planning  to 
pursue  an  academic  career  in  geriatric  medical  education  should 
contact  the  Bureau  of  Health  Professions  for  additional 
information. 

The  FY  1995  budget  reflects  some  difficult  choices  between 
investment  strategies  and  targeted  deficit  reduction  savings.   A 
major  mission  of  HRSA  is  to  increase  the  numbers  of  primary  care 
physicians  to  address  the  serious  shortage  of  non-specialist 
physicians  in  the  country,  particularly,  in  inner  city  and  rural 
areas.   By  committing  significant  resources  to  entry  level 
education  for  the  primary  care  disciplines,  the  resulting  increase 
in  the  numbers  or  primary  care  physicians  will  improve  the 
availability  of  physician  services  generally  and  provide  access  to 
care  for  all  population  groups  including  the  elderly. 

Education  and  training  opportunities  in  long-term  care  are 
also  available  for  health  care  professionals  working  in  community- 
based  and  institutional  long-term  care.   A  variety  of  short-term, 
continuing  education  courses  are  provided  by  a  national  network  of 
GECs.   The  GECs  have  played  an  important  role  in  developing 
training  programs  and  curricula  for  long-term  care  personnel. 
Enactment  of  the  Nursing  Home  Reform  Act  in  1987  and  the  Patient 
Self-Determination  Act  spurred  numerous  GECs  to  provide  training 
for  nursing  home  administrators,  medical  directors,  directors  of 
nursing,  in-service  educators,  and  nursing  assistants.   The  GECs 
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have  also  been  active  in  providing  training  for  home  health 
agencies  and  community  health  centers. 

Mr.  Stokes;  In  your  professional  judgement,  would  not  the 
geriatric  specialist  help  to  contain  the  increasing  health  care 
costs  of  older  Americans? 

Dr.  Sianaya:   Various  reports  indicate  that  a  potential  cost- 
savings  could  result  from  the  use  of  geriatric  specialists.   To 
date  no  studies  have  been  done  which  would  substantiate  this  claim. 

Mr.  Stokes:   To  what  extent  will  geriatric  education  centers 
be  strengthened  under  the  FY  1995  budget  request? 

Dr.  Sumaya:   Fourteen  GECs  will  be  funded  in  FY  1995.   The 
emphasis  on  the  self-sufficiency  requirement  is  paramount.   The 
Bureau  of  Health  Professions  is  working  cooperatively  with  the 
National  Association  of  Geriatric  Education  Centers  (NAGEC)  and 
their  members  to  strengthen  their  capacity  to  develop  other  sources 
for  funding.   An  annual  workshop  is  funded  and  convened  by  the 
Bureau  of  Health  Professions  to  encourage  and  support  the  national 
GEC  effort.   The  NAGEC  is  comprised  of  the  20  currently  funded  GECs 
and  24  GECs  which  received  funding  in  prior  years. 

AFRICAN  AMERICAN /OTHER  DISADVANTAGED 

Mr.  Stokes:  With  respect  to  the  needs  of  African  Americans 
and  other  disadvantaged  populations,  what  health  professions  work 
force  assumptions  were  used  to  build  the  FY  1995  health  professions 
training  budget.   Elaborate. 

Dr.  Sumaya:   The  FY  1995  health  professions  budget  for 
minority/disadvantaged  health  professions  initiatives  is  based  on 
the  following  assumptions: 

o   Despite  the  growth  in  physician  supply  over  the  past  30 
years,  there  continues  to  be  a  lack  of  diversity  among 
physicians.   While  underrepresented  minorities  constitute 
22  percent  of  the  population,  they  make  up  only  7  percent 
of  physicians,  10  percent  of  medical  students,  and  less 
than  3  percent  of  medical  school  faculty. 

o   The  same  holds  true  for  other  health  professions  as  well. 
Underrepresented  minorities  constitute  only  8  percent  of 
nurses  and  physician  assistants,  3  percent  of  allied  health 
professionals,  and  5  percent  of  dentists. 

o   Increases  in  the  supply  of  underrepresented  minority  health 
professionals  will  help  make  available  needed  health 
services  to  medically  underserved  minority  population 
groups. 

o   The  Federal  Government  must  continue  to  support  activities 
to  recruit  and  retain  underrepresented  minority  health 
professions  students,  foster  interest  in  health  careers 
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among  underrepresented  minorities  at  the  preprofessional 
level,  and  increase  the  number  of  minority  faculty  in 
health  professions  schools. 

Strategies  to  provide  all  Americans  affordable  health  care  are 
being  undermined  by  the  shortage  of  primary  care  physicians  and  an 
excess  of  specialists.   In  general,  specialists  can  expect 
substantially  higher  incomes.   Therefore,  the  President's  Budget 
has  proposed  that  the  Federal  funds  available  for  scholarships  and 
subsidized  loans  to  health  professions  students  be  targeted  to 
train  individuals  who  are  willing  to  serve  in  primary  care. 
Scholarship  aid  would  be  limited  to  individuals  who  will  provide 
primary  care  in  health  professional  shortage  areas. 

In  the  case  of  medicine,  for  example,  individuals  from 
disadvantaged  backgrounds  who  are  willing  to  serve  in  primary  care 
could  receive  low- interest  loans  from  school-based  consolidated 
loan  programs.   The  Administration  is  giving  preference  to  primary 
care  health  programs  since  those  are  the  ones  which  we  believe  will 
have  the  greatest  impact  on  meeting  health  care  needs  in  the 
future.   Those  who  would  provide  primary  care  in  a  health 
professional  shortage  area  would  be  eligible  to  be  awarded  National 
Health  Service  Corps  scholarships.   Individuals  wishing  to  practice 
in  non-primary  care  specialties  would  continue  to  be  able  to  borrow 
at  market  rates  of  interest  under  the  Health  Education  Assistance 
Loan  (HEAL)  program  or  under  various  subsidized  and  unsubsidized 
Department  of  Education  loan  programs. 

HEALTH  PROFESSIONS  CONSOLIDATION 

Mr.  Stokes:   The  FY  1995  budget  proposes  to  consolidate  health 
professions  grants  into  five  categories  minority  and  disadvantaged 
assistance,  primary-care  health  professions  initiatives,  other 
priority  nursing  initiatives,  and  health  professions  research  and 
data  analysis.   What  is  the  rationale  for  the  consolidation, 
elaborate.   Under  the  FY  1995  budget,  how  many  trainees  would  be 
supported  under  each  category,  and  what  is  the  total  number 
supported?   How  does  this  compare  with  the  number  supported  in 
FY  1994  and  FY  19937 

Dr.  Sumaya:    The  object  of  consolidation  would  be  to  allow 
more  effective  targeting  of  Federal  funds  to  meet  national  priority 
health  work  force  needs.   There  would  be  a  reduced  number  of 
separate  health  professions  and  nurse  education  programs.   Likely 
grantees  would  be  those  entities  best  able  to  use  available  funds 
to  accomplish  desired  program  outcomes. 

Details  of  the  proposed  consolidations  and  eligible  entities 
are  still  under  discussion.   In  coming  months,  we  will  work  closely 
with  the  Congress  to  develop  appropriate  legislative  authorities 
and  administrative  approaches. 

Until  final  plans  are  developed  for  consolidation  in  FY  1995, 
it  is  not  possible  to  provide  an  exact  number  of  trainees 
supported.   However,  we  can  estimate  that  the  number  of  trainees 
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will  show  a  slight  decrease  of  less  than  5  percent  from  FY  1994  and 
an  increase  of  about  25  percent  above  the  trainees  supported  in 
FY  1993. 

HEALTH  PROFESSIONS  PIPELINE 

Mr.  Stokes:  With  respect  to  the  opportunity  for  African 
American  and  other  disadvantaged  students  seeking  careers  in  the 
Health  Professions,  what  is  your  professional  judgement  assessment 
of  the  status  of  the  pipeline  needed  to  ensure  a  continued  supply 
of  African  Americans  and  other  minorities  in  the  primary, 
specialty,  and  other  professions,  elaborate. 

Dr.  Sumaya:   At  the  present  time  the  educational  system  of 
this  country  is  not  preparing  a  sufficient  number  of  disadvantaged 
background  students  with  the  academic  preparation  that  will  result 
in  the  numbers  required  to  meet  health  professions  training  and 
supply  goals.   In  1991  there  were  2,926  African  Americans,  1,893 
Hispanics,  and  250  Native  Americans  awarded  bachelor's  degrees  in 
the  life  sciences  and  physical  sciences.   Among  students  applying 
to  medical  schools  alone  that  year  2,659  were  African  Americans, 
1,543  were  Hispanics,  and  161  were  Native  Americans.   First,  it  is 
clear  that  the  majority  of  underrepresented  minority  students  who 
receive  undergraduate  training  in  the  sciences  apply  to  medical 
schools  leaving  few  who  apply  for  other  health  professions. 
Medical  schools  and  other  health  professions  schools  are  competing 
for  the  same  small  pool  of  academically  qualified  minority  science 
graduates.   Secondly,  acceptance  rates  of  underrepresented 
minorities  into  medical  schools  alone  are  such  that  many  more 
students  than  currently  do  would  need  to  apply  in  order  to  reach 
desired  enrollment  levels.   Only  40  percent  of  African  American 
applicants  were  accepted  in  1993.   With  that  acceptance  rate  more 
than  4,900  African  Americans  would  have  been  required  in  order  to 
have  parity  in  new  entrants  for  that  group  (1,960  students  or  12 
percent  of  new  entrants).   Clearly,  that  number  far  exceeds  the 
numbers  receiving  undergraduate  degrees  in  the  sciences  and  does 
not  even  consider  the  pool  needed  to  reach  parity  in  first  year 
enrollments  in  other  professions.   Similarly,  Hispanics  (with  a 
current  medical  school  acceptance  rate  of  about  43  percent)  would 
require  an  applicant  pool  of  about  3,438  students  in  order  to  reach 
parity  in  the  number  of  students  admitted  to  medical  school. 
Native  Americans  who  have  higher  acceptance  rates  than  African 
Americans  and  Hispanics  were  at  population  parity  among  new 
entrants  into  medical  school  in  1993  (111  students  or  0.7  percent 
of  new  entrants).   Increases  in  the  enrollment  of  disadvantaged 
background  medical  and  other  health  professions  students  of  the 
magnitude  needed  will  occur  only  with  substantial  growth  in  the 
size  and  enhancement  of  the  quality  of  the  applicant  pool. 

AFRICAN  AMERICAN  EMPLOYMENT 

Mr.  Stokes:   How  many  GS-15  and  above  positions  are  there  in 
HRSA7  How  many  employees  in  HRSA  are  in  GS-15  and  above  positions? 
Currently,  how  many  African  Americans  are  at  the  GS-15  and  above 
level  at  HRSA?   In  what  positions  are  they?   Is  HRSA  under  a  freeze 
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on  appointments  and  promotions,  explain.   Does  HRSA  have  any  cases 
pending  for  exception  to  the  freeze,  how  many  African  Americans  are 
among  the  cases  pending  for  exception  to  the  freeze?   If  so,  has 
HRSA  requested  relief  from  the  freeze,  and  if  so,  what  was  the 
response? 

Dr.  Sumaya:   There  are  140  GS-15  and  above  employees  in  HRSA. 
There  are  23  African  Americans  in  HRSA  in  positions  at  the  GS-15 
Level  and  above,  as  follows: 

Office  of  the  Administrator 

Associate  Administrator,  Office  of  Equal  Opportunity  and 

Civil  Rights 
Associate  Administrator,  Office  of  International  Health 

Affairs 
Deputy  Associate  Administrator,  Office  of  Minority  Health 

Chief  Medical  Officer 
Special  Projects  Officer 

Bureau  of  Health  Resource  Development 

Director,  Office  of  Program  Development 
Director,  Division  of  HIV  Services 

Bureau  of  Primary  Health  Care 

Special  Assistant  to  the  Bureau  Director 

Director,  Office  of  Grants  Management 

Chief,  Rural  Health  Branch,  Division  of  Community  and 

Migrant  Health 
Chief,  Urban  Health  Branch,  Division  of  Community  and 

Migrant  Health 
Chief,  Human  Resource  Development  Branch,  Division  of 

National  Health  Service  Corps 
Chief,  Scholarship  Program  Branch,  Division  of  Scholarship 

and  Loan  Repayments 
Chief,  Loan  Repayment  Program  Branch,  Division  of  Scholarship 

and  Loan  Repayment 

Maternal  and  Child  Health  Bureau 

Chief,  Infant  and  Child  Health  Branch,  Division  of 

Maternal,  Infant,  Child  and  Adolescent  Health 
Chief,  Adolescent  Health  Branch,  Division  of  Maternal, 

Infant,  Child  and  Adolescent  Health 
Medical  Officer,  (OB-GYN) 

Bureau  of  Health  Professions 

Director,  Office  of  Program  Support 
Director,  Office  of  Program  Development 
Director,  Division  of  Student  Assistance 
Director,  Division  of  Disadvantaged  Assistance 
Chief,  Health  Professions,  HIV-AIDS  Education  Branch 
Chief,  Program  Development  Branch,  Division  of  Disadvantaged 
Assistance 

The  HRSA  is  currently  under  a  freeze  on  appointments  from 
outside  the  agency.  While  there  are  cases  pending  for  exception  to 
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the  freeze,  the  exceptions  are  to  open  positions  for  recruitment  of 
non-Agency  candidates,  not  to  hire  specific  individuals.  Ethnicity 
is  not  an  issue. 

The  HRSA  also  has  a  freeze  on  promotions  to  GM/GS-IA.   No 
exceptions  will  be  considered  until  the  Agency  can  assess  the 
impact  of  its  recent  buy-out  on  its  senior  level  staffing  ceiling. 

HEALTH  CARE  REFORM 

Mr.  Stokes:   With  Health  Care  Reform  on  the  horizon,  there  is 

increased  interest  in  and  value  placed  on  health  promotion  and 

disease  prevention.  What  is  HRSA's  role  in  this  arena,  and  what  is 
reflected  in  the  FY  1995  request? 

Dr.  Sumaya:   A  major  impetus  for  HRSA  activities  regarding 
health  promotion  and  disease  prevention  has  been  the  need  to 
address  concerns  expressed  in  the  lOM's  Study,  The  Future  of  Public 
Health;  to  collect  and  assess  information  regarding  local  service 
capacity,  the  availability  of  adequately  trained  personnel,  and  the 
ability  of  states  to  achieve  adequate  service  levels  for  health 
promotion/disease  prevention  purposes.   Through  the  Office  of 
Public  Health  Practice,  HRSA  works  with  state  and  local  health 
officials  and  nongovernmental  community-based  organizations  to: 
assess  community  needs  with  regards  to  health  promotion,  develop 
interventions,  provide  coordinated  care,  and  increase  disease 
surveillance  and  prevention  activities.   HRSA  supports  state  and 
local  infrastructure  improvements  through  sponsorship  of  programs 
that  impact  on  health  promotion  and  disease  prevention  activities. 

The  Public  Health  Service  has  developed  a  Plan  of  Action  to 
implement  many  of  the  recommendations  from  the  Institute  of 
Medicine  Study.   Through  regular  coordination  meetings  among  PHS 
Agencies,  HRSA  is  developing  program  agendas  to  address  health 
promotion  and  disease  prevention  issues. 

One  important  project  is  the  HRSA/ CDC /ACHPR/NIH/SAMHSA 
sponsored  Joint  Council  -  Public  Health  Initiative,  providing 
organizations  that  represent  state,  county  and  local  health 
officials  (i.e.,  ASTHO,  NACHO,  USCLHO)  with  an  opportunity  to 
develop  implementation  plans  for  improving  the  infrastructure  of 
the  public  health  system.  A  focus  of  this  activity  is  to  highlight 
health  promotion  and  disease  prevention  efforts  and  to  coordinate 
approaches  at  the  Federal,  State  and  local  levels. 

The  HRSA  Public  Health  Practice  Committee  provides  a 
coordination  mechanism  for  HHS-funded  health  promotion/disease 
prevention  projects.   The  HRSA  Committee  is  currently  analyzing 
activities  within  the  Agency  to  determine  how  particular  projects 
can  improve  the  public  health  infrastructure  and  health 
promotion/disease  prevention  efforts. 

To  strengthen  the  infrastructure  of  state  and  local  health 
departments,  HRSA  recognizes  the  importance  of  continued  support  of 
organizations  such  as  the  Joint  Council  of  Official  Public  Health 
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Agencies.   HRSA  will  continue  to  work  with  public  health  practice 
organizations  (such  as  ASTHO,  NACHO,  USCLHO)  in  providing  technical 
assistance  to  state  and  local  health  departments  to  assist  them  in 
determining  the  services  and  functions  that  are  necessary  to 
enhance  health  promotion/disease  prevention  activities. 

The  HRSA  envisions  continuing  these  activities  in  FY  1995. 

CENTERS  OF  EXCELLENCE 

Mr.  Stokes:   Last  year  the  Agency  indicated  that  it  was 
working  on  various  new  definitions  for  "Disadvantaged."   What 
definitions  has  resulted  from  those  deliberations? 

Dr.  Sumaya :   Updating  of  the  definition  of  "Disadvantaged"  is 
still  in  process.   The  operative  definition  at  this  point  is 
unchanged  from  previous  years. 

"Individuals  from  a  Disadvantaged  Background  means  a  person 
who:   a)  comes  from  an  environment  that  has  inhibited  the 
individual  from  obtaining  the  knowledge,  skills,  and  abilities 
required  to  enroll  in  and  graduate  from  a  health  professions 
school,  or  from  a  program  providing  education  or  training  in  an 
allied  health  profession;  or  b)  comes  from  a  family  with  an  annual 
income  below  a  level  based  on  low- income  thresholds  according  to  a 
family  size,  published  by  the  U.S.  Bureau  of  the  Census,  adjusted 
annually  for  changes  in  the  Consumer  Price  Index,  and  adjusted  by 
the  Secretary  for  use  in  all  health  professions  programs." 

Mr.  Stokes:   How  many  Center  of  Excellence  would  be  funded 
under  the  FY  1995  budget  request  level?   How  does  this  compare  to 
FY  1994,  1993,  and  1992?   For  the  record  provide  a  listing  of  the 
Centers  funded  in  each  of  these  fiscal  years? 

Dr.  Sumaya:   Under  the  FY  1995  budget  request  level  it  is 
anticipated  that  25  Centers  of  Excellence  will  be  funded.   This 
total  includes  24  continuation  awards  and  one  new  competitive 
award.   In  FY  1994,  25  Centers  were  funded;  in  FY  1993,  25  Centers 
were  funded;  and  in  FY  1992,  37  Centers  were  funded.   A  listing  of 
the  centers  funded  in  each  of  the  specified  fiscal  years  follows. 
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HEALTH  CAREERS  OPPORTUNITY  PROGRAM 

Mr.  Stokes:   It  has  been  brought  to  my  attention  by  a  number  of 
Health  Career  Opportunity  Program  applicants  that  although  their 
proposals  were  approved  with  very  good  priority  scores,  they  were  not 
funded.   How  many  applications  were  funded  in  FY  1991,  1992,  1993, 
1994,  and  planned  for  1995  under  the  requested  budget?   In  each  of 
these  fiscal  years  how  many  applications  were  received,  and  what 
percentage  of  the  approved  were  funded?  How  many  of  the  approved 
received  excellent  scores?  Of  the  excellent.  How  many  were  funded? 
In  your  professional  judgement,  at  a  minimum,  how  many  of  those 
approved  for  funding  should  we  be  funding  to  ensure  an  adequate  supply 
and  pipeline,  and  explain? 

Dr.  Sumaya:   During  the  past  four  fiscal  years,  the  following  is 
an  analysis  of  the  funding  of  Health  Careers  Opportunity  Program 
(HCOP)  applications: 


FY 

#  Applications 

t   Approved 

i. 

Funded 

X   Funded 

1991 

205 

175 

40 

22.8 

1992 

155 

129 

27 

20.9 

1993 

248 

21A 

72 

33.6 

1994 

200 

175 

34 

19.4 

Based  on  the  President's  budget  request  for  fiscal  year  1995  we 
estimate  that  23  to  25  competitive  projects  could  be  funded. 

Scores  ranging  between  100  which  is  the  best  possible  and  200 
would  be  considered  excellent.   The  following  information  is 
provided. 


FY 

1991 

1992 

1993 

1994 

Any  proposal  that  receives  of  a  technical  merit  rating  score 
between  100  and  250  are  considered  meritorious  for  funding. 


i   of  Applications 

In  100-200  Ranee 

#  Funded 

r 

Funded 

67 

40 

59.7 

45 

27 

60.0 

99 

72 

72.7 

41 

34 

82.9 

/  Of  Applications  In 

t   In  100-250 

FY 

100-250  Ranee 

Ranee  Not  Funded 

1991 

109 

69 

1992 

78 

51 

1993 

152 

80 

1994 

74 

40 

Mr.  Stokes:  If  the  retention  purpose  for  HCOP  were  eliminated, 
what  would  be  the  impact  on  Health  Professions  Schools  participating 
in  the  HCOP  Program? 

Dr.  Sumaya:   Although  health  professions  schools  engage  in 
facilitating  entry,  including  preparation  of  disadvantaged  students 
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for  standardized  tests  (e.g.,  MCAT,  DAT)  and  health  professions  school 
application,  their  predominant  involvement  Is  In  the  retention 
function.   These  functions  Include:   6  to  8  week  pre-matrlculatlon 
programs  to  prepare  the  at  risk  students  for  the  rigors  and  most 
difficult  courses  In  the  first  year  of  the  health  profession  school; 
tutorials;  counseling;  preparation  for  national  boards,  passage  of 
which  may  determine  continuation  In  the  school;  and  mentoring. 

HEALTH  PROFESSIONS 

Mr.  Stokes:   In  follow  up  to  directive  given  to  the  Agency  to 
Include  eligible  health  professions  discipline  In  the  Scholarships  for 
Disadvantaged  Students  program,  last  year  the  Agency  told  the 
committee  that  It  Issued  a  program  announcement  inviting  all  eligible 
disciplines  to  submit  applications  to  the  program  and  would  make 
awards  in  July  of  last  year.   What  is  the  status  of  that  project,  how 
many  awards  were  made. 

Dr.  Sumaya:   Consistent  with  authorizing  statute,  thirty  percent 
of  the  Scholarships  for  Disadvantaged  Students  funds  in  1993  were 
awarded  to  nursing  programs.   The  remaining  seventy  percent  was 
awarded  to  fourteen  different  health  professions  programs,  as 
Indicated  below. 

Discipline  Amount  Awarded 

Allopathic  Medicine  $5,625,158 

Osteopathic  Medicine  597,945 

Dentistry  1,282,824 

Optometry  359,162 

Pharmacy  2,279,631 

Podiatry  282,804 

Veterinary  Medicine  264,680 

Clinical  Psychology  311,022 

Public  Health  688,602 

Dental  Hygiene  4,666 

Medical  Lab  Technology  80,684 

Occupational  Therapy  27,425 

Physical  Therapy  12,039 

Radiologic  Tech  6,691 

Nursing  Associate  Degree  993,932 

Nursing  Diploma  94,106 

Nursing  Baccalaureate  Degree  3,907,033 

Nursing  Graduate  Degree        72.071 

Total  $16,890,475 

CENTER  OF  EXCELLENCE  GRANTS 

Mr.  Stokes:   Minority  health  professions  schools  have  a  proven 
track  record  of  excellence  in  training  minorities  health 
professionals.   I  remain  concerned  about  the  policy  to  provide  center 
of  excellence  grants  to  majority  institutions,  at  the  expense  of 
predominantly  minority  health  professional  schools.   For  each  of  the 
years  1994,  1993,  1992,  and  1991,  provide  for  the  record  a  listing  of 
institutions  that  have  been  awarded  center  of  excellence  grants,  the 
amount  awarded  each  institution,  and  the  percent  and  the  number  of 
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underrepresented  minorities  enrolled  in  each  of  the  institutions,  and 
the  number  and  percent  of  minorities  graduated  in  each  of  the  years 
indicated. 

Dr.  Sumaya:   Eighteen  of  the  current  Centers  of  Excellence  (COE) 
grants  have  been  awarded  to  majority  institutions  because,  with  the 
exception  of  Puerto  Rico,  significant  numbers  of  Hispanics  and  Native 
Americans  are  enrolled  only  in  such  health  professions  schools.   The 
remaining  7  COEs  are  located  in  predominantly  African  American  health 
professions  schools.   The  following  listings  contain  award  amounts  for 
the  centers  funded  each  fiscal  year.   The  listings  also  contain 
underrepresented  minority  enrollments  at  each  institution  where  it  is 
available,  however,  underrepresented  minority  graduate  figures  are  not 
collected  as  a  part  of  the  application  process. 
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Mr.  Stokes <   I  am  extremely  concerned  about  the  proposal  to 
discontinue  support  of  retention  activities  of  HCOP  and  COE.   My 
concern  is  that  the  elimination  of  the  retention  component  could 
seriously  affect  the  graduation  rates  of  disadvantaged  students  at 
these  schools.   The  retention  component  is  designed  to  provide  an 
academic  support  system  for  the  at-risk  students  enrolled  in  health 
professions  schools.   What  would  be  the  agency's  rationale  for  holding 
the  disadvantaged  students  hostage  to  their  economic  environment,  by 
discontinuing  the  funding  for  retention  activities?  What  program 
evaluation  and  review  was  conducted  to  warrant  the  elimination  of  this 
vital  provision,  elaborate  in  detail. 

Dr.  Sumaya:   The  Administration  has  not  proposed  elimination  of 
the  "retention"  component  of  the  HCOP  or  COE  programs.   Under  the 
existing  HCOP  and  COE  authorities,  the  retention  component  has 
included  activities  for  pre-matriculation  progrtuns,  tutorials, 
counseling,  preparation  for  national  boards,  and  mentoring,  all  of 
which  are  designed  to  enhance  the  progression  of  disadvantaged  health 
professions  school  students  through  graduation.   It  is  under  the 
proposed  H.R.  3869  that  HCOP  retention  programs  that  address  the 
activities  designed  to  provide  an  academic  support  system  for 
disadvantaged  health  professions  students  would  be  eliminated. 

Mr.  Stokes:   What  would  be  the  impact  of  the  elimination  of  the 
retention  component  on  the  health  professions  schools,  minority 
institutions?   How  many  and  what  percent  of  HCOP  projects  are  in 
health  and  allied  professions  schools?   What  are  the  expected  impacts 
and  numbers  after  elimination  of  the  retention  component  in  the  short 
and  long-term? 

Dr.  Sumaya:   In  FY  1993  there  were  75  health  professions  schools 
(53%  of  projects)  and  21  allied  health  programs  (15%  of  projects)  that 
would  be  affected  by  elimination  of  the  retention  component  of  HCOP 
initiatives.   Data  published  by  the  Association  of  American  Medical 
Colleges  (AAMC)  on  attrition  of  medical  students  indicate  an 
increasing  year-to-year  retention  rate  for  underrepresented  minority 
students.   The  AAMC  data  indicates  an  overall  attrition  rate  for 
underrepresented  minorities  of  eUsout  10  percent  for  each  cohort  of 
entering  classes  over  the  1981-1988  period.   This  is  a  significant 
improvement  over  the  attrition  rate  of  12  percent  between  1968  and 
1980.   This  increase  is  confirmed  by  data  collected  and  maintained  by 
the  Division  of  Disadvantaged  Assistance  from  medical  schools  having 
Health  Careers  Opportunity  Program  (HCOP)  grants.   HCOP  data  collected 
from  52  medical  schools  funded  in  1992  indicate  that  the  current 
attrition  rate  for  underrepresented  minority  students  is  9  percent. 
Underrepresented  minority  first  year  repeaters  have  declined  from  16.5 
percent  in  1980-81  to  11.2  percent  in  1990-91.   First  year  repeat 
rates  declined  from  17.8  to  13.0  percent  for  Blacks;  from  14.5  to  9.3 
for  Native  Americans;  from  11.6  to  9.5  percent  for  Mexican  Americans; 
and  from  6.9  to  6.4  for  Puerto  Ricans.   Second  through  fourth  year 
repeats  have  declined  similarly,  from  5.6  to  3.9  percent  for  Blacks; 
from  4.5  to  3.0  percent  for  Native  Americans;  from  3.4  to  2.4  percent 
for  Mexican  Americans;  and  from  2.3  to  1.9  percent  for  Puerto  Ricans. 
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FAMILY  MEDICINE  PROJECT 

Mr.  Stokes:   I  understand  that  HRSA's  Family  Medicine  Project 
includes  a  component  that  was  targeted  to  encourage  the  enrollment  and 
training  of  underrepresented  minorities  and  other  disadvantaged 
individuals.   How  many  awards  were  made  under  this  component  in 
FY  1993,  and  how  many  are  expected  to  be  funded  in  FY  1994,  and 
FY  19957 

Dr.  Sumaya:   HRSA  utilized  funding  priorities  to  encourage  the 
enrollment  and  training  of  underrepresented  minorities  and  other 
disadvantaged  individuals  for  its  family  medicine  programs 
(predoctoral,  residency,  faculty  development  and  departments)  in 
FY  1993  and  in  FY  199A.   Of  the  265  applications  received  in  FY  1993, 
186  were  recommended  for  approval,  and  89  awards  were  made.   Of  the  89 
grant  awards,  28  received  the  funding  priority.   In  FY  1994,  309 
applications  were  received.   Of  those  applications  received,  210  were 
recommended  for  approval  and  165  awards  were  made.   Of  the  165  grant 
awards,  46  received  the  funding  priority. 

Plans  for  implementation  of  FY  1995  are  not  final.   It  is 
expected  that  underrepresented  minorities  and  other  disadvantaged 
individuals  will  be  addressed  in  the  rating  criteria  for  approved 
applications  or  as  an  application  requirement. 

CONSOLIDATION  DISADVANTAGED  MINORITY  HEALTH  PROFESSIONS 

Mr.  Stokes:   The  Administration  is  proposing  to  consolidate  a 
number  of  programs  that  were  created  under  my  legislation,  the 
Disadvantaged  Minority  Health  Improvement  Act.  As  you  are  aware,  in 
November  1993,  I  introduced  the  reauthorization  bill  for  these 
programs,  H.R.  3699.   That  legislation  does  not  call  for  such 
consolidation.   The  justification  indicates  that  the  Agency  is 
proposing  legislative  authority.  When  will  the  Agency  forward  its 
proposed  legislation  to  the  Congress? 

Dr.  Sumaya:   No  formal  Administration  legislative  proposal  for 
reauthorization  of  the  minority/disadvantaged  programs  has  been  sent 
to  the  Congress.   During  the  coming  weeks,  the  Department  and  the 
agency  will  be  working  with  members  and  staff  of  the  House  and  Senate 
in  efforts  to  resolve  differences  between  the  House  and  Senate 
minority  health  bills  that  are  currently  under  consideration  in  the 
Congress  and  that  are  expected  to  go  to  conference  in  the  near  future. 

Mr.  Stokes:   For  the  record  provide  a  detailed  rationale  for  the 
proposed  consolidation  along  with  the  program  analysis,  evaluation, 
and  review  that  was  conducted  to  justify  the  consolidation. 
Additionally  for  the  record,  provide  an  outline  detailing  the  amount 
provided  to  each  and  the  number  of  students  supported  by  each  of  the 
following  programs  listed  below.   Provide  this  information  for  1990 
onward  to  the  FY  1995  request  level.   Please  also  include  the  "Who 
Struck  John"  for  each  of  the  programs  from  the  request  within  the 
Agency  through  0MB  to  appropriated  amount  for  each  of  the  years.   The 
programs  for  which  you  are  to  provide  the  information  are: 


76 


Centers  of  Excellence 
Health  Careers  Opportunity  Program 
Financial  Assistance  for  Disadvantaged  Students 
Exceptional  Financial  Need  Scholarships 
Scholarships  for  Disadvantaged 
Loan  Repayment  Fellowships  for  Faculty  Service 
Nurse  Education  Opportunities  for  Individuals  from 
Disadvantaged  Backgrounds 

Dr.  Sumaya:   The  object  of  consolidation  would  be  to  allow  more 
effective  and  economical  targeting  of  Federal  funds  to  meet  national 
priority  health  workforce  needs .   Under  a  reduced  number  of  separate 
health  professions  and  nurse  education  authorities,  emphasis  would  be 
placed  on  use  of  available  resources  to  accomplish  desired  program 
outcomes.   Consolidation  of  programs  would  allow  some  simplification 
of  program  administration.   Grantees  would  be  able  to  exercise 
increased  discretion  in  the  expenditure  of  funds  to  meet  special  needs 
in  the  locality  or  region. 

As  the  authorities  in  Titles  VII  and  VIII  of  the  PHS  Act  have 
evolved  over  the  years,  the  number  of  separate  categorical  authorities 
has  grown.   Some  of  the  authorities  are  unduly  restrictive  in  project 
purposes.   Most  limit  the  types  of  eligible  entities.   Many  provide 
for  support  only  to  particular  health  disciplines.   Vice  President 
Gore's  National  Performance  Review  team  specifically  examined  these 
authorities  and  recommended  consolidation  to  improve  program 
effectiveness  as  well  as  economy  in  administration. 

At  a  time  when  health  reform  concerns  emphasize  the  need  for 
appropriate  Federal  health  workforce  initiatives,  the  Administration 
stands  ready  to  work  with  the  Congress  to  review  the  health 
professions  and  nurse  education  authorities.   During  coming  weeks,  the 
Department  and  the  Agency  plan  to  cooperate  with  members  and  staff  of 
the  House  and  Senate  in  efforts  to  resolve  differences  between  the 
House  and  Senate  minority  health  bills  that  are  currently  under 
consideration  in  the  Congress  and  that  are  expected  to  go  to 
conference  in  the  near  future. 

The  following  tables  reflect  requests  and  appropriations  for 
FY  1990  through  FY  1995  as  well  as  students  supported,  as  available. 
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Mr.  Stokes:   Under  the  Administration's  FY  1995  budget  proposal, 
it  is  indicated  that  under  the  proposed  consolidation  preference  would 
is  given  to  primary  care  training.   This  type  of  approach  holds 
disadvantaged  students  hostage  to  their  economic  conditions  by  not 
allowing  choice,  but  instead  forcing  disadvantaged  students  into 
primary  care.   There  is  a  shortage  of  minorities  in  all  health 
professions  not  just  primary  care.   Why  is  the  shortage  and  need  in 
other  health  professions  ignored?  Why  compound  the  minority  health 
professions  shortage  problem  needlessly? 

Dr.  Sumaya:   Strategies  to  provide  all  Americans  affordable  health 
care  are  being  undermined  by  the  shortage  of  primary  care  providers  and 
an  excess  of  specialists.   We  believe  that  the  goals  of  health  care 
reform  and  cost  control  are  best  suited  by  giving  preference  in 
obtaining  lower  cost  funds  to  primary  care  students,  who  will  generally 
earn  less  than  specialists  and  therefore  have  a  more  difficult  time 
repaying  more  expensive  loans. 

Therefore,  the  President's  Budget  has  proposed  that  the  amount  of 
Federal  funds  available  for  assistance  to  health  professions  students 
be  targeted  to  low-cost  loans  for  individuals  who  are  willing  to  serve 
in  primary  care.   Scholarship  aid  would  be  limited  to  individuals  who 
will  provide  primary  care  in  health  professional  shortage  areas.   Those 
students  who  enter  the  higher  paying  medical  specialties  will  have 
access  to  market-rate  loans. 

In  the  case  of  medicine,  for  example,  individuals  from 
disadvantaged  backgrounds  who  are  willing  to  serve  in  primary  care 
could  receive  low- interest  loans  from  school-based  consolidated  loan 
programs.   Those  who  would  provide  primary  care  in  a  health 
professional  shortage  area  would  be  eligible  to  be  awarded  National 
Health  Service  Corps  scholarships.   Individuals  wishing  to  practice  in 
non-primary  care  specialties  would  continue  to  be  able  to  borrow  at 
market  rates  of  interest  under  the  Health  Education  Assistance  Loan 
(HEAL)  program. 

CONSOLIDATED  ALLIED  HEALTH 

Mr.  Stokes:   Under  the  Primary  Care  Health  Professions 
Initiatives , 'the  agency  is  proposing  to  consolidate  all  allied  health 
special  projects,  area  health  education  centers,  family  medicine, 
health  education  training  centers,  nurse  practitioners,  and  a  number  of 
other  training  programs.   Provide  for  the  record  a  list  of  each  of  the 
health  components  that  are  currently  funded  under  this  program.   Please 
include  the  amount  of  funding  provided  to  each,  for  each  of  the  last 
five  years,  the  FY  1995  budget  request  amount  for  each,  and  the  number 
of  students  that  received  awards  for  each  of  the  five  years  in 
question.  Additionally,  outline  for  the  record  the  program  review, 
evaluation  that  was  conducted  and  resulted  in  the  proposed 
consolidation. 

Dr.  Sumaya:   The  following  tables  reflect  programs  to  be  funded 
under  the  Primary  Care  Health  Professions  Initiatives  as  well  as  the 
number  of  students  assisted  for  FYs  1990  through  1995. 
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The  existing  multiplicity  of  categorical  training  authorities  has 
created  increasing  problems  in  the  way  of  undue  limits  on  types  of 
eligible  entities,  excessive  restrictions  on  use  of  funds  to  accomplish 
particular  program  goals,  arbitrary  limits  on  health  disciplines 
covered,  and  Inflated  administrative  costs.   Vice  President  Gore's 
National  Performance  Review  team  specifically  examined  these 
authorities  and  recommended  consolidation  to  Improve  program 
effectiveness  as  well  as  economy  in  administration. 

NATIONAL  HEALTH  SERVICE  CORPS 

Mr.  Stokes:   The  National  Health  Service  Corps  is  extremely 
critical  to  helping  to  service  the  health  care  needs  of  underserved  and 
poverty  stricken  people.   How  many  awards  would  be  made  under  the 
FY  1995  budget  request  level,  and  how  does  this  compare  with  FY  19947 
Elaborate  in  detail  on  how  the  National  Health  Service  Corps  would 
target  its  funding  for  disadvantaged  populations. 

Dr.  Sumaya:   At  the  Administration's  FY  1995  level  of  funding  for 
National  Health  Service  Corps  (NHSC)  Scholarship  and  Loan  Repayment 
Programs,  approximately  400  awards  in  each  program  could  be  made 
resulting  in  800  providers  entering  service  between  FY  1995  and 
FY  2003.   In  FY  1993,  406  scholarships  were  awarded  for  service 
beginning  FY  1995  through  FY  2000.   An  additional  477  loan  repayment 
contracts  generated  1,058  person-years  of  service  beginning  in  FY  1994 
through  FY  1997. 

The  decrease  in  the  planned  number  of  scholarship  awards  and  loan 
repayment  contracts  directly  correlates  with  an  increase  in  educational 
costs.   Health  professional  schools  increased  their  costs  an  average  of 
8  percent  in  FY  1994,  but  the  range  of  increases  ran  from  0  percent  to 
19  percent. 

Targeting  the  National  Health  Service  Corps  funds  for 
disadvantaged  populations  must  take  into  account  two  different  but 
complementary  activities.   NHSC  field  recruitment  activities  are 
directed  toward  attracting  providers  that  will  deliver  high  quality 
health  care  that  is  medically  and  culturally  competent  to  urban  and 
rural  medically  underserved  communities.   Many  of  these  communities 
contain  disadvantaged  populations  which  include  a  significant 
proportion  of  minorities.   The  NHSC  scholarship  and  loan  repayment 
selection  criteria  and  funding  preferences  allow  applicants  to  indicate 
if  they  are  of  a  disadvantaged  background.   These  disadvantaged  and/or 
minority  individuals  comprise  a  significant  portion  of  the  award 
recipients  to  assure  the  availability  of  culturally  competent  providers 
in  underserved  areas. 

In  FY  1993  the  scholarship  awards  Included  20  individuals  from  a 
disadvantaged  background  (4.9  percent)  and  118  (29.06  percent) 
minorities  including  African-American,  Hispanic,  Asian  American, 
American- Indian,  and  Pacific  Islanders. 

Targeting  the  disadvantaged  populations,  the  National  Health 
Service  Corps  complements  the  process  for  selection  of  scholars  with 
the  process  for  identifying  the  sites  in  which  the  National  Health 
Service  Corps  providers  serve. 
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All  sites  or  entities  receiving  recruitment  assistance  are 
designated  Health  Professional  Shortage  Areas  (HPSA) .   This  designation 
is  based  on  population-provider  ratios,  poverty  level,  barriers  to 
accessing  health  care  including  culture  and  distance,  and  selected 
health  indicators  such  as  infant  mortality  rates  and  rate  of  low  birth 
weight  births.   The  designation  may  encompass  a  geographic  area,  a 
special  identified  population,  or  a  public  or  private  non-profit 
facility  designation.   Significant  numbers  of  disadvantaged  individuals 
(which  include  large  proportions  of  minorities)  reside  in  HPSAs. 

The  HPSAs  of  greatest  need  are  objectively  rated  for  inclusion  on 
the  Health  Professional  Shortage  Area  Placement  Opportunity  List  (HPOL) 
from  which  the  National  Health  Service  Corps  scholars  are  assigned. 
Each  entity  requesting  inclusion  on  the  HPOL  vacancy  list  is  evaluated 
based  upon  the  percent  of  provider  vacancies  related  to  the  total 
number  of  providers,  the  percent  of  users  below  the  200  percent  of 
poverty  index,  travel  time  or  distance  as  a  measure  of  accessibility, 
and  the  rate  of  either  infant  mortality  or  low  birth  weight  births. 
Sites  or  entities  with  the  greatest  need  (the  highest  scores)  are 
included  on  the  HPOL  for  assignment  of  scholars  while  other  needy  sites 
(a  second  level  of  need)  are  available  as  service  sites  for  those 
health  professionals  participating  in  the  loan  repayment  programs. 
Remaining  sites  and  entities  may  remain  eligible  for  non-obligated 
providers  to  serve  and  to  alleviate  health  care  shortages. 

PERINATAL  CARE 

Mr.  Stokes:   The  HRSA  justification  indicates  that  under  the 
Community  Health  Centers  activities  the  request  includes  funding  for 
the  use  of  a  case  management  approach  to  perinatal  care  to  reduce 
infant  mortality.   Explain  the  objectives  of  this  approach  and  how 
would  in  deed  help  to  reduce  infant  mortality?   Is  there  a 
collaborative  effort  with  respect  to  infant  mortality  and  the  NIH,  more 
specifically,  the  National  Institute  for  Child  Health  and  Human 
Development?   Explain. 

Dr.  Sumaya:   Case  management  is  defined  in  terms  of  the  following 
five  functions:  (a)  risk  assessment,  (b)  coordination  and  referral,  (c) 
follow-up  and  tracking,  (d)  crisis  intervention,  and  (e)  documentation. 

Experts  have  long  recognized  that  comprehensive  perinatal  services 
are  critical  in  assuring  healthy  pregnancy  outcomes  and  in  reducing 
infant  deaths.   Equally  important  is  a  case  management  system  that 
coordinates  the  clients'  prenatal  care  services  and  refers  her  to 
appropriate  specialty  care,  health  education  or  social  services  as 
needed.   Determination  of  the  level  or  type  of  care  is  dependent  upon 
the  clients'  risk  assessment,  which  is  also  a  part  of  case  management. 
The  case  manager  follows-up  and  tracks  the  patients  care  to  document 
that  she  is  receiving  the  care  she  needs  when  she  needs  it.   This 
allows  the  integration  of  the  clients'  comprehensive  perinatal  care 
with  other  specialized  services.   Case  management  assists  the  pregnant 
women  by  identifying  resources  and  obtaining  services  necessary  to 
ensure  positive  birth  outcomes. 

Currently  there  are  no  specific  collaborative  efforts  between  NIH 
and  the  Community  Health  Center  program. 
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FAMILY  MEDICINE 

Mr.  Stokes:   With  a  large  penetration  of  HMO's  and  the  fact  that 

they  are  attracting  almost  all  the  new  residents,  how  do  you  propose  to 

maintain  an  adequate  supply  of  family  medicine  practitioners  in 
under served  urban  areas? 

Dr.  Sumaya:   The  HRSA  utilized  funding  priorities  to  encourage  the 
enrollment  and  training  of  underrepresented  minorities  and  other 
disadvantaged  individuals  for  its  family  medicine  programs 
(predoctoral,  residency,  faculty  development  and  departments)  in 
FY  1993  and  in  FY  1994.   Of  the  265  applications  received  in  FY  1993, 
186  were  recommended  for  approval,  and  89  awards  were  made.   Of  the  89 
grant  awards,  28  received  the  funding  priority.   Of  the  309 
applications  received  in  FY  1994,  210  were  recommended  for  approval, 
and  165  awards  were  made.   Of  the  165  grant  awards,  46  received  the 
funding  priority. 

Plans  for  implementation  of  FY  1995  are  not  final.   It  is  expected 
that  underrepresented  minorities  and  other  disadvantaged  individuals 
will  be  addressed  in  the  rating  criteria  for  approved  applications  or 
as  an  application  requirement. 

Mr.  Stokes:   How  do  the  funding  preferences  as  proposed  guarantee 
care  for  special  populations? 

Dr.  Sumaya:   We  know  from  practice  survey  data  that  Family 
Physicians  have  historically  distributed  proportionally  across 
geographic  areas  of  the  country.   Family  Physicians,  by  virtue  of  the 
training  that  they  receive,  are  well  equipped  to  practice  in  rural 
areas,   and  equally  well  prepared  to  meet  the  needs  of  the  urban 
underserved. 

Strategies  to  provide  all  Americans  affordable  health  care  are 
being  undermined  by  the  shortage  of  primary  care  physicians  and  an 
excess  of  specialists.   Therefore,  limited  federal  funds  must  be 
targeted  to  train  the  kinds  of  doctors  this  Nation  needs.   The  public 
can  no  longer  continue  to  subsidize  the  medical  education  of 
financially  needy  students  who  want  to  become  specialists  or 
subspecialists. 

Mr.  Stokes:   How  do  these  funding  preferences  provide  incentives 
to  minorities  to  pursue  careers  in  family  medicine? 

Dr.  Sumaya:   The  statutory  preferences  for  primary  care  training 
under  Title  VII  support  funding  of  programs  that  can  demonstrate  a  high 
number  of  graduates  practicing  in  underserved  communities,  or  that  can 
show  Increasing  rates  of  graduates  who  ultimately  practice  in 
underserved  communities.   The  health  care  needs  of  minority 
communities,  and  of  other  vulnerable  populations  can  best  be  addressed 
by  assuring  an  adequate  supply  of  generalist  phy8icians--trained  in 
Family  Medicine,  General  Internal  Medicine,  and  General  Pediatrics-- 
that  are  practicing  in  community-based  primary  care  settings.   Programs 
that  are  successful  in  graduating  generalist  physicians  to  practice  In 
underserved  communities,  are  generally  able  to  attract  minority 
trainees  who  are  committed  to  practice  in  these  settings. 
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GERIATRIC  EDUCATION  CENTERS 

Mr.  Hoyer:   Dr.  Sumaya,  I'm  interested  in  asking  you  a  couple  of 
questions  that  relate  to  the  Geriatric  Education  Centers.   First  of 
all,  are  there  sufficient  health  professionals  with  training  and 
education  in  geriatrics  to  provide  adequate  health  care  to  the  nation's 
aging  population? 

Dr.  Sumaya:   The  supply  of  health  personnel  appropriately  prepared 
to  care  for  the  elderly  remains  deficient  at  all  levels.   Needs 
outlined  in  the  1987  report  on  Personnel  for  Health  Needs  of  the 
Elderly  Through  the  Year  2000  remain  unmet  to  a  considerable  degree. 
The  Bureau  of  Health  Professions  report  in  the  1993  Select  Committee  on 
Aging,  House  of  Representatives,  identified  serious  shortages  in  key 
allied  health  and  health  related  professions,  as  well  as  significant 
shortages  in  medicine  and  nursing. 

A  1993  Institute  on  Medicine  study,  Strengthening  Training  in 
Geriatrics  for  Physicians,  noted  that  approximately  802  of  all  visits 
to  physicians  by  older  adults  were  made  to  primary  care  physicians. 
The  number  and  level  of  training  for  these  primary  care  physicians  is 
inadequate;  a  small  number  of  academic  geriatricians  are  presently 
available  to  meet  the  increasing  demand  for  preparation  of  primary  care 
physicians  to  serve  the  elderly. 

The  estimated  geriatric  faculty  deficit  for  internal  medicine 
alone  is  1,411;  only  362  of  the  420  internal  medicine  residency 
programs  feature  geriatric  training.   Similar  nursing  studies  indicate 
that  by  the  year  2020,  current  projections  for  RNs  available  to  care 
for  the  elderly  will  be  outstripped  by  approximately  600,000. 

Geriatric  practice  is  interdisciplinary  in  nature;  treatment  and 
care  management  are  reliant  on  the  active  involvement  of  a  number  of 
allied  health  and  health  related  professions  including  pharmacy, 
dentistry,  physical  therapy,  occupational  therapy,  dietetics,  mental 
health  specialists,  social  workers  and  case  managers.   Shortages  in 
these  professions  have  been  documented  by  numerous  reports  including 
the  Second  Report  of  the  Advisory  Panel  on  Alzheimer's  Disease.   Staff 
capable  of  responding  to  the  special  needs  of  Alzheimer's  patients  are 
in  especially  short  supply.   The  training  needs  of  professionals 
working  in  the  home  health  sector  cut  across  all  health  disciplines. 
Special  training  for  work  with  homebound  older  adults  is  needed  for 
nurses,  physicians,  social  workers,  therapists  and  case  managers. 

Faculty  development  continues  to  be  a  need  across  all  disciplines. 
Need  exists  for  interdisciplinary  faculty  teams,  comprised  of  faculty 
representing  a  variety  of  single-disciplines,  who  are  capable  of 
teaching  the  basics  of  interdisciplinary  team  assessment,  evaluation, 
treatment  and  case  management. 

Mr.  Hoyer:   What  impact  have  the  Geriatric  Education  Centers  had 
on  the  preparation  of  the  health  care  work  force  to  care  for  the 
nation's  growing  number  of  elderly? 

Dr.  Sumaya:   Since  funding  began  in  FY  1983,  approximately  175,000 
health  professions  educators  and  practitioners  have  attended  the 
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program  offerings  of  the  Geriatric  Education  Centers  (GECs). 
Approximately,  170  schools  of  the  health  professions  and  over  550 
affiliate  clinical  training  sites  have  been  involved  in  geriatric 
education  and  training  through  individual  and  consortial  cooperative 
agreements  and  partnerships  forged  by  the  47  GECs  who  have  received  or 
are  currently  receiving  HRSA  funding. 

The  GEC  program  promotes  both  intra-university  and  inter- 
university  cooperation  among  the  schools  of  the  health  professions 
through  an  interdisciplinary  focus  to  all  educational  and 
administrative  programming  and  by  encouraging  the  development  of 
consortia  of  three  or  more  academic  institutions. 

The  GECs  offer  a  variety  of  educational  formats  including  one  year 
faculty  development  and  mini-fellowship  programs,  short-term  training 
(40  hours  or  more),  workshops,  seminars,  summer  institutes  and  a  broad- 
base  continuing  education  venue.   Curricula  have  been  developed  for  all 
disciplines.   These  curricula  have  been  institutionalized  in  the  form 
of  new  degree  and  certificate  programs,  new  courses,  and  new  clinical 
training  sites  at  funded  institutions  and  other  universities,  four-year 
colleges  and  community  colleges  across  the  United  States  and  Puerto 
Rico.   Health  care  professionals  who  received  this  training  have 
emerged  with  increased  awareness  of  the  special  needs  of  the  elderly 
and  the  skills  to  address  these  needs.   Program  content  includes  health 
promotion  and  disease  prevention,  assessment  of  frail  elders, 
rehabilitation,  interdisciplinary  practice,  rural  aging,  dementia  and 
depression,  incontinence,  elder  abuse,  mismedication,  falls  and 
fractures,  prevention  and  self-management  of  diabetes,  and  other  topics 
for  which  current  practitioners  generally  lack  specialized  knowledge 
and  skills.   A  major  contribution  of  the  GECs  has  been  the  development 
of  two  new  areas  of  study,  ethnogeriatrics  and  gero-ethics. 

The  GECs  maintain  strong  working  relationships  with  the  AHECs,  the 
Rural  Health  Associations,  State  and  local  health  departments  and  State 
units  on  aging,  among  others.   The  GEC  network  is  recognized  as  a 
strong  national  resource  for  both  education  and  training  and  health 
care  referral  given  their  clinical  site  affiliations. 
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MATERNAL  AND  CHILD  HEALTH  BLOCK  GRANT 

Mrs.  Lowey:   I  understand  that  90  percent  of  the  programs 
supported  by  the  maternal  and  child  health  block  grant  are  experiencing 
increased  demand  for  services  and  that  waiting  lists  are  growing.   In 
addition,  it  has  been  estimated  that  increased  funding  for  the  Head 
Start  program  could  trigger  additional  referrals  for  maternal  and  child 
health  services.   In  light  of  these  factors,  doesn't  it  make  sense  to 
increase  funding  for  the  Block  Grant  to  help  respond  effectively  to 
this  growing  demand? 

Dr.  Sumaya:   The  MCH  Block  grant  is  being  reduced  in  the  FY  1995 
President's  Budget  because  of  overall  constraints  in  the  Department's 
budget.   The  demand  for  MCH  services  has  been  increasing  and  is 
anticipated  to  grow  in  conjunction  with  the  expansion  of  the  Head  Start 
and  WIC  programs.   The  MCH  Block  grant  provides  a  major  portion  of  the 
infrastructure  support  in  the  States  to  assure  the  coordination  and 
availability  of  health  services  for  children  under  these  important 
programs.   In  addition,  many  Head  Start  children  are  eligible  for 
health  services  under  Medicaid. 

COMMUNITY  HEALTH  CENTERS 

Ms.  Lowey:  Many  community  health  centers  are  long  overdue  for 
capital  improvements.  Can  you  describe  how  HRSA's  spending  plan  is 
addressing  this  issue? 

Dr.  Sumaya:   In  FY  1994  approximately  $4.5  million  was  available 
in  Federal  funds  to  support  capital  requests  in  C/HHCs.   This  level  of 
funding  was  used  to  support  the  correction  of  fire/life  safety  code 
violations,  as  well  as  to  support  the  expansion  of  existing  facilities 
to  eliminate  overcrowded  conditions  associated  with  an  increased  demand 
for  services.   Capital  improvements  included:   facility  acquisition, 
construction,  alteration,  renovation,  expansion  and  modernization. 

In  FY  1994  many  of  these  awards  will  be  for  one-time  expenditures, 
while  others  are  time-limited  commitments  tied  to  facility  loans.   As  a 
consequence,  the  HRSA  expects  to  support  a  similar  number  of  one-time 
capital  and  participation  in  facility  loans  requests  in  FY  1995  with 
the  proposed  appropriation.   Consistent  with  FY  1994,  first  priority 
will  be  given  to  requests  that  address  current  or  imminent  fire/life 
safety  code  violations.   Second  priority  will  be  given  to  projects  that 
address  facility  or  overcrowding  problems  that  impede  the  delivery  of 
services  to  patients. 

In  addition,  HRSA  is  exploring  the  potential  of  developing 
partnerships  with  other  agencies/organizations.   Working  with  other 
Federal  agencies  [for  example.  Rural  Development  Administration 
(formerly  FmHA) ,  Department  of  Housing  and  Urban  Development]  as  well 
as  with  non-Federal  organizations,  HRSA  is  developing  capital 
partnerships  that  will  provide  CHCs  with  financial  assistance  for 
capital  improvement  projects. 
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HISPANICS  AND  HRSA 

Mr.  Serrano:   Dr.  Sumaya,  as  I  am  sure  you  are  aware,  the 
Congressional  Hispanic  Caucus  is  concerned  about  HHS  and  Uispanics.   I 
would  appreciate  your  answering  the  following  questions  for  the  record. 

First,  I  would  appreciate  your  telling  the  Subcommittee  what  steps 
you  are  taking  or  plan  to  take  to  increase  Hispanic  hiring  and 
promotion  within  HRSA. 

Dr.  Sumaya:   One  of  the  major  goals  in  the  Health  Resources  and 
Services  Administration's  Multi-Year  Affirmative  Employment  Plan  (AEP) 
is  to  Increase  the  representation  of  Hispanics  in  the  Agency.  At  the 
present  time,  Hispanics  represent  approximately  4.6  percent  of  the 
employees  in  the  Agency.   The  following  approaches  have  been  adopted  by 
the  Agency's  Office  of  Equal  Opportunity  and  Civil  Rights  to  fulfill 
its  goals  and  objectives  to  improve  the  recruitment  and  retention  of 
Hispanic  employees  at  all  levels  in  the  Agency: 

1.  Identify  future  recruitment  needs  of  Hispanics.   The 
underrepresentation  of  Hispanic  employees  in  HRSA  dictates  the 
need  for  an  organized  recruitment  plan  targeted  at  Hispanics  and 
based  on  immediate  and  future  recruitment  needs. 

2.  Develop  a  data  base  to  trace  applicant  results.   In  coordination 
with  the  Division  of  Personnel  Management,  a  Background  Survey 
Questionnaire  will  be  provided  to  each  applicant  to  voluntarily 
designate  his/her  race. 

3.  Provide  orientation  on  the  Hispanic  Recruitment  Plan  to  managers 
and  supervisors  because  of  their  responsibilities  in  Influencing 
job  development  and  hiring  goals. 

4.  Establish  recruitment  priorities  for  all  sources.   The  current 
Hispanic  workforce  in  PHS  is  too  small  to  anticipate  increases  in 
HRSA  by  hiring  Hispanics  from  within.   Hiring  consideration  for 
Hispanics  in  the  Agency  needs  to  be  expanded  to  all  sources. 

5.  Utilization  of  non-competitive  appointments  authorities  to  recruit 
Hispanics  in  HRSA.   Such  authorities  expedite  hiring  where 
critical  needs  exist  and  can  be  justified. 

6.  Provide  training  for  HRSA  managers  and  supervisors  on  ways  to  work 
with  diverse  groups  to  achieve  maximum  productivity. 

Mr.  Serrano:   Second,  what  percentage  of  HRSA's  budget  is  directed 
specifically  at  Hispanic  health  issues  (with  the  understanding  that 
much  of  HRSA's  work  will  impact  Hispanic  health  without  being  directed 
at  Hispanics)? 

Dr.  Sumaya:   Of  HRSA's  FY  1995  President's  Budget  of  $3.2  billion, 
$5  million  for  Centers  of  Excellence  supports  Hispanic  Health  Issues 
directly.   In  addition,  approximately  $250  million  indirectly  supports 
a  large  Hispanic  population.   In  FY  1992  Hispanics  comprised  28  percent 
of  Community  Health  Center  clients,  63  percent  of  Migrant  Health  Center 
clients,  15  percent  of  Health  Care  for  the  Homeless  clients,  and  8 
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cent  of  Health  Care  for  Residents  of  Public  Housing  clients.   In  the 
rst  3  months  of  FY  1993,  22  percent  of  clients  who  were  tested  at 
intee's  sites  for  HIV  infection  were  Hispanic,  compared  with  only  12 
rcent  the  previous  year.   In  FY  1993,  7  percent  of  individuals 
ceiving  NHSC  Scholarship  awards  and  9  perent  of  those  who  made 
deral  Loan  Repayment  agreements  were  Hispanic. 

Mr.  Serrano:   Third,  what  is  HRSA  doing  to  improve  the  low 
irticipation  rates  of  Hispanics  in  HRSA  prograuns  that  are  directed  at 
iproving  minority  health  or  increasing  the  numbers  of  minority  health 
rofessionals? 

Dr.  Sumaya:   HRSA  is  engaged  in  a  number  of  activities  designed  to 
mprove  the  participation  rates  of  Hispanics  in  programs  addressing 
ispanic  health,  as  well  as  education  and  training  of  Hispanics  for 
ealth  care  careers.   Examples  of  these  initiatives  include: 

•  Information  on  Faculty  Loan  Repayment  Program  (FLRP)  has  been  sent 
to  Hispanic  Centers  of  Excellence  and  other  minority  centers  of 
excellence  with  Hispanic  enrollment.   Centers  are  to  identify 
candidates  and  guide  them  through  application  process.   Telephone 
contacts  and  site  visits  are  being  conducted  as  follow-up. 

•  Articles  on  the  FLRP  will  appear  in  publications  with  Hispanic 
readership  such  as  those  disseminated  by  the  Health  Professions 
Associations,  the  Interamerican  College  of  Physicians  and 
Surgeons,  and  the  Hispanic  Mentor  Recruitment  Network. 

•  Information  about  FLRP  will  be  sent  through  targeted  mailings  to 
directors  of  minority  affairs;  residency  programs;  and  Ph.D. 
programs  at  all  health  professions  schools  and  academic  health 
centers . 

•  Hispanic  faculty  will  be  a  major  topic  of  discussion  in  two  major 
conferences  in  1995.   Issues  and  action  strategies  regarding 
Hispanic  faculty  and  students  in  health  professions  schools  will 
be  addressed. 

•  In  FY  1995  contracts /cooperative  agreements  will  be  awarded  to 
establish  model  Hispanic  Health  Career  Opportunity  Programs 
(HCOPs)  at  Hispanic  Serving  Institutions  (HSI)  and  other 
institutions  with  high  Hispanic  enrollment.  Model  projects  will 
be  located  in  the  five  metropolitan  areas  in  the  U.S.  where  three 
fourths  of  the  Hispanic  population  reside. 

•  HRSA  will  establish  a  formal  partnership  agreement  with  the 
Hispanic  Association  of  Colleges  and  Universities  (HACU)  to 
collaborate  on  activities  designed  to  increase  student  and  faculty 
participation  in  HRSA  programs . 

•  Technical  assistance  meetings  have  been  scheduled  for  FY  1995 
targeted  to  HSIs  that  have  not  made  applications  to  HCOP,  or  have 
applied  previously  without  success. 

•  The  Spanish  Language  Training  Program  funded  through  the  Hispanic 
Health  Alliance  provides  Spanish-language  training  to  primary  care 
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providers  staffing  Conamunity  and  Migrant  Health  Centers.   In  FY 
1994,  five  intensive  training  conferences  were  conducted  serving 
approximately  1,110  providers. 

MINORITY/DISADVANTAGED  HEALTH  PROFESSIONS  INITIATIVE 

Mr.  Serrano:   Dr.  Sumaya,  how  would  the  existing  Centers  of 
Excellence,  particularly  the  Hispanic  and  Native  American  COEs,  be 
affected  by  the  proposed  consolidated  Minority/Disadvantaged  Health 
Professions  Initiative?  And  how  would  the  goals  of  the  Centers  of 
Excellence  program  be  met  under  the  new  structure? 

Dr.  Sumaya:   The  Department  of  Health  and  Human  Services  will  be 
working  with  congressional  subcommittee  members  and  staff  to  help 
resolve  differences  between  the  House  and  Senate  minority  health  bills, 
which  would  reauthorize  the  various  Title  VII  minority /disadvantaged 
programs,  including  the  COE  program. 

CONSOLIDATED  STUDENT  LOAN  PROGRAM 

Mr.  Serrano:   If  you  eliminate  scholarships  for  persons  with 
exceptional  financial  need,  only  provide  loans,  and  only  make  loans  to 
those  who  will  enter  professions  "needed  to  meet  health  care  reform 
objectives",  then  disadvantaged  and  minority  students  who  wish  to  go 
into  medicine  will  not  have  the  range  of  choices  available  to  other 
medical  students.  Would  you  comment  on  this? 

Dr.  Sumaya:   The  restructuring  of  programs  that  provide  financial 
assistance  to  health  professions  students  is  intended  to  target  Federal 
resources  such  that  the  objectives  of  health  care  reform  and  cost 
control  are  best  realized.   In  the  case  of  medicine,  this  generally 
limits  borrower  eligibility  to  primary  care  specialties  and  other 
specialties  where  shortages  may  exist  to  meet  the  needs  of  health  care 
reform.   For  disadvantaged  and  minority  students,  as  well  as  for  all 
other  students  choosing  medical  specialties  other  than  primary  care  or 
other  specialties  needed  under  health  care  reform,  financial  assistance 
will  still  be  available  through  the  Health  Education  Assistance  Loan 
(HEAL)  program,  which  will  remain  in  its  current  form.   Students  will 
still  have  the  same  range  of  choices,  but  since  the  specialties  needed 
for  health  care  reform  are  generally  the  lower  paying  primary  care 
specialties,  lower  cost  loans  will  be  targeted  to  them,  and  higher  cost 
HEAL  loans  will  be  available  to  those  who  can  more  easily  repay  the 
loans . 
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RYAN  WHITE  CARE  FUNDING 

Ms.  DeLauro:   According  to  your  budget  justification,  there  will 
be  a  40%  increase  over  the  next  five  years  in  the  number  of  people  in 
the  late  stages  of  AIDS/HIV-related  diseases.   What  does  that  indicate 
about  what  the  Ryan  Whi\:e  CARE  funding  needs  are  likely  to  be  in  the 
next  five  years? 

Dr.  Sumaya:   The  40%  figure  was  an  example  of  the  potential 
increase  in  the  number  of  people  in  the  late  stages  of  HIV  infection 
who  will  be  in  the  care  system  over  the  next  five  years.   The  amount  of 
the  increase  is  dependent,  in  part,  on  what  estimate  you  chose  to  use 
for  the  number  of  people  infected  with  the  HIV  virus.  Assuming  current 
Ryan  White  statutory  requirements,  the  future  CARE  Act  funding  needs 
will  increase  substantially.   This  would  be  reduced  if  health  care 
reform  legislation  provides  universal  medical  coverage,  pharmaceuticals 
and  other  services  covered  by  the  Ryan  White  CARE  Act. 

Ms.  DeLauro:   Your  budget  justification  estimates  that  an 
additional  3  to  7  metropolitan  areas  may  become  eligible  for  Title  I 
funding  in  FY  '95.   Is  that  still  your  current  best  estimate?   Is 
Hartford,  Connecticut  likely  to  be  one  of  those  new  metropolitan  areas? 

Dr.  Sumaya:   Final  eligibility  will  be  determined  based  on  cases 
reported  to  the  Centers  for  Disease  Control  and  Prevention  (CDC)  and 
published  in  the  CDC's  HIV/AIDS  Surveillance  Report  as  of  March  31, 

1994.  Hartford,  Connecticut  is  not  projected  to  be  eligible  in  FY 

1995.  The  following  areas  appear  to  have  reached  eligibility  as  of 
March  31,  1994: 

Austin,  TX*       San  Antonio,  TX 
Caguas,  PR**      Santa  Rosa-Petaluma,  CA** 

Jacksonville,  FL*  Vineland-Millville-Bridgeton,  NJ** 
Portland,  OR* 

*   Based  on  cumulative  cases  in  excess  of  2000. 

**  Based  on  a  per  capita  incidence  of  at  least  0.0025. 

Ms.  DeLauro:   The  budget  justification  states  that  the  increase  in 
funds  requested  for  Title  I  will  "...provide  for  case  management 
services  by  increasing  the  number  of  trained  case  managers  to 
coordinate  access  to  care  and  link  clients  to  diverse  parts  of  the 
delivery  system."   Do  you  have  an  estimate  as  to  the  number  of  new  case 
managers  that  may  be  trained  with  FY  '95  funds,  and  how  much  will  be 
spent  on  this  effort?  Are  Title  I  grantees  required  to  use  case 
managers  as  a  part  of  the  services  they  provide? 

Dr.  Sumaya:   We  do  not  have  an  estimate  with  respect  to  the  number 
of  new  case  managers  needed  or  planned  by  the  Title  I  metropolitan 
areas,  however  they  have  reported  utilizing  an  average  of  15%  of  the 
funds  available  to  them  in  support  of  case  management  activities.   The 
funds  available  to  them  include  local  and  state  funds  in  addition  to 
their  Ryan  White  Title  I  grant  awards.   Case  management  is  considered 
important  to  assuring  access  to  care. 
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ORGAN  TRANSPLANTATION 

Ms.  Delauro!   The  FY  '94  House  Report  contained  the  following 
language  with  regard  to  organ  transplantation:  "...In  light  of 
continuing  problems  in  finding  organs  for  those  in  need  of  them,  the 
Committee  encourages  HRSA  to  place  greater  emphasis  on  its  information 
and  education  activities  to  increase  the  donation  and  availability  of 
organs  for  transplantation."   In  you  budget  justification,  you  state: 
"The  Agency  appreciates  the  Committee's  encouragement  and  continues  to 
emphasize  information  and  education  activities  to  improve  organ 
donation  and  the  effectiveness  of  organ  procurement  organizations.  " 

Given  that  your  FY  95  budget  request  for  Organ  Procurement  and 
Transplantation  is  at  the  FY  94  request,  both  in  total,  and  for  the 
Awareness  program,  how  does  this  request  respond  to  this  Committee's 
concern  that  greater  emphasis  be  placed  on  information  and  education 
activities? 

Dr.  Sumaya:  The  Agency  continues  to  appreciate  the  Committee's 
encouragement  and  interest  in  organ  donation  and  donor  awareness. 
However,  in  consideration  of  the  Administration's  concern  over  the 
costs  associated  with  health  care  programs,  the  Agency  plans  to  focus 
its  efforts  in  the  area  of  organ  donor  awareness  among  minority 
populations  particularly  efforts  to  coordinate  donor  activities  and 
financial  resources  among  organizations  involved  with  organ 
transplantation.   These  organizations  will  be  encouraged  to  develop 
ways  to  "pool"  their  limited  resources  along  with  federal  funds.  As  a 
consequence  of  this,  we  feel  that  the  Agency  can  leverage  the  limited 
funds  it  has  available  and  still  make  a  major  contribution  in  this  area 
of  concern.   The  Agency  also  is  working  with  outside  organizations  to 
create  a  visible  public  information  and  donor  awareness  campaign. 

FAMILY  PLANNING 

Ms.  DeLauro:   I  applaud  your  budget  request  for  an  increase  in  the 
Family  Planning  program.   The  budget  justification  indicates  that 
increases  will  allow  "...increased  focus  on  quality  and  completeness  of 
services  including  treatment  of  STDs,  screening  for  cervical  cancer  and 
prevention  of  breast  cancer,  substance  abuse  counseling,  and  counseling 
on  avoidance  of  high  risk  behavior  which  may  place  clients  at  risk  of 
STD  and  HIV..."  Will  these  breast  and  cervical  cancer  services  be 
provided  in  conjunction  with  the  CDC  Breast  and  Cervical  Cancer 
Screening  program? 

Dr.  Sumaya:   The  Title  X  program  actively  engaged  in  discussions 
with  the  CDC  about  using  Title  X  clinics  as  sites  for  the  Breast  and 
Cervical  Cancer  Prevention  initiative.   To  date,  there  has  been  no 
across-the-board  agreement.   However,  of  the  states  that  receive  CDC 
funds  for  this  initiative,  some  have  developed  strategies  to  contract 
directly  with  Title  X  clinic  sites  for  providing  the  breast  and 
cervical  cancer  prevention  services.   Independently,  the  Title  X 
progreun  has  determined  that  screening  for  cervical  cancer,  treatment  or 
referrals  for  precancerous  conditions,  and  cousellng  regarding  early 
detection  of  breast  cancer  are  important  priorities  for  Title  X 
clients,  and  has  therefore  encouraged,  through  these  priorities,  Title 
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X  grantees  to  emphasize  these  services. 

Ms.  Delauro:   Will  the  treatment  of  STDs  be  a  new  function  under 
this  program?   Is  this  part  of  an  effort  to  move  to  "one-stop-shopping" 
at  family  planning  clinics,  i.e.,  to  try  to  consolidate  more  services 
that  have  been  available  only  at  other  sites  or  have  not  been  available 
at  all? 

Dr.  Sumaya:   Screening  and  treatment  of  sexually  transmitted 
diseases  (STDs)  has  long  been  a  part  of  Title  X's  goal  of  providing  a 
full  range  of  reproductive  health  services.   STDs  can  affect  fertility, 
and  can  contraindicate  use  of  certain  contraceptives.   In  addition,  the 
family  planning  setting  offers  an  ideal  location  to  counsel  on  STD, 
including  HIV,  prevention  because  of  the  younger  age  and  higher  risk 
status  of  Title  X  clients.   The  inclusion  of  this  priority  in  the  Title 
X  justification  reemphasizes  the  importance  of  providing  comprehensive 
reproductive  health  services  and  defines  the  priority  activities  which 
Title  X  programs  will  pursue. 

Ms.  Delauro:   How  will  you  go  about  the  effort  to  outreach  to  low- 
income  women,  adolescents  and  persons  at  high  risk  of  unintended 
pregnancy  or  infection  with  STD  not  now  receiving  family  planning 
services,  as  is  contemplated  in  your  budget  justification? 

Dr.  Sumaya:   Title  X  clinics  have  the  knowledge  and  linkages  to 
perform  these  outreach  activities.   In  the  past,  funding  constraints 
have  limited  providers'  abilities  to  provide  comprehensive  services  and 
allocate  resources  to  outreach.   In  addition,  use  of  funding  criteria 
which  value  quantities  of  clients  served  have  tended  to  encourage 
services  to  the  greatest  numbers  at  the  expense  of  more  costly  services 
such  as  outreach,  particularly  outreach  to  high  cost  clients,  such  as 
adolescents  and  persons  at  high  risk  of  STD.   Program  policy  changes 
which  have  deemphasized  the  use  of  quantitative  client  counts  in 
setting  funding  levels,  combined  with  development  and  sharing  of 
outreach  plans  and  protocols,  will  help  us  to  attain  this  goal. 

Ms.  DeLauro:   How  will  you  attempt  to  train  and  retain  more  family 
planning  nurse-practitioners?  How  much  do  you  expect  to  spend  on  this 
effort  in  FY  1995,  and  how  does  that  compare  to  FY  199A  and  FY  1993. 

Dr.  Sumaya:   The  Office  of  Population  Affairs  has  made  clear  its 
goal  to  train  more  nurse  practitioners,  and  has  included  this  goal  in 
its  competitive  announcement  soliciting  applications  from  nurse 
practitioner  trainer  applicants.   In  FY  1993,  funding  for  nurse 
practitioner  training  was  increased  by  50  percent  and  a  minority  nurse 
recruitment  and  retention  focus  was  added.   Nurse  practitioner  trainee 
graduate  data  for  FY  1993  and  1994,  and  projections  for  FY  1995  yield 
the  following: 

o  A  projected  $2.3  million  will  be  spent  on  nurse  practitioner 
training  in  FY  1995. 

o  In  fiscal  years  1993  and  1994,  $1.7  million  and  $1.9  million, 
respectively,  was  spent  on  nurse  practitioner  training. 

o  In  fiscal  year  1993,  the  Title  X  nurse  practitioner  training 
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program  graduated  142  Title  X  reproductive  health  nurse 
practitioners.   In  FY  1995,  preparation  of  214  new  Title  X 
reproductive  health  nurse  practitioners  is  projected. 

COMMUNITY  HEALTH  CENTERS 

Ms.  DeLauro:   Your  Bureau  justification  states  that  "Compared  to 
similar  patients  that  do  not  use  CHCs,  CHC  patients  have:   lower 
hospital  admission  rates;  shorter  hospital  lengths  of  stay;  lower  total 
annual  Medicaid  costs;  and  lower  infant  mortality  rates."   These  are 
extremely  important  outcomes;   given  this  impressive  record,  why  does 
the  FY  '95  budget  request  include  no  additional  resources  for  Community 
Health  Centers? 

Dr.  Sumaya:   As  the  FY  1995  budget  was  developed,  C/MHCs  had  to 
compete  with  many  other  PHS  programs  for  funding.   Fiscal  constraints 
did  not  allow  any  increases  for  these  two  service  programs.   However, 
the  Health  Security  Act  includes  an  additional  $100  million  for  C/MHCs 
in  FY  1995,  and  a  total  increase  of  $600  million  by  FY  2000. 

NATIONAL  HEALTH  SERVICE  CORPS 

Ms.  DeLauro:   Your  budget  request  calls  for  level  funding  for 
National  Health  Service  Corps  Recruitment.   This  would  translate  into  a 
decrease  in  FY  '95,  compared  to  FY  '94,  in  the  number  of  scholarships 
and  Federal  loan  repajrment  agreements.   Even  if  everyone  in  the  country 
were  to  obtain  health  insurance  tomorrow,  we  would  still  now  have  a 
guarantee  that  enough  health  care  providers  would  be  available  in 
certain  urban  and  rural  areas.  Why  is  the  budget  request  less  than 
what  is  needed  to  help  us  keep  increasing  the  number  of  primary  care 
providers  in  these  areas? 

Dr.  Sumaya:   The  Administration's  request  of  $82  million  for  FY 
1995  represents  approximately  800  new  health  professionals  for  the 
National  Health  Service  Corps.   Of  these  800  primary  care  providers, 
approximately  400  will  enter  service  in  FY  1995  through  loan  repayment 
contracts  and  the  remaining  400  will  enter  service  beginning  in  FY  1997 
through  FY  2003  through  scholarship  support. 

While  these  proposed  awards  represent  a  decrease  from  the  proposed 
FY  1994  levels  of  450  scholarship  awards  and  450  loan  repajrment 
contracts,  they  are  still  new  providers  entering  the  National  Health 
Service  Corps  system  and  increasing  the  number  of  primary  care 
providers  in  underserved  areas.  While  the  rate  of  growth  slows,  the 
number  of  available  health  professionals  is  increasing.   The 
Administration  request  recognizes  this  continuing  growth  while  holding 
the  budget  stable.   In  addition,  the  Health  Security  Act  includes  an 
additional  $50  million  for  the  NHSC  in  FY  1995,  and  a  total  increase  of 
$950  million  by  FY  2000. 
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Initiatives,  Increasing  Nursing  Workforce  Diversity  progreun  is  the 
former  Nurse  Education  Opportunity  for  Individuals  from  Disadvantaged 
Backgrounds  program;  the  new  Nurse  Practitioner,  Nurse  Midwife  and 
Other  Advanced  Practice  Nursing  program  includes  elements  of  the  former 
Advanced  Nurse  Education,  Nurse  Anesthetists  Traineeships ,  Nurse 
Practitioner/Midwife  and  the  Professional  Nurse  Traineeships  programs; 
and  Strengthening  Capacity  for  Basic  Nurse  Education  and  Practice 
contains  elements  of  the  former  Nursing  Special  Projects  Program. 

Minority/Disadvantaged  Health  Profession  Initiatives: 

Centers  of  Excellence $23,481,000 

Health  Careers  Opportunity  Program.   24,961,000 
Loan  Repayment/Fellowships 

-  Faculty 1.053.000 

Subtotal 49,495,000 

Consolidated  Student  Assistance  Program: 

Exceptional  Financial  Need 

Scholarships 10,433,000 

Financial  Assistance  for  Disadvant- 
aged Health  Profession  Students..   6,241,000 

Loans  for  Disadvantaged  Students...   7,925,000 

Scholarships  for  Disadvantaged 

Students 17.102.000 

Subtotal 41 ,  701 ,  000 

Primary  Care/Public  Health  Education  Initiatives: 

Allied  Health  Special  Projects 2,300,000 

Area  Health  Educations  Centers 21,050,000 

Chiropractic  Demonstration  Grants..  0 

Family  Medicine  -  Training  6 

Departments 44 ,  742 ,  000 

General  Dentistry  Training 1,600,000 

General  Internal  Medicine  & 

Pediatrics 15,972,000 

Geriatric  -  Training  &  Education 

Centers 6 ,  652 ,  000 

Health  Administration  Traineeships  k 

Special  Projects 994 ,  000 

Health  Education  &  Tmg  Centers 2,832,000 

Pacific  Basin  Medical  Officer's 

Training 1,422,000 

Physician  Assistant  Training 6,213,000 

Fodiatric  Medicine  -  Primary  Care 

Training 0 

Public  Health  &  Prev  Medicine 7,410.000 

Rural  Health  Interdisciplinary 

Training 3.600.000 

Subtotal 114 ,  787 ,  000 
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COMMUNITY  AND  MIGRANT  HEALTH  CENTERS 

Mr.  Bonlllas   You  state  In  your  budget  justification  on  page  24 
that  in  fiscal  year  1994,  the  Coomunity  and  Migrant  Health  Care  Centers 
will  have  funding  to  support  the  increased  cost  of  providing  services 
to  their  current  patients.   How  will  a  hard  freeze  or  a  1.5  percent 
decrease  affect  these  center's  current  services  in  fiscal  year  1995? 

Dr.  Sumayat   Due  to  expanded  grant  funding  in  FY  1991  to  FY  1994, 
changes  in  Medicaid  eligibility  and  increases  in  Medicaid  revenues,  the 
C/MHC  programs  have  been  able  to  provide  access  to  over  1  million 
additional  medically  underserved  individuals  since  FY  1991.   Based  on 
this  previous  experience,  we  anticipate  that  some  additional  increase 
in  Medicaid  revenue  will  continue  to  occur.   In  addition,  with  the 
anticipated  savings  realized  from  discounted  pharmaceutical  prices  for 
C/MHCs,  v9   believe  that  health  centers  will  be  able  to  maintain  their 
current  service  levels  and  serve  at  least  the  same  number  of  patients. 

Mr.  Bonillat   Will  some  centers  receive  less  money  than  last  year 
or  will  the  centers  not  be  able  to  support  the  increased  cost  of 
providing  services  to  their  current  patients? 

Dr.  Sumayai   HRSA  does  not  plan  to  reduce  the  amount  of  support  it 
currently  provides  to  health  centers.   In  addition,  as  a  consequence  of 
the  expanded  grant  funding  given  to  health  centers  in  FY  1994  to 
support  the  increased  cost  of  providing  services  to  current  patients, 
as  well  as  the  changes  in  Medicaid  eligibility  and  the  increases  in 
Medicaid  revenues,  the  BPHC  anticipates  that  C/MHCs  will  be  able  to 
maintain  their  current  service  levels.   Also,  with  the  anticipated 
savings  realized  from  discounted  pharmaceutical  prices  for  C/MHCs,  we 
believe  health  centers  will  be  able  to  serve  at  least  the  same  number 
of  patients. 

Mr.  Bonilla:   Why  is  HRSA  not  requesting  any  increases  to  deal 
with  the  vital  issue  of  Coomunity  and  Migrant  Health  Care  Centers? 
According  to  HRSA's  budget  justification  sixty  percent  of  the  patients 
who  access  the  centers  are  below  the  poverty  line  and  37  percent  (are) 
uninsured.   These  people  lack  insurance,  have  insufficient  health 
delivery  capacity,  have  health  concerns  not  met  by  traditional  medical 
care  or  face  other  barriers  to  care.   Are  Community  and  Migrant  Health 
Care  Centers  not  important  to  the  President? 

Dr.  Sumaya:   As  the  FY  1995  budget  was  developed,  C/MHCs  had  to 
compete  with  many  other  PHS  programs  for  funding.   Fiscal  constraints 
did  not  allow  any  increases  for  these  two  programs.   However,  the 
Health  Security  Act  includes  an  additional  $100  million  for  C/MHC  in 
FY  1995,  and  a  total  increase  of  $600  million  by  FY  2000. 

CONSOLIDATION 

Mr.  Bonillat   What  would  HRSA  suggest  the  subcommittee  do  if  the 
legislative  authority  authorizing  consolidation  of  health  professions 
is  not  approved  by  Congress?  When  can  we  expect  a  budget  revision  from 
the  administration? 

Dr.  Sumayat  The  following  table  represents  what  the  HRSA  would 
recoomend  to  be  appropriated  for  FY  1995  for  Title  VII  and  Title  VIII 
programs.   Specifically,  under  Title  VIII,  Priority  Nursing  Education 
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Priority  Nursing  Education  Initiatives: 
Strengthening  Capacity  for  Basic 

Nurse  Education  and  Practice 9.860.000 

Nurse  Practitioner.  Nurse  Midwife.  & 

Other  Advanced  Practice  Nursing..   44.931.000 
Increasing  Nursing  Workforce 

Diversity 3.693.000 

Subtotal 58 .  484  .  000 

Health  Professions  Research  &  Data: 

Health  Professions  Data  System 1.642.000 

Research  on  Certain  Hlth  Profession 

Issues 1.122.000 

Subtotal 2.764.000 

Total  Titles  VII  &  VIII $267,231,000 

This  table  provides  specific  dollar  requests  for  health 
professions  programs  in  FY  1995.  As  with  the  original  FY  1995  request, 
this  proposal  assures  that  non-competing  continuation  projects  will  be 
funded . 

SIMILARITIES  AND  DIFFERENCE  OF  CONSOLIDATION 

Mr.  Bonilla:   Could  you  provide  for  the  subcommittee  the 
similarities  and  differences  between  the  Clinton  Administration's 
proposal  to  consolidate  resources  and  the  Reagan  Administration's 
proposal  to  consolidate  resources  back  in  the  early  1980s7 

Dr.  Sumaya:   In  1988,  in  the  President's  Budget  for 
FY  1989.  the  Reagan  Administration  proposed  consolidation  of  all  Title 
VII  and  VIII  authorities  in  a  single  authority  for  Cooperative  Health 
Professions  Initiatives  to  address  emerging  health  care  problems  and 
high  priority  health  care  needs  of  the  States.  The  proposal  was 
accompanied  by  a  proposed  reduction  in  funding  of  Title  VII  and  VIII 
programs  from  about  $209  million  in  FY  1988  to  $40  million  in  FY  1989. 
The  proposal  would  have  channeled  all  support  to  States,  groups  of 
States,  or.  under  exceptional  circumstances,  consortia  of  health  or 
educational  institutions . 

In  1985.  the  Reagan  Administration's  proposed  "Health  Amendments 
of  1985"  called  for  repeal  of  Title  VII  and  VIII  authorities 
altogether,  on  the  grounds  that  present  conditions  no  longer  justified 
Federal  support  in  this  program  area. 

By  comparison,  the  Clinton  Administration's  revised  proposal  would 
provide  for  targeting  of  resources  to  projects  and  other  activities  in 
five  general  areas  of  health  professions  and  nurse  education  and 
practice.  Overall  funding  of  health  professions  and  nurse  education 
initiatives  would  be  reduced  only  slightly  from  the  preceding  fiscal 
year.   Eligible  applicants  would  include  a  broad  range  of  public  and 
nonprofit  private  entities. 
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NEW  INFORMATION  REQUIREMENTS 

Mr.  Bonllla:   You  state  on  page  101  of  your  budget  justification 
that  grantees  would  be  required  to  meet  information  requirements  as 
specified  by  the  Secretary  of  HHS.   Are  these  new  requirements  and 
would  Congress  have  oversight  over  these  requirements? 

Dr.  Sumaya:   If  the  government  is  to  evaluate  the  effectiveness  of 
particular  health  professions  and  nursing  grants  and  contracts  in 
producing  desired  outcomes,  the  Secretary  must  be  able  to  collect 
relevant  information  from  awardees  on  program  operations.   In  the  past, 
the  Congress  has  established  certain  specific  information  requirements, 
e.g.,  the  information  requirements  applicable  to  a  number  of  Title  VII 
and  VIII  grant  programs  under  sections  791  and  860(e)(2)  of  the  PHS 
Act.   We  would  work  with  the  Congress  to  develop  reasonable  information 
requirements  under  the  proposed  consolidated  authorities.   It  is 
important  that  such  requirements  assure  the  availability  of  necessary 
data  without  placing  undue  burdens  on  awardees.   The  Secretary  should 
be  given  some  discretion  to  tailor  requirements  to  the  needs  of 
particular  disciplines  or  types  of  grant  programs. 

CUT  IN  PRIMARY  CARE  HEALTH  PROFESSIONS /OTHER  PRIORITY  NURSING 

Mr.  Bonilla:   Assuming  the  authorization  passes,  what  programs 
will  be  cut  in  the  Primary  Care  Health  Professions  Initiatives  to 
achieve  the  proposed  $13.6  million  in  savings? 

Dr.  Sumaya:   All  of  HRSA's  primary  care  training  programs  would  be 
reduced  slightly,  but  some  less  than  others.   All  current  grantees 
would  be  held  harmless  and  will  be  protected;  continuation  support 
would  be  provided  to  all  existing  grantees.   In  high  priority  areas 
such  as  Family  Medicine  Training,  General  Internal  Medicine  and 
Pediatrics  Training,  Area  Health  Education  Centers,  Public  Health, 
Health  Administration,  Physician  Assistant  Training,  and  Health 
Education  and  Training  Centers  will  have  dollars  to  fund  new 
applications.   Podiatric  Medicine  Training  and  Chiropractic 
Demonstration  Grants  would  not  be  funded.   Under  the  revised 
configuration,  with  Nurse  Practitioner/Midwife  moving  from  Primary  Care 
Health  Professions  Initiatives  to  Priority  Nursing  Education 
Initiatives,  the  reduction  would  be  slightly  less  than  originally 
proposed. 

Mr.  Bonilla:   Assuming  the  authorization  passes,  what  programs 
will  be  cut  in  the  Other  Priority  Nursing  Initiatives  to  achieve  the 
proposed  $2.3  million  in  savings? 

Dr.  Sumaya:   The  FY  1995  budget  reflects  some  difficult  choices 
between  investment  strategies  and  targeted  deficit  reduction  savings, 
not  all  nursing  programs  are  cut.   Under  the  revised  President's 
proposal  Title  VII  programs  are  consolidated  under  Priority  Nursing 
Education  Initiatives  into  three  program  areas.   The  first.  Increasing 
Nursing  Workforce  Diversity  is  the  former  Nurse  Education  Opportunity 
for  Individuals  from  Disadvantaged  Backgrounds  program  and  no  cut  is 
proposed.   The  Second,  Nurse  Practitioner,  Nurse  Midwife  and  Other 
Advanced  Practice  Nursing  includes  elements  of  the  former  Advanced 
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Nurse  Education,  Nurse  Anesthetists  Traineeships,  Nurse 
Practitioner /Midwife  and  the  Professional  Nurse  Traineeships  programs. 
Comparing  the  FY  1994  dollars  for  these  programs  to  the  newly  proposed 
consolidated  line  would  show  a  cut  of  $2.4  million.   The  reduction  has 
been  spread  so  that  no  one  particular  program  is  specifically  targeted. 
The  remaining  area.  Strengthening  Capacity  for  Basic  Nurse  Education 
and  Practice,  formerly  Nursing  Special  Projects  would  receive  a  modest 
decrease  of  $.5  million.   All  current  grantees  would  be  held  harmless 
and  continuation  support  would  be  provided.   Also  there  would  be 
dollars  to  fund  new  applications. 

NURSE  ANESTHETISTS 

Mr.  Bonilla:   You  state  in  your  budget  justification  on  page  107 
that  additional  nurse  anesthetists  will  be  trained,  reducing  shortages 
in  rural  areas.   How  will  HRSA  achieve  this  goal?  Will  HRSA  mandate 
rural  assignments  or  offer  incentives  to  anesthetists  who  practice  in 
rural  areas? 

Dr.  Sumaya:   Additional  nurse  anesthetists  will  be  prepared 
because  the  President's  budget  retains  the  funding  for  the  preparation 
of  nurse  anesthetists.   To  address  the  goal  of  getting  nurse 
anesthetists  into  the  rural  areas,  the  Division  of  Nursing  will 
continue  to  implement  the  approaches  mandated  in  the  statute  regarding 
the  preparation  of  Nurse  Anesthetists  for  rural  areas.   The  legislation 
gives  a  funding  preference  in  the  traineeship  programs  to  those  program 
participants  that  "gain  significant  experience  in  providing  health 
services  at  rural  health  facilities."  Furthermore,  preference  for  the 
awarding  of  the  traineeships  is  given  to  those  who  are  residents  of 
health  professional  shortage  areas. 

AHEC/HETC 

Mr.  Bonilla:   How  can  you  guarantee  that  programs  like  the  Area 
Health  Education  Centers  and  Health  Education  Training  Centers  will  not 
get  cut  by  the  Secretary  in  the  consolidation  of  resources? 

Dr.  Sumaya:   The  proposed  consolidation  efforts  within  the  Area 
Health  Education  Centers  (AHEC)  and  Health  Education  Training  Centers 
(HETC)  programs  are  intended  to  reduce  specific  legislative 
authorities,  i.e.,  eliminate  the  Special  Initiatives  grant  authority, 
and  focus  resources  on  the  basic  AHEC  program,  the  Model  State- 
Supported  AHECs,  and  the  HETCs.   We  are  currently  reviewing  the 
increasing  demand  for  AHEC  funds  as  more  medical  schools  view  the  AHEC 
and  HETC  programs  as  the  vehicle  to  Initiate  or  expand  community  based 
clinical  training  of  medical  students,  primary  care  residents, 
physician  assistants,  nurse  practitioners  and  associated  health 
professionals,  at  underserved  sites. 

Increased  funds  for  the  basic  AHEC  Program  will  allow  the  funding 
of  new  starts  in  States  where  there  currently  is  no  AHEC  program,  i.e., 
Alabama,  Hawaii,  Iowa,  Pennsylvania,  Vermont,  Wyoming.   More  funds  will 
allow,  also  in  States  where  there  are  several  medical  schools,  i.e., 
Florida,  Texas,  Missouri,  more  medical  schools  to  participate  as  part 
of  a  statewide  AHEC  program  strategy. 
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The  Model  State- Supported  AHEC  Program,  which  began  in 
FY  1993,  has  a  dollar  for  dollar  matching  funds  requirement.   With 
funds  in  the  amount  of  $600,000  made  available  in  FY  1993,  a  total  of 
12  awards  were  made  to  ongoing  AHEC  programs  that  are  primarily  State 
supported  and  are  expanding  their  efforts  in  the  areas  of:   primary 
care  training;  work  force  diversity  and  the  recruitment  and  retention 
of  underrepresented  minorities;  clinical  training  site  development  in 
underserved  areas;  and  improving  the  practice  environment  for  primary 
health  care  personnel  practicing  in  underserved  areas.   It  is 
anticipated  that  there  will  be  20  applicants  for  Model  State-Supported 
AHEC  program  funds  in  FY  1994. 

The  HETC  program  addresses  the  training  needs  of  severely 
underserved  areas  that  have  demonstrated  serious  unmet  health  care 
needs,  areas  such  as  those  along  the  border  of  the  United  States  and 
Mexico.   The  HETC  program  funds  address  primary  care  training  as  well 
as  public  health  training  approaches  and  include  the  training  of 
community  health  workers  sensitive  to  the  culture  of  underserved 
population  groups,  including  legal  Immigrants.   Funds  for  this  program, 
though  authorized  at  $5  million  for  fiscal  years  1993  through  1995, 
have  remained  at  approximately  $2.8  million  with  $1.4  million  or  fifty 
percent  of  the  funds  awarded  to  HETCs  in  border  area  States:   Arizona, 
California,  New  Mexico,  Texas,  and  Florida.   Demands  for  HETC  funds 
will  continue  to  grow  in  areas  that  are  being  called  upon  to  meet 
serious  unmet  health  care  needs  of  growing  underserved  population 
groups . 

In  summary,  the  AHEC  and  HETC  programs  are  key  to  the  equitable 
distribution  of  community  based  clinical  training  responsive  to  the 
needs  of  underrepresented  and  underserved  populations.   These  programs 
are  viewed  by  applicant  schools  and  State  legislators  as  a  reasonable 
approach  to  linking  the  training  and  resources  of  academic  institutions 
with  the  service  resources  and  needs  of  local  communities. 

PODIATRIC  MEDICINE 

Mr.  Bonilla:   In  the  opinion  of  HRSA,  why  is  the  pediatric 
medicine  program  being  terminated?   Is  the  program  ineffective?   How 
can  HRSA  recommend  termination  of  a  program  that  provides  critical  care 
in  prevention  and  treatment  systemic  diseases  like  diabetes,  arthritis, 
neurological  disease,  and  circulatory  and  kidney  disorders. 

Dr.  Sumaya:   The  HRSA  pediatric  medicine  program,  which  trains 
pediatric  primary  care  residents,  is  not  being  terminated  for 
ineffectiveness,  but  more  as  a  result  of  our  shift  of 
emphasis  to  the  "generalist"  practitioner.   The  role  of  the  residency 
trained  primary  care  podiatrist  is  well-appreciated  within  this  Agency. 
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FUTURE  OF  GERIATRIC  ETCs 

Mr.  Bonilla:   In  the  opinion  of  HRSA,  what  is  the  future  of  the 
geriatric  education  and  training  centers?  Will  it  be  expanded, 
contracted,  or  funded  at  the  same  level  as  fiscal  year  19947 

Dr.  Sumaya:   Funding  will  be  available  for  geriatric  education  and 
training  in  FY  1995;  14  Geriatric  Education  Centers  and  9  Faculty 
Training  Projects  in  Geriatric  Medicine  and  Dentistry  will  be  funded. 
In  FY  1994,  20  Geriatric  Education  Centers  and  9  Faculty  Training 
Projects  in  Medicine  and  Dentistry  grants  were  awarded. 
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HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

HEALTH  RESOURCES  AND  SERVICES 

PROGRAM  OPERATIONS 

For  carrying  out  titles  II,  III,  VII,  VIII,  X,  XII,  XIX,  and  XXVI  of  the 

Public  Health  Service  Act,  section  427(a)  of  the  Federal  Coal  Mine  Health  and 

Safety  Act,  title  V  of  the  Social  Security  Act,  the  Health  Care  Quality 

Improvement  Act  of  1986,  as  amended,  Public  Law  101-527,  and  the  Native 

Hawaiian  Health  Care  Act  of  1988,  [$2,926,381,000]  $3,014,253,000,    of  which 

$415,000  shall  remain  available  until  expended  for  interest  subsidies  on  loan 

guarantees  made  prior  to  fiscal  year  1981  under  part  B  of  title  VII  of  the 

Public  Health  Service  Act:  Provided,   That  when  the  Department  of  Health  and 

Human  Services  administers  or  operates  an  employee  health  program  for  any 

Federal  department  or  agency,  payment  for  the  full  estimated  cost  shall  be 

made  by  way  of  reimbursement  or  in  advance  to  this  appropriation:  Provided 

further.    That  of  the  funds  made  available  under  this  heading,  $942,000  shall 

be  available  until  expended  for  facilities  renovations  at  the  Gillis  W.  Long 

Hansen's  Disease  Center:  Provided  further.   That  no  more  than  $5,000,000  is 

available  for  carrying  out  the  provisions  of  Public  Law  102-501:  Provided 

further.    That  notwithstanding  section  502 (a) ( 1 )    of   the  Social   Security  Act,   no 
more   than  $93 ,390 ,575   is   available  for  carrying  out   special   projects  of 
regional   and  national   significance  pursuant   to  section  501 (a) (2 )    of  such  Act: 
Provided  further.   That  in  addition  to  fees  authorized  by  section  427(b)  of  the 

Health  Care  Quality  Improvement  Act  of  1986,  fees  shall  be  collected  for  the 

full  disclosure  of  information  under  the  Act  sufficient  to  recover  the  full 

costs  of  operating  the  National  Practitioner  Data  Bank,  and  shall  remain 

available  until  expended  to  carry  out  that  Act.  (Department   of  Health  and 

Human  Services  Appropriations  Act,    1994.) 
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HEALTH  RESOURCES  AND  SERVICES 
Language  Analysis 


Language  Provision 


Explanation 


Provided  further.  That 
notwithstanding  section  502(a)(1) 
of  the  Social  Security  Act,  no  more 
than  $93,390,575  is  available  for 
carrying  out  special  projects  of 
regional  and  national  significance 
pursuant  to  section  501(a)(2)  of 
such  Act. 


This  language  provides  a  set 
amount  for  SPRANS  to  insure  there 
is  no  reduction  in  funding  for 
either  the  State  grants  or  the  CISS 
program  within  the  Maternal  and  Child 
Health  Block  Grant. 


no 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

Health  Resources  and  Services 

Amounts  Available  for  Obligation  ^' 


1993  1994  1995 

Actual       Appropriation       Estimate 

Appropriation $2,601,625,000   $2,926,381,000   $3,014,253,000 

Section  216  reductions  -2,838,000 
Section  511  reductions  -20,813,000 
Section  513  reductions      -1,100,000 

Real  transfer  to  the 
Health  Centers  for 
Malpractice  Claims .. .       -1,000,000       -5.000,000 

Comparative  transfer  from 
Health  Centers  for 
Malpractice  Claims. . .       +1,000,000      +5,000,000 

Comparative  transfer  to 
Office  of  Minority 
Health -4.910,000 

Comparative  transfer  to 
the  Indian  Health 
Service -211.000        -211,000' 

Subtotal,  adjusted        

budget  authority. . .    2.571.753,000    2.926.170.000    3,014,253.000 

Unobligated  balance, 

start  of  year 17,512,000       13.594.000       5.817,000 

Unobligated  balance. 

end  of  year -13.594.000       -5.817.000       -5.817.000 

Unobligated  balance. 

lapsing -732.000   i^   i^ 

Total  obligations $2,574,939,000   $2,933,947,000   $3,014,253,000 

^'  Excludes  the  following  amounts  for  reimbursements:   FY  1993  Appropriation  • 

$123,947,000  and  465  FTEs;  FY  1994  Appropriation  $159,211,000  and  456  FTEs; 
FY  1995  -  $164,649,000  and  423  FTEs. 
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HEALTH  RESOURCES  AND  SERVICES 
SUMMARY  OF  CHANGES 

1994  Appropriation $2,926,170,000 

1995  Request 3.014,253.000 

Net  Change +88  ,  083  ,  000 

1994  Current 

Estimate  Base  Chanpe  from  Base 

Budget  Budget 

(FTE)   Authority  (FTE)    Authority 
Increases : 

A.  Built-in: 

1.  Annualized  cost  of  1994  Commis- 

sioned Corps  pay  raise --   129,234,000  --  +169,000 

2.  Annualized  cost  of  1994 

locality  pay  raise --   129,234,000  --  +697,000 

3.  January  pay  raise  of  1.6% --   129,234,000  --  +1,383,000 

4.  Within  grade  increases --   129,234,000  --  +1,900,000 

5.  Rental  Costs  (SLUC) --     7,749,000  --  +262,000 

6.  Department  of  Labor --       60,000  --  +59,000 

7.  Unemployment  compensation --     2,509,507  --  +5,000 

8.  Administrative  costs --    66,834,000  --  +226,000 

Subtotal --  +4,701,000 

B.  Program: 

1.  National  Health  Service  Corps...  (307)         ---  (+13) 

2.  Health  Professions  research 

and  data --     1,766,000  --  +998,000 

3.  AIDS --   602,800,000  --  +93,000,000 

4.  Family  Planning (50)   180,918,000  --  +18,000,000 

Total  Program  Increases (+13)  +111,998,000 

Total  Increases (+13)  +116,699,000 
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1994  Current 
Estimate  Base 
Budget 
(FTE)   Authority 
Decreases : 

A.  Built-in: 

1.  One  less  day  of  pay --  

B.  Program: 

1.  Health  Professions: 

a.  Primary  care  training/ 

service  linked --   144,642,000 

b.  Other  nursing  priorities --   40,851,000 

Subtotal ,  HP 

2.  Maternal  and  Child  Health --   687,034,000 

3.  Program  Management: 

a.  Reduction  due  to 

reinvention  efforts (1.453)  121,976,000 

b.  Reduction  due  to  Health 

Professions  programs 
consolidation 

4.  National  Hansen's  Disease  Center..   (300)   20,747,000 

5.  Family  Planning (50)  180,918,000 

Subtotal ,  program  decreases 

Total  decreases 

Net  Change 


Change  from  Base 

Budget 
(FTE)   Authority 


-475.000 


-13,609,000 
-2,306,000 

~^       -15.915,000 

-8,000,000 

(-35)    -2,144,000 


(-25)  -1,531,000 
(-8)  -490,000 
(-1)      -61,000 


(-69)   -28,141,000 


(-69)   -28,616,000 


(-56)  +88,083,000 
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Health  Resources  and  Services  Administration 
Budget  Authority  by  Object 


1994 
Appropriation 


Increase 

1995 

or 

Estimate 

Decrease 

Total  number  of  full-time 

permanent  positions 

Total  compensable  workyears : 

Full-time  equivalent  employment... 

Full-time  equivalent  of  overtime 
and  holiday  hours 

Average  ES  salary 

Average  GS  grade 

Average  GS  salary  (excluding 

benefits) 

Average  Commissioned  grade,  grades 
established  by  Act  of  July  1,  1944 
(42  use  207) 

Average  Commissioned  salary,  grades 
established  by  PHS  Act  of  1944 
(42  use  207) 

Average  salary  of  ungraded  positions 

Personnel  compensation: 

Full-time  permanent 

Other  than  full-time  permanent.... 

Other  personnel  compensation 

Total  personnel  compensation. . . 

Personnel  benefits 

Travel  and  transportation  of  persons 
Transportation  of  things 


2.094 

2,110 

9 

$109,006 
10.9 

$46,547 

5.0 

$49,870 
$24,940 


2,038 

2,054 

9 

$111,186 
10.9 

$47,575 

5.0 

$50,330 
$25,239 


-56 


-56 


+$2,180 


+$1,028 


+$460 
+$299 


$99,006,000  $98,585,000 
3,313.000  3,298,000 
4,561.000     4,541,000 


106,880,000  106,424,000 

22.354,000  22,258,000 

3,320,000  3,320,000 

1.216,000  1,216,000 


-421,000 
-15,000 
-20,000 

-456,000 
-96.000 
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Health  Resources  and  Services  Administration 
Budget  Authority  by  Object 


1994 
Appropriation 

Rent,  communications  and  utilities: 

Rental  payments  to  GSA 7,749,000 

Communications,  utilities,  and 

miscellaneous  charges 3,042,000 

Printing  and  reproduction 750,000 

Consultant  services 12 ,  647 ,  000 

Other  services 66,834,000 

Supplies  and  materials 3,108,000 

Equipment 2 ,  247 ,  000 

Investments  and  loans 7,800,000 

Grants,  subsidies  and 

contributions 2 ,  688 ,  223 ,  000 

Total,  budget  authority 2,926,170,000 


1995 
Estimate 


8,011,000 

3,042,000 

750,000 

12,647,000 

91,318,000 

3,108,000 

2,247,000 

7,800,000 


Increase 

or 
Decrease 


+262,000 


+24,484,000 


2,752,112,000    +63,889,000 


3,014,253,000    +88,083,000 
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SIGNIFICANT  ITEMS  IN  HOUSE  AND  SENATE 
APPROPRIATIONS  COMMITTEE  REPORTS 


Item 


Action  Taken  or  to  be  Taken 


FY  199A  House  Report 

Community  health  centers 

1.    The  Committee  encourages  HRSA 
to  consider  using  some  of  the 
funding  provided  over  1993 
levels  for  cost  of  living 
adjustments  for  centers  with 
satisfactory  performance 
records  and  demonstrated  need. 


1 .    Through  the  current  grant 
application  process,  HRSA 
examines  the  need  for  cost  of 
living  adjustments  in  existing 
centers.   In  their 
application,  existing  centers 
are  asked  to  provide  both 
current  service  adjustments 
and  the  need  for  basic 
required  services  in  their 
budget  requests . 

Current  service  adjustments, 
where  applicable,  allow  the 
centers  to  show  the  need  for 
additional  funds  to  maintain 
the  existing  range  of  services 
to  the  current  number  of  users 
when  existing  levels  of 
service  cannot  be  funded  with 
the  total  Federal  and  non- 
Federal  revenue  reasonably 
estimated  to  be  available. 
Basic  required  services 
requests  allow  centers  to 
identify  their  center's  need 
for  additional  funds  to 
support  such  basic  required 
services  as  dental,  pharmacy, 
culturally  sensitive  services, 
case  management,  etc.   Through 
this  grant  application 
process,  HRSA  is  able  to 
examine  the  fiscal  condition 
of  centers  and,  based  on  the 
assessment,  HRSA  can  determine 
the  need  for  increased  grant 
and/or  improvement  awards . 
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Item 


Action  Taken  or  to  be  Taken 


FY  1994  House  Report 


The  Conmilttee  also  encourages 
HRSA  to  give  high  priority  to 
facility  improvements  and 
other  health  care  delivery 
system  initiatives  in 
southwestern  border 
communities. 


HRSA  intends  to  make  funds 
available  in  FY  1994  to 
support  new  health  centers  and 
to  expand  the  capacity  of 
existing  centers.   There  will 
be  open,  national  competition 
for  these  funds.   Grant  awards 
will  be  made  to  centers  that 
will  provide  primary  health 
care  to  underserved 
populations  in  many  areas 
around  the  country.   To  better 
target  our  resources,  the 
selection  process  for  new 
grantees  is  heavily  weighted 
towards  the  need  of  a  given 
population  or  service  area. 
Therefore,  HRSA  anticipates 
reaching  those  in  greatest 
need. 


Health  care  for  the  homeless 


3.    The  Conunittee  provides 

$64,014,000  for  health  care 
for  the  homeless,  which  is 
$6,000,000  above  the 
comparable  1993  appropriation 
and  $6,054,000  above  the 
Administration  request....   In 
1993,  119  projects  are  serving 
525,000  homeless  persons.   The 
Committee  has  recommended  an 
Increase  over  the  1993  level 
for  a  school  Health  Program  to 
provide  crucial,  school-based 
primary  care  services  to 
homeless  and  at-risk  youth. 


HRSA  is  currently  engaged  in 
planning  design  and 
implementation  of  a  "School 
Health  Program"  to  provide 
critical  health  care  to 
homeless  and  at-risk  youth. 
Approximately  $3.2  million 
froia  the  FY  1994  appropriation 
for  the  HCH  Children's  program 
will  be  used  to  fund  about  15- 
20  school  based  primary  care 
projects.   HRSA  is  in  the 
process  of  establishing  a 
workgroup  to  assist  in 
developing  major  program 
operational  and  design 
features,  required  services, 
program  expectations,  and 
related  organizational 
elements.   It  is  expected  that 
School  Health  grants  will  be 
awarded  in  the  summer  of  1994. 
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National  Health  Service  Corps: 
Recruitment 


5. 


The  Committee  encourages  HRSA       4. 
to  expand  Federal -State 
partnerships  In  providing 
Interdisciplinary,  community- 
responsive  educational 
experiences  to  increase  the 
number  of  primary  care 
providers  willing  to  spend  all 
or  part  of  their  careers 
serving,  the  underserved. 
Through  coordinated  efforts, 
experiences  would  be  available 
in  underserved  areas,  helping 
to  assure  that  all  students 
who  desire  a  primary  care 
experience  in  serving  an 
underserved  population  can 
receive  one.   Particular 
emphasis  should  be  placed  on 
coordinated  State  strategies 
which  utilize  Federal,  State, 
and  private  resources. 

The  Committee  urges  HRSA  to         5. 
enhance  technical  assistance 
efforts  in  underserved 
communities  to  better  prepare 
them  for  the  recruitment,  full 
utilization,  and  retention  of 
all  members  of  the  primary 
care  provider  team. 
Particular  emphasis  should  be 
placed  on  removing  barriers  to 
the  full  scope  of  practice  for 
nurse  practitioners,  physician 
assistants,  and  certified 
nurse  midwlves . 


HRSA  has  initiated  a  new  grant 
program  for  FY  1994  entitled 
the  National  Health  Service 
Corps  Fellowship  of  Primary 
Care  Health  Professionals. 
This  program  directly 
addresses  the  Committee's 
concern  that  HRSA  expand 
Federal -State  partnerships  to 
increase  the  number  of  health 
care  providers  committed  to 
serving  the  underserved. 


Pending  availability  of  funds, 
and  subject  to  restrictions 
Imposed  by  the  administrative 
cost  ceiling,  two  site 
development  contracts  are 
pending  awards .   One  is  to 
create  a  site  development 
manual,  and  the  other  is  to 
provide  technical  assistance 
in  developing  sites  for  nurse 
practitioners,  physicians 
assistants,  and  certified 
nurse  midwlves . 
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Hansen's  Disease  services 


6.    The  bill  Includes  $18,487,000 
to  support  the  operation  of 
the  Glllis  W.  Long  Hansen's 
Disease  Center  in  Carville, 
Louisiana  and  the  Regional 
Ambulatory  Care  program  for 
Hansen's  Disease  patients. 
This  is  the  same  as  the  amount 
requested  In  the  budget  and 
$136,000  below  the  amount 
provided  in  fiscal  year 
1993...   In  1993,  the  facility 
Is  expected  to  have  an  average 
inpatient  census  of  150 
patients.   The  Regional 
Ambulatory  Care  program  is 
expected  to  serve  4,100 
patients  in  ten  locations . 
Because  Hansen's  Disease  is 
now  primarily  treated  on  an 
outpatient  basis,  the 
Committee  believes  the 
Ambulatory  Care  Program  is  of 
the  highest  priority.   This 
priority  should  be  reflected 
in  the  allocation  of  funds. 


6 .    HRSA  agrees  that  the 

Ambulatory  Care  Program  is  of 
the  highest  priority  and, 
therefore,  fully  funds  this 
program.   The  Ambulatory  Care 
Program  provides  comprehensive 
Hansen's  Disease  patient  care 
in  all  the  regional  clinics. 
In  addition,  the  private 
physician  care  program  is  also 
fully  operational. 


Healthy  Start 


....The  Committee  Intends  that 
the  funding  provided  for  the 
Healthy  Start  program  be 
designated  for  existing 
Federally- funded  Healthy  Start 
sites . 


HRSA  is  planning  to  use 
Healthy  Start  grant  funds  to 
continue  existing  Federally- 
funded  Healthy  Start  sites  in 
FY  1994. 


Centers  of  excellence 


....The  Committee  intends  that 
HRSA  maintain  and  build  its 
relationship  with  Hispanic 
serving  institutions  and  other 
schools  that  have  a  proven 
track  record  in  serving 
minority  students. 


The  Centers  of  Excellence 
(COE)  are  designed  to 
strengthen  the  national 
capacity  to  train  minority 
students  in  the  health 
professions  by:  enhancing 
academic  performance; 
Improving  curricula  and 
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clinical  experiences; 
recruiting,  training  and 
retaining  faculty;  and 
facilitating  faculty  and 
student  research  in  minority 
health  problems.   In  FY  1994, 
of  the  $11.4  million  available 
for  Hispanic,  Native  American 
and  Other  COEs  4.0  million  was 
awarded  to  8  Hispanic  COEs. 
One,  the  University  of  Puerto 
Rico  School  of  Medicines  is 
predominantly  a  Hispanic 
serving  institution.   The 
remaining  seven  have  proven 
track  records  in  recruiting, 
retaining,  and  graduating 
significant  numbers  of 
minorities  particularly 
Hispanic  students.   In 
addition,  2  contracts  were 
awarded  to  develop,  "Model 
Hispanic  Centers  of 
Excellence",  at  a  cost  of 
$2,093,917.   The  purpose  of 
one  of  these  contracts  is  to 
develop,  implement,  evaluate 
and  document  comprehensive 
Model  Hispanic  Centers  of 
Excellence  program.   The 
second  will  establish  a  model 
continuum  for  selected 
Hispanic  students  from  the 
completion  of  high  school 
through  graduation  from 
medical  school. 
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Physician  assistants 

9.   The  Conunlttee  notes  that 
physician  assistants  are 
Increasingly  Important 
deliverers  of  health  care  and 
emergency  services  In  rural 
areas ,  and  the  Committee 
considers  the  proper  training 
and  education  of  physician 
assistants  to  be  especially 
Important  to  the  health  of 
rural  Americans.  To  the 
extent  funding  permits ,  the 
Committee  encourages  HRSA  to 
consider  supporting  advanced 
degree  programs  in  rural  areas 
for  emergency  services 
training  for  physician 
assistants. 


Action  Taken  or  to  be  Taken 


9.    No  action  is  planned  to 
Implement  a  postgraduate 
program  for  PAs  in 
rural/emergency  services  as 
referenced  on  page  34-35  of 
the  House  report  for  the 
Health  Professions  Education 
Extensions  Amendments  1992. 

Section  750  authority  was  not 
broadened  to  include  advanced 
degree  programs  in  rural  areas 
for  emergency  medical 
training.   Without  this 
change ,  the  grant  program  can 
support  only  undergraduate 
primary  care  PA  programs  or 
those  core  primary  care  PA 
programs  whose  terminal  degree 
happens  to  a  masters  degree. 
Postgraduate  training  is 
specifically  excluded  from  PA 
program  support  and  emergency 
medicine  is  not  included  in 
the  current  definition  of 
primary  care. 


Allied  health  special  projects 

10.   The  Committee  continues  to  be 
concerned  about  the  growing 
shortage  of  allied  health 
personnel  in  both  rural  and 
urban  areas.  The  Committee 
encourages  HRSA  to  give 
greater  consideration  to  those 
projects  from  schools  training 
allied  health  professions 
experiencing  severe  shortages, 
such  as  medical  technologists 
and  cytotechnologlsts . 


10.    The  majority  of  grants  awarded 
under  the  existing  Allied 
Health  Special  Project  Grant 
authority  have  been  to  schools 
who  provide  training  for 
allied  health  professions 
which  are  experiencing  severe 
shortages  i.e.,  physical 
therapy,  occupational  therapy, 
medical  technologists 
programs . 
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Area  health  education  centers 


11.   To  Increase  the  number  of 
primary  care  providers  in 
underserved  areas ,  the 
Committee  believes  that  it 
would  be  cost-effective  and 
timely  to  build  on  existing 
health  care  resources  to 
provide  care  to  the 
underserved.   The  Committee 
encourages  AHECs ,  health 
education  and  training 
centers,  community  and  migrant 
health  centers,  community 
mental  health  programs,  aging 
programs,  health  professions 
programs  and  academic  health 
centers  to  organize  delivery 
systems  or  networks  of  care 
for  the  underserved.   The 
mission  of  these  networks 
would  be  to  increase  the 
number  of  all  types  of  primary 
care  providers,  including 
physicians,  dentists,  nurses, 
mental  health  professionals, 
pharmacists,  and  allied  health 
professionals,  providing 
services  to  underserved  rural 
and  inner  city  areas. 


11.   The  Area  Health  Education 

Center  (AHEC)  Program  gives 
funding  priority  points  to 
applications  which  link  with 
service  delivery  systems  in 
underserved  areas ,  such  as 
community /migrant  health 
centers,  state  designated 
shortage  areas.   In  addition, 
in  times  of  retrenched 
resources,  applications  must 
respond  to  outcome  measures  In 
ten  elements  aimed  at  focusing 
projects  to  meet  the  needs  of 
underserved  populations  and 
minority  populations.   In 
addition,  there  are  priority 
points  given  to  applications 
with  students  and  primary  care 
practitioners  serving  the 
underserved  as  well  as 
recruiting  from  populations 
which  are  underserved. 
Examples  include  the  most 
recently  funded  new  AHEC  in  a 
New  York  inner  city  area,  the 
San  Antonio  project  which 
addresses  the  shortages  in  the 
Lower  Rio  Grande  Valley. 


Organ  transplantation 


All  projects  will  also  have  to 
establish  a  tracking  system  to 
document  impact  in  underserved 
areas. 


12.    ....In  light  of  continuing 

problems  in  finding  organs  for 
those  in  need  of  them,  the 
Committee  encourages  HRSA  to 
place  greater  emphasis  on  its 
information  and  education 
activities  to  increase  the 
donation  and  availability  or 
organs  for  transplantation. 


12.   The  Agency  appreciates  the 

Committee's  encouragement  and 
continues  to  emphasize 
information  and  education 
activities  to  improve  organ 
donation  and  the  effectiveness 
of  organ  procurement 
organizations. 
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Ryan  White  AIDS  programs: 
assistance 


Emergency 


13.    The  Committee  understands  that 
providing  services  to  people 
with  HIV  Infection  and  AIDS  In 
urban  settings  Is  made  more 
difficult  and  costly  by  the 
lack  of  critical  health 
services  Infrastructure,  co- 
morbidity, concurrent 
epidemics,  and  poverty. 
Because  of  these  difficulties, 
the  Committee  urges  HRSA  to 
consult  with  and  provide 
technical  assistance  to 
eligible  Title  I  cities  In  the 
supplemental  grant  application 
process. 


13.    The  Agency  agrees  with  the 

Committee's  concerns  and  has 
developed  a  series  of  meetings 
with  the  existing  and  new 
eligible  metropolitan  areas 
(EMAs)  to  facilitate  the 
application  process  for  FY 
1994  supplemental  awards .   In 
addition,  a  grantee  oriented 
preparation  process  was 
Initiated  early  in  FY  1994 
through  project  officers  with 
each  individual  EMA. 


Administrative  Funding 

14 The  Committee  Intends  that 

all  agency  administrative 
funding,  other  than  for  the 
Glllls  Long  Hansen's  Disease 
Center,  the  National  Health 
Service  Corps  recruitment 
program,  family  planning,  and 
the  programs  funded  In 
separate  appropriations 
accounts,  be  limited  to  the 
amount  provided  for  program 
management .... 


14.    In  FY  1994,  HRSA  spending  will 
remain  within  the  statutory 
limit  on  administrative 
funding. 


Vaccine  Compensation  Statute 

15 The  Conunlttee  urges  the 

Administration  at  Its  earliest 
opportunity  to  review  the 
vaccine  compensation  statute 
and  to  propose  amendments  In 
order  to  bring  the  cost  of  the 
program  In  line  with 
expectations  at  the  time  of 
its  enactment. 


15.   As  proposed  in  the  President's 
Immunization  Initiative, 
Congress  has  taken  action 
(OBRA  of  1993)  to  Increase  the 
annual  authorization  and 
appropriation  for  the  payment 
of  pre- 1988  claims  to  $110 
million.   Therefore,  the  pre- 
1988  funding  crisis  of 
previous  years  has  been  abated 
and  the  $110  million  requested 
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will  be  sufficient  to  provide 
full  funding  for  awards 
entered  by  the  U.S.  Court  of 
Federal  Claims. 
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Community  health  centers 


The  Committee  directs  the 
Secretary  to  utilize  the  first 
$22,000,000  of  the  additional 
funds  to  provide  Increased 
grant  support  for  existing  CHC 
grantees,  to  cover  the 
Increased  costs  of  providing 
services  to  current  patients. 
These  centers  have  received  no 
Increases  for  the  past  4 
years,  despite  the  fact  that 
their  patient  loads  and 
operating  expenses  have 
Increased.   Furthermore,  the 
Committee  is  disturbed  that 
the  recently  funded  new  starts 
have  not  been  funded  at  a 
level  sufficient  to  allow  them 
to  operate  and  perform  the 
basic  services  necessary.   It 
is  the  Committee's  intent  that 
the  existing  CHC's  be  funded 
at  a  level  that  will  allow 
them  to  meet,  at  a  minimum, 
basic  required  services. 


In  FY  1994  the  Community 
Health  Center  program  will 
make  funding  available  for 
existing  centers  to  support 
the  Increased  costs  of 
providing  services  to  their 
current  patients.   Part  of  the 
funding  will  be  available  for 
current  service  adjustments. 
The  remaining  portion  will 
support  the  establishment  of 
basic  required  services  (e.g., 
dental  services ,  pharmacy 
services,  recruitment  and 
retention  activities, 
culturally  sensitive  services, 
case  management  and  service 
education  linkages)  within 
existing  CHCs . 


As  part  of  the  Infant 
mortality/low  blrthwelght 
initiative  undertaken  by  the 
Department,  the  Committee 
expects  the  Secretary,  in 
allocating  funds  for 
expansion,  to  give  priority 
consideration  to  those  areas 
with  high  rates  of  Infant 
mortality  and  low  blrthwelght 
births. 


HRSA  Is  currently  providing 
grant  funds  to  areas  with  high 
adolescent  birth  rates,  high 
numbers  of  substance  abusing 
mothers,  infant  mortality 
rates  of  15.7  or  higher  and 
low  birth  weight  rates  of  6.9 
or  higher  with  preference 
given  to  Community  Health 
Centers  in  Healthy  Start 
target  areas  and  rural  areas . 


79-879  O- 94 -5 
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3.    During  last  year's 

deliberations,  the  Committee 
highlighted  the  pressing 
health  care  needs  of  both  the 
recent  Filipino  Immigrant 
population  In  Hawaii  (which 
possess  a  significant 
Incidence  of  tuberculosis)  and 
the  Asian-American  and  Pacific 
Islander  community.   Many  of 
these  individuals  are  recent 
arrivals  to  the  United  States. 
For  cultural  and  language 
reasons  they  do  not  have 
adequate  access  to  the  health 
care  that  they  require ,  even 
when  these  services  exist  in 
their  area.  The  Committee 
further  notes  that  CHC's  are 
required  to  provide 
translation  services;  however, 
HRSA  has  provided  only  minimal 
resources  to  CHC's 
specifically  for  this  purpose. 
Accordingly,  HHS  is  directed 
to  revise  its  current 
regulations  to  ensure  that 
appropriate  weight  is  given  to 
the  pressing  needs  of  this 
particular  client  population, 
rather  than  continuing  to  rely 
exclusively  upon  geographic 
designations.   In  addition, 
the  Department  is  again 
strongly  urged  to  make  this 
population  a  priority  in 
funding  CHC's.   Finally,  HHS 
is  again  urged  to  work  closely 
with  the  Association  of  Asian 
Pacific  Community  Health 
Organizations  (AAPCHO) ,  to 
ensure  that  their  concerns  are 
appropriately  taken  into 
account  In  establishing  this 
year's  funding  priorities. 


Through  its  awarding  of  grant 
funds ,  the  C/MHC  programs 
attempt  to  address  the  needs 
of  many  different  areas  and 
populations  throughout  the 
country.   The  C/MHC  programs 
are  acutely  aware  of  the 
special  health  care  needs  of 
these  most  vulnerable 
populations.   The  C/MHC 
programs  have  and  will 
continue  to  target  their 
resources  to  address  the 
health  care  needs  of  those 
whose  access  to  primary  care 
is  restricted  because  of 
language  and  cultural 
barriers. 

In  FY  1994,  it  is  anticipated 
that  grant  funds  will  be 
available  to  support  new 
health  centers  and  to  expand 
the  capacity  of  many  existing 
centers.   This  will  result  in 
primary  care  services  becoming 
available  to  many  currently 
underserved  populations, 
Including  many  of  whom  are  of 
Asian/Pacific  Islander 
heritage  or  are  recent 
Filipino  immigrants.   In 
addition,  the  C/MHC  programs 
Intend  to  make  funds  available 
to  support  the  establishment 
of  basic  required  services 
within  existing  CHCs , 
Including  the  provision  of 
translation  and  other 
culturally  appropriate 
services. 

HRSA  is  currently  providing 
grant  funds  to  the  Association 
of  Asian  Pacific  Community 
Health  Organizations  (AAPCHO) 
to  Improve  the  data 
capabilities  of  C/MHCs  with 
large  Asian/Pacific  Islander 
American  populations.   Since 
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accurate  data  is  crucial  In 
defining  and  describing  the 
needs  of  these  populations, 
the  improved  data  gathered  as 
a  result-  of  this  grant  will 
help  us  develop  policies  and 
programs  for  these  high  risk 
populations.   In  addition,  we 
are  requesting  that  AAPCHO 
work  with  individual, 
identified  communities  to 
assist  them  in  the  development 
of  grant  applications  for  new 
health  center  funding  in  FY 
1994. 

HRSA  has  and  will  continue  to 
seek  the  advice  of  the 
Asian/Pacific  Islander 
American  populations  as  it 
develops  policies  and  programs 
which  will  have  an  impact  on 
the  affected  communities. 
HRSA  will  establish 
ombudsperson  positions  to 
directly  identify  and  address 
the  needs  of  these 
populations. 

Since  serving  the  needs  of  all 
disadvantaged  linguistic  and 
ethnic  populations  is  and  will 
remain  a  priority  within  the 
C/MHC  programs,  the 
Asian/Pacific  Islander 
American  populations  will 
continue  to  be  a  focus  within 
the  programs . 
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Renovating/repairing  equipment 


4.    The  Conunlttee  also  directs 

that  funding  be  made  available 
for  Increased  grant  support 
under  sections  329,  330,  and 
340  of  the  Public  Health 
Service  Act,  to  assist  health 
centers  which  are  experiencing 
serious  problems  In  accessing 
resources  for  renovating  or 
repairing  facilities,  or  for 
making  necessary  Improvements 
and  equipment  purchases . 
These  funds  should  be  made 
available  on  a  priority  basis 
to  support  the  modernization 
or  repair  of  outpatient 
medical  facilities.  Including 
equipment  purchases.   First 
priority  should  be  given  to 
requests  for  the 
modernization,  repair,  or 
replacement  of  facilities 
which  are  current  or  imminent 
safety  hazards  under  existing 
fire,  building,  or  life-safety 
codes  or  regulations,  or  which 
are  in  current  imminent 
noncompliance  with  existing 
licensure,  certification,  or 
accreditation  standards. 
Second  priority  should  be 
given  to  requests  for 
modernization,  repair,  or 
replacement  of  facilities  or 
equipment  which  are  inadequate 
to  allow  the  efficient 
delivery  of  services  to 
current  or  projected  users,  as 
required  under  sections  329, 
330,  and  340  of  the  act. 


4.    A  FY  1994  spending  plan  is 

currently  being  developed  for 
all  primary  care  programs 
within  the  Bureau  of  Primary 
Health  Care.   This  plan,  which 
will  require  approval  from  the 
Bureau  Director,  will  be 
finalized  prior  to  the  FY  1994 
Congressional  Budget  hearings. 

FY  1994,  funding  will  be 
included  for  capital 
improvements  of  community 
health  centers.   This  funding 
will  support  the  correction  of 
fire/life  safety  code 
violations,  as  well  as, 
overcrowded  conditions 
associated  with  an  increased 
demand  for  services.   Major 
capital  improvements  include: 
facility  acquisition, 
construction,  alteration, 
renovation,  expansion,  and 
modernization. 
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Tort  claims  coverage 


The  Committee  Is  concerned 
that  $1,000,000  was 
transferred  to  the  health 
centers  malpractice  claims 
fund  In  fiscal  year  1993  for 
tort  claims  coverage  under 
Public  Law  102-501  without 
requesting  transfer  authority 
from  the  Committee.   It  is  not 
the  Intent  of  the  Committee  to 
permit  such  automatic 
transfers  of  program  funds  by 
the  Secretary  to  this  claims 
fund  in  the  Treasury. 
Therefore,  based  on  an 
estimate  provided  by  the 
Department  of  Health  and  Human 
Services,  the  Committee  has 
Included  bill  language 
appropriating  $5,000,000  for 
tort  claims  coverage  in  fiscal 
year  1994.   Furthermore,  the 
Committee  expects  the  Attorney 
General,  in  consultation  with 
the  Secretary,  to  provide  the 
Committee  in  a  timely  manner 
with  the  estimates  required 
under  section  224(k)(l). 


5.    In  fiscal  year  1994  the  amount 
for  tort  claims  coverage  will 
be  $5,000,000. 


Migrant  health  centers 


6.    The  Committee  directs  the 
Secretary  to  utilize  the 
additional  funds  to  provide 
increased  grant  support  for 
existing  MHC  grantees  to  cover 
the  increased  costs  of 
providing  services  to  current 
patients.   These  centers  have 
received  no  Increases  for  the 
past  4  years,  despite  the  fact 
that  their  patient  loads  and 
operating  expenses  have 
increased.   Furthermore,  the 
Committee  is  disturbed  that 
the  recently  funded  new  starts 
have  not  been  funded  at  a 


6.    A  FY  1994  spending  plan  is 

currently  being  developed  for 
all  primary  care  programs 
within  the  Bureau  of  Primary 
Health  Care.   This  plan,  which 
will  require  approval  from  the 
Bureau  Director,  will  be 
finalized  prior  to  the  FY  1994 
Congressional  budget  hearings. 

In  FY  1994,  the  Migrant  Health 
Center  program  will  make 
funding  available  for  existing 
centers  to  support  the 
Increased  cost  of  providing 
services  to  their  current 
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level  sufficient  to  allow  them 
to  operate  and  perform  the 
basic  services  necessary.   It 
is  the  Committee's  intent  that 
existing  MHC's  be  funded  at  a 
level  that  will  allow  them  to 
meet,  at  a  minimum,  basic 
required  services. 


patients.   Part  of  the  funding 
will  be  available  for  current 
service  adjustments.   Current 
service  adjustments,  where 
applicable,  allow  the  centers 
to  show  the  need  for 
additional  funds  to  maintain 
the  existing  range  of  services 
to  the  current  number  of  users 
when  existing  levels  of 
service  cannot  be  funded  with 
the  total  Federal  and  non- 
Federal  revenue  reasonably 
estimated  to  be  available. 
The  remaining  portion  will 
support  the  establishment  of 
basic  required  serviced  (e.g., 
dental  services ,  pharmacy 
services,  recruitment  and 
retention  activities, 
culturally  sensitive  services, 
case  management  and  service 
education  linkages)  within 
existing  MHCs . 
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Public  housing  health  service  grants 


The  Conunittee  Is  concerned 
over  access  barriers  faced  by 
underserved  public  housing 
residents  and  the  homeless  In 
need  of  basic  dental  care. 
The  need  for  improved  access 
to  dental  care  Is  particularly 
acute  among  children,  many  of 
whom  have  never  received  any 
dental  care  whatsoever.   The 
use  of  mobile  dental  clinics 
can  take  dental  services 
directly  to  public  housing 
residents  and  the  homeless  at 
convenient  locations.   The 
Committee  is  aware  of  a  mobile 
dental  project  being  designed 
to  serve  public  housing 
residents  and  the  homeless  in 
Washington,  D.C.,  which 
appears  to  hold  promise.   This 
project  involves  collaboration 
between  a  nonprofit 
organization  of  dental 
providers ,  the  Department  of 
Health  and  Human  Services ,  the 
Department  of  Housing  and 
Urban  Development,  and  the 
D . C .  government .   The 
Committee  is  encouraged  by  the 
opportunities  that  such 
collaboration  offers  to 
maximize  the  utilization  of 
limited  health  care  resources, 
and  believes  the  Secretary 
should  continue  to  work  on  the 
further  development  and 
testing  of  a  mobile  dental 
outreach  initiative  involving 
similar  collaborative 
approaches . 


HRSA  made  grant  awards  to 
several  of  its  Public  Housing 
Primary  Care  grantees  in  FT 

1993  to  expand  dental  care  to 
residents  In  public  housing. 
Additionally,  HRSA  encouraged 
a  collaborative  effort  between 
the  D.C.  Health  Care  for  the 
Homeless  project  and  a  dental 
provider  organization  to 
address  the  dental  needs  of 
homeless  individuals  through  a 
mobile  care  facility.   This 
program  received  no  increase 
In  its  appropriation  for  FY 

1994  to  fund  new  activities  in 
this  area.   However,  HRSA  will 
encourage  currently  funded 
grantees  to  seek  funds  from 
other  sources  to  contribute  to 
this  effort. 
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Native  Hawaiian  health  care 

8.     ....The  Conunlttee  further 
wishes  to  make  absolutely 
clear  that  these  scholarship 
funds  should  be  used  to 
support  a  wide  range  of  health 
care  disciplines,  in 
particular  nurse  practitioner, 
health  education,  mental 
health,  and  dental  hygiene 
programs .   The  Department 
should  not  continue  to  utilize 
these  funds  primarily  to 
support  medical  students,  but 
should  Instead  rely  upon  the 
expertise  and  recommendations 
of  the  native  Hawaiian 
community  in  setting 
priorities.   The  remaining 
funds  are  for  grants  to  native 
Hawaiian  health  care 
organizations  serving  the 
various  Islands  of  Hawaii,  to 
provide  comprehensive  health 
promotion  and  disease 
prevention  services,  plus 
primary  health  care  services, 
to  native  Hawaiians. 


The  native  Hawaiian  Health 
Care  Scholarship  Program  has 
been  expanded  in  recent  years . 
Two  years  ago ,  dental  and 
mental  health  professionals 
were  awarded  scholarships,  in 
addition  to  physicians.   This 
past  year,  a  variety  of 
students  including  nurse 
practitioners,  and  students  in 
Masters  of  Public  Health 
programs  were  given  awards . 

The  remaining  funds  will  be 
used  for  grants  to  provide 
comprehensive  health  promotion 
and  disease  prevention 
services,  plus  primary  care 
services,  to  native  Hawaiians. 
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Maternal  and  child  health  block 
Erant 

9.     Last  year  the  Conunlttee 
included  report  language 
encouraging  the  Secretary  to 
undertake  an  initiative 
supporting  1-year  outreach 
grants  for  planning  mobile 
perinatal  care  outreach 
programs.   The  Committee  is 
pleased  with  the  progress  to 
date.   However,  due  to  the 
significant  promise  such 
programs  may  hold  for  reducing 
high  infant  mortality  rates, 
low  birthweight  births,  and 
birth  defects,  the  Committee 
encourages  the  Secretary  to 
allocate  additional  funds  to 
this  initiative  in  fiscal  year 
1994. 


9.    The  Maternal  and  Child  Health 
Bureau  (MCHB)  will  again 
request  proposals  for 
consideration  under  this 
funding  category  during  FY 
1994  and  anticipates  making 
additional  awards. 


10.   For  the  past  2  years  the 

Committee  has  expressed  its 
support  for  the  establishment 
of  an  Office  of  Adolescent 
Health,  pursuant  to  the 
findings  of  the  Carnegie 
Council  on  Adolescent  health. 
The  Committee  again  directs 
that  such  an  Office  be 
established.   The  Committee 
also  believes  strongly  that 
priority  should  be  given  to 
studies  exploring  the  nominal 
development  of  adolescents  and 
their  strengths  and  coping 
skills,  rather  than  studies  on 
adolescent  pathology.   There 
has  been  an  historical  tension 
between  those  investigators 
interested  in  preventive 
efforts,  and  those  focusing 
upon  providing  curative  care; 
the  Committee  would  be 
especially  supportive  of  the 
Office  developing  a 
significant  portfolio  in  the 
preventive  area,  particularly 


10.    HRSA  created  an  Adolescent 

Health  Branch  in  the  Maternal 
and  Child  Health  Bureau's 
Division  of  Maternal,  Infant, 
Child  and  Adolescent  Health. 
In  FY  1994  the  MCHB  will 
continue  to  fund  research, 
demonstration  and  training 
grants  targeted  to  adolescent 
health  with  SPRANS  funds.   In 
1993,  SPRANS  MCHIP  funds 
supported  the  establishment  of 
a  National  Adolescent  Health 
Information  Center  at  the 
University  of  California,  San 
Francisco,  to  develop  a 
coordinated  and  integrated 
activity  in  adolescent  health 
at  the  national  level.   This 
project  will  be  continued  in 
FY  1994.   In  FY  1994  new 
SPRANS  MCHIP  funds  will  be 
used  in  collaboration  with  the 
Bureau  of  Primary  Health  Care 
to  support  a  new  School  Health 
Initiative,  Healthy  Schools, 
Healthy  Communities.  This 
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with  minority  youth.  The 
Committee  further  reiterates 
Its  concern  that  the 
Department  should  Initiate 
special  health  professions 
training  tracks  In  the 
adolescent  area,  especially 
within  nurse  practitioner  and 
physician  assistant  programs. 


initiative  will  target  the 
health  status  of  children  and 
adolescents  and  will 
contribute  to  the  national 
education  goals  of  creating 
safe,  disciplined  drug  free 
schools  and  increasing  the 
graduation  rate  to  at  least  90 
percent.   Also,  the  FY  1995 
budget  proposed  the 
establishment  of  a  PHS-wide 
Office  of  Adolescent  Health. 
PHS  is  considering  options  to 
establish  this  office  in  FY 
1994. 


11.   The  Committee  again  notes  the 
leadership  of  the  University 
of  Hawaii  in  addressing  the 
unique  maternal  and  child 
health  needs  of  native 
Hawaiians  and  other  native 
American  Pacific  Islanders. 
The  Committee  strongly  urges 
the  Bureau  to  significantly 
expand  its  efforts  and  to 
support  an  additional 
multldisciplinary  program 
through  the  Hawaii  UAP  this 
fiscal  year.   The  Committee 
was  disappointed  that, 
notwithstanding  the  truly 
pressing  needs  of  these  native 
American  people,  the 
Department  Ignored  last  year's 
similar  recommendation,  with 
the  University  of  Hawaii  not 
even  being  allowed  to  compete 
for  new  funds  to  expand  their 
efforts. 


11.   The  MCHB  will  conduct  a 

competition  to  award  up  to 
four  new  UAPs  in  FY  1994.   The 
University  of  Hawaii  is 
eligible  to  compete  for  one  of 
these  new  awards  in  FY  1994. 


/ 
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Centers  of  excellence 

12.    The  Conmiittee  Is  aware  of  the 
significance  of  Meharry 
Medical  College  in  Nashville, 
TN,  in  training  minorities  for 
the  health  professions. 
Historically,  Meharry  has 
trained  40  percent  of  the 
Nation's  African- American 
physicians  and  dentists .   More 
recently,  Meharry  has  served  a 
leadership  role  in  becoming  a 
national  model  in  providing 
health  care  delivery  to  the 
Nation's  poor  and  underserved 
citizens.   Because  the 
Department  has  identified 
access  to  health  care  for 
underserved  citizens  as  a 
national  priority,  the 
Committee  expects  the 
Department  to  be  as  sensitive 
as  possible  to  the  critical 
role  of  Meharry  and  other 
minority  health  institutions 
when  considering  proposals  for 
funding  of  existing  and  new 
grant  programs .   Likewise ,  as 
Nashville  and  Tennessee  move 
forward  in  restructuring 
health  service  delivery  for 
poor  and  underserved 
individuals ,  the  Committee 
expects  the  Department  to  give 
strong  consideration  to 
proposals  that  build  on  the 
unique  strengths  of  Meharry 
and  its  historic  role  in 
successfully  serving  those 
populations . 


Action  Taken  or  to  be  Taken 


12.    The  purpose  of  the  Centers  of 
Excellence  Program  (COE)  is  to 
strengthen  the  National 
capacity  to  train  minority 
students  in  the  health 
professions.   Funds  are 
awarded  to  enhance  targeted 
student  performance;  student 
recruitment;  targeted  faculty 
recruitment,  training  and 
retention;  information 
resources  and  curriculum  with 
respect  to  minority  health 
issues;  and  faculty  and 
student  research  on  health 
issues  particularly  affecting 
minority  groups.   Section  739 
of  the  PHS  Act  authorizing  the 
COE  program  limits  the  amount 
available  to  four  specified 
HBCUs  (Meharry  School  of 
Medicine,  Meharry  School  of 
Dentistry,  Xavier  School  of 
Pharmacy,  and  Tuskegee  School 
of  Veterinary  Medicine)  to  $12 
million.   From  this  amount  in 
FY  1993  Meharry  School  of 
Dentistry  received  $1,956,000 
and  the  Meharry  School  of 
Medicine  received  $5,676,000 
or  almost  two  thirds  of  the 
funds  available.   Between  them 
the  two  Meharry  Medical 
College  Schools  also  received 
$754,184  in  Health  Careers 
Opportunity  Program  (HCOP) 
funds  and  $895,956  in  Family 
Medicine,  Area  Health 
Education  Center,  and  contract 
awards  administered  through 
the  Bureau  of  Health 
Professions . 
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Physician  assistants 

13.   The  Committee  Is  aware  of  the 
significant  Interest  In 
starting  new  PA  programs ,  and 
supports  such  expansion  of 
programs  which  will  produce 
primary  care  PA's;  such  PA's 
will  make  a  substantial 
contribution  to  meeting  our 
Nation's  primary  care  needs. 
While  the  Committee  expects 
that  many  new  programs  will  be 
supported  by  the  additional 
funds  being  appropriated,  the 
Committee  also  expects  the 
Department  to  continue  to 
support  those  existing  PA 
programs  with  a  record  of 
producing  primary  care  PA's 
who  will  practice  In 
underserved  rural  and  urban 
areas . 


Action  Taken  or  to  be  Taken 


13.   The  Bureau  of  Health 

Professions  understands  the 
need  to  establish  more 
Institutions  with  programs 
which  can  Increase  the  number 
of  PA's  to  meet  the  urgent 
needs  of  Health  Care  Reform. 
For  this  reason  the  Bureau 
anticipates  funding  at  least 
seven  new  programs  with  the 
Increased  appropriation.   The 
Bureau  wants  to  continue  to 
support  those  exceptionally 
productive  existing  FA 
programs  whose  track  record 
demonstrates  not  only 
Increased  outputs ,  but  also  a 
record  of  serving  the  needs  of 
underserved  areas, 
particularly  rural  areas.   The 
Bureau  Intends  to  fund  at 
least  nine  existing  programs 
with  exceptional  performance 
as  reflected  in  their 
competing  applications. 


Allied  health  special  projects 

14.    The  Committee  agrees  with  the 
House  in  its  concern  over  the 
growing  shortage  of  allied 
health  personnel  In  both  rural 
and  urban  areas.  The  serious 
shortages  of  medical 
laboratory  personnel, 
especially  medical 
technologist  and 
cytotechnologlsts ,  are 
becoming  increasingly  more 
severe.   Therefore,  the 
Committee  urges  HRSA  to  give 
greater  consideration  to 
projects  from  schools 
providing  training  for  allied 
health  professions  which  are 
experiencing  severe  shortages. 


14.   The  majority  of  grants  awarded 
under  the  existing  Allied 
Health  Special  Project  Grant 
authority  have  been  to  schools 
who  provide  training  for 
allied  health  professions 
which  are  experiencing  severe 
shortages  i.e.,  physical 
therapy,  occupational  therapy, 
medical  technologists 
programs . 
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Area  health  education  centers 


Action  Taken  or  to  be  Taken 


15.    The  Committee  recognizes  the 
significant  contribution  to 
health  care  delivery  that  is 
made  by  AHEC's.   The  Committee 
encourages  these  centers  to 
collaborate  with  the  Division 
of  Nursing  in  order  to 
establish  Innovative  community 
health  nursing  practice  models 
to  further  meet  the  needs  of 
these  communities. 


15.   At  least  two  nurses 

participate  in  each  annual 
competitive  merit  review 
meeting  for  AHEC  applications 
to  determine  approval  and 
funding.   Many  of  the  names 
are  recommendations  from  the 
Division  of  Nursing.   Nurses 
are  also  represented  on  the 
AHEC  Steering  Committee  which 
is  the  policy  body  for  the 
AHEC  project  directors.   A 
recent  survey  of  the  AHEC 
projects  found  that  of  all  the 
health  professions,  more 
nurses  participate  in  the 
training  programs  sponsored  by 
the  AHECs  than  any  other 
profession. 


Last  year,  when  Hurricane 
Andrew  hit  the  South  Dade 
area,  the  Miami  AHEC  Program 
was  funded  to  develop  with  the 
Miami  School  of  Nursing,  a 
nurse  directed 

Interdisciplinary  Primary  Care 
Emergency  Clinic  which  was  the 
first  in  operation  after  the 
Hurricane  struck.   Although 
some  traditionalists  raised 
some  concerns,  the  clinic 
recognized  nationally  for  its 
ability  to  develop  a  first 
class  education  interfaced 
health  service  and  for  being 
able  to  recruit  nurse 
volunteers  from  all  over  the 
United  States  at  a  time  of 
great  need. 

The  AHECs  by  legislation,  also 
supports  the  training  of  and 
develops  sites  for  the 
employment  of  primary  care 
nurse  practitioners  and 
physician  assistants. 
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Geriatric  training  and  education 
centers 


16 .   The  Cominlttee  recognizes  the 
significant  contribution  to 
health  care  delivery  that  Is 
made  by  the  geriatric 
education  centers.   The 
Committee  encourages  these 
centers  to  collaborate  with 
the  Division  of  Nursing  in 
order  to  establish  Innovative 
community  health  nursing 
practice  models  to  further 
meet  the  needs  of  these 
communities . 


16.   Geriatric  Training  and 

Education  Centers  (GECs)  are 
organized  as  partnerships  of 
health  professions  schools, 
health  care  facilities,  and 
social  service  agencies  that 
serve  the  elderly.   The  panel 
of  peer  reviewers  selected  to 
review  GEC  applications  always 
Includes  at  least  one 
individual  representing  the 
nursing  profession  and  another 
representing  community -based 
service  providers .   Many  of 
these  reviewers  have  been 
recommended  by  the  Division  of 
Nursing.   Nursing  schools  are 
active  participants  in  all 
GECs;  nurses  are  prominently 
represented  among  GEC  core 
faculty  and  staff;  and  one  out 
of  four  health  professionals 
completing  GEC  training  is  a 
nurse . 


The  GEC  programs  that  target 
nurses  serving  community- 
dwelling  elderly  include  the 
following: 

1.  In  addition  to  training 
primary  care  providers 
who  staff  the  state's  30 
community  and  migrant 
health  centers,  the 
Texas  Consortium  of  GECs 
at  Baylor  University 
trains  health  care  staff 
at  inner  city 
neighborhood  clinics, 
home  health  agencies, 
and  personal  care  homes . 

2.  Nurses  and  social 
workers  are  targeted  for 
training  about  elder 
abuse  by  the  Harvard 
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Interdisciplinary  tralneeshlps 

17.    The  Committee  proposes  that 
$1,000,000  of  this  amount  be 
utilized  for  Interdisciplinary 
training  projects  addressing 
the  Issue  of  how  the  delivery 
of  chiropractic  health  care 
can  be  Improved  in  rural 
areas ,  and  how  the  retention 
and  recruitment  of 
chiropractic  health  care 
practitioners  can  be  increased 
in  rural  areas  around  the 
country.   The  Committee 
expects  the  Consortium  for 
Chiropractic  Research  to  play 
an  integral  role  in  the 
development  of  this  rural 
health  care  initiative  in 
fiscal  year  1994,  in 
consultation  with  the 
Secretary  of  Health  and  Human 
Services. 


17. 


Upper  New  England  GEC  in 
collaboration  with  the 
multldlscipllnary  Elder 
Assessment  Team  at  Beth 
Israel  Hospital  in 
Boston.   Trainees  learn 
to  recognize,  assess, 
and  treat  elder  abuse 
and  neglect  that  occurs 
in  community  settings. 

The  Pacific  Islands  GEC 
at  the  University  of 
Hawaii  provides 
continuing  education, 
protocol  review,  and 
case  consultation  to  a 
nursing  home-based 
Geriatric  Nurse 
Practitioner  practice  on 
Kauai,  the  first  of  Its 
kind  in  the  state  and  a 
model  for  the 
development  of  other 
such  practices. 


The  Bureau  has  studied  the 
Senate  recommendation 
regarding  the  Senate-proposed 
set-aside  for  chiropractic 
care.   In  order  to  address  the 
Interests  of  the  Senate,  the 
Bureau  recommends  funding  a 
smaller  project,  designed  to 
examine  (1)  the  role  of 
chiropractic  care  in  rural 
areas,  (2)  the  need  to 
implement  recruitment  and 
retention  measures,  and  (3) 
chiropractors  Interaction  with 
other  disciplines  within  rural 
communities.   At  this  time, 
the  Bureau  believes  that: 

1.    No  evidence  has  been 
provided  that 
chiropractors  play  a 
significant  role  in  the 
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delivery  of  health 
services  in  rural  areas. 

2.  It  has  not  been 
demonstrated  that  there 
are  shortages  of 
chiropractic  health  care 
providers  in  rural  areas 
resulting  in  the  need  to 
increase  recruitment  and 
retention  measures  for 
these  practitioners. 

3.  Section  778,  the 
authorizing  section  in 
Title  VII  of  the  Public 
Health  Service  Act, 
specifically  states  that 
"Amounts  provided  under 
subsection  (a)  shall  be 
used  by  the  recipients 
to  fund 

interdisciplinary 
training  projects  —  ". 
As  written,  the  Senate's 
proposal  would  address  a 
single  discipline,  and 
is  therefore  not  germane 
to  this  authority. 
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Access  to  nursing  services 

18 .    The  Committee  urges  that  the 
Division  of  Nursing  continue 
Its  efforts  to  demonstrate 
methods  to  Improve  access  to 
nursing  services  In 
nontradltlonal  settings  and  to 
demonstrate  Innovative  nursing 
practice  models.   The 
Committee  believes  that 
developing  a  model 
prescription  training  module 
would  be  very  useful,  and 
further  urges  that  significant 
support  be  provided  for 
nurslng/pedlatrlc  EMS  efforts, 
as  well  as  preparing  nurses  to 
respond  to  national  disasters. 
The  broad  health  care  needs  of 
adolescents,  and  particularly 
minority  adolescents,  should 
remain  a  high  priority.   The 
Committee  Is  pleased  that  the 
Division's  National  Advisory 
Council  Is  working  on 
developing  projections  for  the 
workplace  needs  of  advanced 
practice  nursing.   The 
Committee  strongly  recommends 
that  a  greater  priority  be 
provided  to  developing  nursing 
expertise  to  work  with  the 
pressing  health  care  needs  of 
native  Hawaiians,  American 
Indians,  and  rural 
populations . 


18.    The  Division  of  Nursing  has 
collaborated  with  the  Agency 
for  Health  Care  Policy  and 
Research  in  conducting  a 
baseline  assessment  of  Nurse 
Practitioner  programs  to 
determine  the  content 
currently  in  place  related  to 
prescribing  by  nurse 
practitioners.   This 
assessment  Is  Intended  to  be 
used  in  the  development  of  a 
model  curriculum. 

The  Division  currently 
supports  24  Special  Project 
Grants  which  develop  or  expand 
nursing  practice  arrangements 
in  non- institutional  settings 
to  demonstrate  methods  to 
improve  access  to  primary 
health  care  in  medically 
underserved  communities. 
These  nurse  managed  clinics 
target  high  risk  and 
vulnerable  populations  over 
the  life  span  and  Include 
infants,  adolescents,  adults, 
and  the  elderly. 

Nursing  pediatric  Emergency 
Medical  Services  (EMS) 
efforts,  and  the  preparation 
of  nurses  for  national 
disasters,  can  be  addressed 
under  the  Special  Project 
Grant  authority.   In  the  past, 
monies  have  been  earmarked  for 
nursing/pediatrics  EMS  efforts 
through  special  request  for 
applications. 

The  Division  supports  a 
research/demonstration  grant 
with  the  National  Institute 
for  Nursing  Research  for  a 
rural  nursing  practice  model 
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to  supply  community  outreach 
prenatal  and  prepartal  care  to 
women  and  their  babies  in  a 
culturally  sensitive  manner. 
Two  such  grants  are  now  being 
funded  at  the  University  of 
California-San  Francisco,  with 
a  practice  site  in  east  Hawaii 
servicing  Hawaiian,  Filipino 
and  Japanese  women  living  in 
the  Hilo-Puna  district  of  the 
island  of  Hawaii.   The  second 
grant  provides  the  Oregon 
Health  Division  with  a 
practice  site  in  rural  Oregon 
to  serve  Native  American  and 
Hispanic  women. 
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APPROPRIATIONS  HISTORY  TABLE 

Health  Resources  and  Services  Administration 

Budget 

Estimate  House            Senate 

to  Congress  Allowance         Allowance  Appropriation  1/ 

1986  1,157,393,000  564,853,000  2/  1,408,979,000  2/  1,497,934,000 
Sequester          ---  ---               ---       -49,713,000 

Supplemental       ---  ---         2,000,000        2,000,000 

1987  1,162,670,000  1,267,068,000  1,499,753,000  1,470,763,000 
Supplemental        ---  104,625,000        48,750,000        64,750,000 

1988  1,106,977,000  1,365,476,000  1,665,513,000  1,556,265,000 

1989  1,225,257,000  769,554,000  2/  1.642,685,000  2/  1,632,584,000 
Supplemental        ---  ---           800,000          800,000 

1990  1,351,643,000  1,553,465,000  1,820,245,000  1,770,386,000 
Sequester          ---  ---               ---       -23,262,000 

Supplemental        ---  ---          2,300,000         2,300,000 

1991  1,556,822,000  1,626,393,000  2,474.940,000  2,139,382,000 
Reduction          ---  ---               ---       -54,240.000 

1992  2.018.500.000  3/  2,137.533,000  3/4/  2,389.822.000  3/  2,360,841.000  3/ 

Reduction          ---  ---               ---        -6,729,000 

Appropriation 

Transfer          ---  ---               ---        55,000,000  5/ 

1993  2,440,534.000  2.392.343,000  2.625.466,000  2,601,625,000 

Reduction  -24,751,000 

Appropriation 

Transfer         ---  ---              ---        -1,000,000  6/ 

1994  3.086,962.000  2,833,588.000  2.954.341.000  2,926.381.000 

Appropriation 

Transfer          ---  ---               ---        -5,000,000  6/ 

1995  3.014.253.000 
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1/  Reflects  enacted  supplementals  and  reappropriatlons . 

2/  The  House  and  Senate  deferred  action  on  funding  consideration  for  some 

programs  within  the  Health  Resources  and  Services  account  because  of  lack 
of  authorization. 

3/  Does  not  include  $1.5  million  for  HEAL  program  management  requested  in 
HEAL  account. 

4/  The  House  deferred  funding  for  the  Family  Planning  Program  because  of  lack 
of  authorization. 

5/  Available  July  1,  1992  from  the  Department  of  Education,  Educational 
Excellence. 

6/  Transferred  to  the  Health  Centers  Malpractice  Claims . 


/  I 
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General  Statement 


The  President's  appropriation  request  is  $3,014,253,000  for  the  Health 
Resources  and  Services  Administration  (HRSA) .   This  includes  an  increase  of 
$93  million  for  Ryan  White  AIDS  programs  and  $18  million  for  the  Family 
Planning  Program. 

The  HRSA  supports  grants  and  direct  services  designed  to  implement  health 
services  for  special  populations  and  designated  beneficiaries;  improve  infant 
mortality  rates;  direct  the  education,  supply  and  distribution  of  health 
professionals  toward  primary  care;  and  provide  technical  assistance  regarding 
the  utilization  of  health  resources  and  facilities.   The  HRSA  fills  gaps  in 
health  services  availability  and  financing  for  groups  with  special  needs  and 
provides  incentives  to  assure  sufficient  health  care  opportunities  for 
targeted  populations  such  as  mothers,  infants,  the  underserved  and  HIV- 
infected  individuals. 

In  pursuing  these  goals,  HRSA  works  closely  with  the  States,  recognizing  that, 
while  States  have  a  fundamental  responsibility  for  providing  primary  health 
care,  the  Federal  government  can  provide  leadership  and  assistance.   Over  half 
of  the  States  have  signed  agreements  to  work  with  the  Federal  government  to 
determine  how  best  to  distribute  federal  resources  to  their  medically 
underserved  populations. 

Another  major  emphasis  in  HRSA  is  the  Ryan  White  AIDS  programs.   HRSA's  role 
in  this  effort  includes  a  broad  range  of  service,  educational  and  training 
programs  consistent  with  the  Agency's  functional  responsibilities  of  Title 
XXVI  of  the  PHS  Act  which  covers  four  of  these  programs.   Part  A  (Title  I) 
provides  for  emergency  assistance  to  eligible  metropolitan  areas  that  are 
disproportionately  affected  by  the  HIV  epidemic.   Part  B  (Title  II)  provides 
for  financial  assistance  to  States/Territories  for  the  delivery  of  essential 
services  to  individuals  and  families  with  HIV  disease.   Part  C  (Title  111(b)) 
provides  for  grant  support  to  local  and  community-based  organizations  which 
are  providing  outreach,  counseling  and  testing,  prevention  and  early 
intervention  services  in  a  primary  care  setting.   Part  D  (Title  IV)  provides 
demonstration  grants  in  support  of  clinical  research  and  services  for 
pediatric  AIDS  patients  in  cooperation  with  the  National  Institutes  of  Health. 

The  fiscal  year  1995  budget  proposes  to  consolidate  the  Bureau  of  Health 
Professions  (BHPr)  categorical  programs  into  five  categories:   (1) 
Minority /Disadvantaged  Health  Professions  Initiatives;  (2)  Consolidated 
Student  Loan  Program;  (3)  Primary  Care  Health  Professions  Initiative;  (4) 
Other  Priority  Nursing  Initiatives;  and  (5)  Health  Professions  Research  and 
Data.   As  part  of  the  Administration's  deficit  reduction  plan,  the  FY  1995 
request  also  includes  a  decrease  of  $15  million  in  total  resources  available 
for  Health  Professions  programs,  and  an  $8  million  decrease  to  the  Maternal 
and  Child  Health  Block  Grant  set-aside.  Special  Projects  of  Regional  and 
National  Significance. 
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JUSTIFICATION 
(Primary  Health  Care) 


1994 
Appropriation 


1995 
Estimate 


Increase 

or 
Decrease 


FTE 


BA  FTE 


BA   FTE 


Community  Health  Cent 

Migrant  Health  Centers 

Health  Care  for  the 
Homeless 


$603,650,000*  --  $603,650,000* 
59,000,000*   --    59,000,000* 


63,011,000* 


63,011,000* 


BA 


Health  Services  in 
Public  Housing. . . 

Black  Lung  Clinics. 

Pacific  Basin ". 

NHSC  Field 

NHSC  Recruitment... 


Community  Based 
Scholarships. . 


307 


Nursing  Loan  Repayment  -- 

Hansen's  Disease 300 

Payment  to  Hawaii.... 

Native  Hawaiian  Health  -- 

State  Alzheimer's 
Grants 


8,923,000*  -- 
4,142,000 
968,000 

44,720,000  320 

1/ 
79,250.000 

478,000 

2,044,000 

20.747,000  292 

2,976,000 

4,336,000 

4,959.000 


8,923,000*  -- 
4.142,000 
968.000 

44.720.000  +13 

1/ 
79,250,000 

478,000 

2,044,000 

20,747,000   -8 

2,976,000 

4.336,000 

4.959.000 


Total.  Budget 
Authority. . . 


607   $899,204,000  612  $899,204,000   +5 


1/  Excludes  $2.75  million  for  State  Offices  of  Rural  Health 

*  Includes  funding  for  Malpractice  Tort  Claims  Transfer 
of  $5  million  for  FY  1994  and  FY  1995. 
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Community  Health  Centers 

Authorizing  legislation  -  Section  330  of  the  Public  Health  Service  Act. 

Increase 
1993  1994  1995  or 

Actual         Appropriation         Estimate         Decrease 
BA  M  MM 

$558,808,000      $603,650,000*      $603,650,000* 
CPCP   ($42,470,000)     ($42,470,000)       ($42,470,000) 

♦Includes  $4.1M  for  Malpractice  Tort  Claims  Transfer  in  FYs  1994  and  1995 

1995  Authorization Expired 

Purpose  and  Method  of  Operation 

The  Community  Health  Center  (CHC)  program  supports  systems  of  health  care  that 
provide  access  to  comprehensive,  high  quality,  case-managed,  family-based 
primary  health  care  services  to  populations  at  risk  for  numerous  and  complex 
medical  problems  living  in  rural  and  urban  medically  underserved  areas. 

Many  underserved  individuals  live  in  rural  areas  or  inner  cities  that  lack 
adequate  resources,  especially  primary  care  physicians.   Most  are  poor  or  near 
poor.   Many  face  financial,  racial,  ethnic  and  language  barriers  that  inhibit 
both  their  seeking  of  primary  care  and  the  efficacy  of  care  they  receive. 
They  are  at  risk  for  chronic  illnesses,  and  have  multiple  health  and  social 
needs.   These  individuals  Include  pregnant  women  and  infants,  school  aged 
children,  substance  abusers,  the  elderly,  and  others.   The  CHC  program  serves 
large  proportions  of  poor  and  minority  people;  62  percent  of  the  users  are 
minority  including  28  percent  Black,  28  percent  Hispanic,  and  6  percent 
Asian/other. 


Community  Health  Center  Users 

Ethnicity  -  FY  1992 


Black 

28% 


Asian/Other 
6% 


Hispaii 

28% 


White 
38% 
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Sixty  percent  of  CHC  users  are  below  the  poverty  level,  29  percent  are  between 
100  and  200  percent  of  poverty,  and  11  percent  are  above  200  percent. 
In  FY  1992,  44  percent  of  Individuals  receiving  services  at  CHCs  were  children 
from  newborn  infants  to  19  years  of  age. 


Community  Health  Center  Users 

Economic  Status  -  FY  1992 


+200%  Poverty  100-200%  Poverty 

11%  29% 


Below  Poverty 
60% 


CHCs  are  located  in  areas  throughout  the  country  where  there  are  financial, 
geographic,  or  cultural  barriers  to  primary  health  care  for  a  substantial 
portion  of  the  population.   CHCs  seek  to  improve  access  by  supporting  local, 
community-based  health  care  systems  and  providers.   In  many  communities,  these 
centers  are  the  sole  providers  of  care  to  a  highly  vulnerable,  medically  needy 
population.  The  health  care  capacity  provided  by  CHCs  will  be  particularly 
critical  as  health  care  reform  is  phased  in.   Even  as  financial  barriers  to 
care  are  overcome,  providers  and  health  plans  will  not  be  attracted  to  the 
neediest  areas  in  the  country.   CHCs  provide  a  health  care  Infrastructure  for 
the  underserved  that  Is  accessible  and  Is  designed  to  meet  the  specific  needs 
of  the  community  and  Its  special  populations. 

CHCs  offer  social  and  related  support  services  on-site  or  at  locations  that 
are  Immediately  accessible.  They  link  with  services  such  as  Women,  Infants 
and  Children  (WIC) ,  welfare,  Medicaid  eligibility,  substance  abuse  and  other 
social  services.  CHCs  will  continue  to  Integrate,  collaborate,  and  network 
programs  with  State  and  local  health  departments  and  look  for  opportunities 
for  public  and  private  partnerships. 


156 


53 


Over  100  Community  and  Migrant  Health  Centers  (C/MHCs)  are  currently 
participating  In  managed  care  throughout  the  Nation,  and  the  number  is 
growing.   They  serve  primarily  Medicaid  managed  care  patients  and,  while  a  few 
serve  as  health  maintenance  organizations  (HMOs),  most  are:   (1)  part  of  an 
HMO's  network  of  primary  care  providers;  or  (2)  part  of  the  State's  Medicaid 
network  of  managed  care  case  managers.   C/MHCs  have  operating  attributes  which 
are  consistent  with  managed  care,  they  are:   primary  care  providers;  offer 
24-hour  coverage;  have  multiple  delivery  sites;  link  health  and  social 
services  for  high  risk  patients;  and  are  cost  effective  because  of  their  lower 
hospitalization  rates. 

Under  a  study  being  conducted  by  Lewin-VHI,  Inc.,  preliminary  findings 
demonstrate  that  health  centers  have  cost-effective  performance  comparable  to 
other  providers  In  HMO  networks.   This  study  also  found  that  centers  are  high 
quality  primary  care  providers  who  bring  culturally  sensitive  services  to  high 
risk  Medicaid  patients  in  the  HMO  network.   The  Tufts  Associated  Health  Plan, 
an  HMO  in  Massachusetts,  reported  health  center  performance  as  excellent  in 
terms  of  per  member  per  month  costs  and  inpatient  utilization.   In  Ohio  and 
California,  health  centers  which  contract  directly  with  the  States  as  HMOs 
have  proven,  effective  performance.   It  is  this  proven  performance  along  with 
high  quality  services  that  make  community  health  centers  strong  and 
competitive  providers  in  a  managed  care  setting.  , 

CHCs  are  developing  Integrated  networks  of  providers  which  are  participating 
in  managed  care  programs.   These  networks  are  creating  linkages  among  centers 
and  with  other  providers  such  as  hospitals  and  private  providers.   The 
networks  are  geared  toward  managed  care  arrangements  for  Medicaid  reform  and 
eventually  health  care  reform. 

Compared  to  similar  patients  that  do  not  use  CHCs,  CHC  patients  have  I 

-  lower  hospital  admission  rates;  ^ 

-  shorter  hospital  lengths  of  stay;  ^ 

-  lower  total  annual  Medicaid  costs;  and  ^ 

-  lower  Infant  mortality  rates.  * 


^  Howard  E.  Freeman,  K.  Jill  Klecolt,  and  Harris  M.  Allen  II,  Community 
Health  Centers:   An  Initiative  of  Endurinft  Utility.  1982.   Joshua  M.  Weiner 
and  Jeannie  Engel,  Improving  Access  to  Health  Services  for  Children  and 
Pregnant  Women.  1991. 

^  Freeman. 

'  Benjamin  Duggar,  Brian  Balicki,  Ann  Zuvekas,  Costs  and  Utilization 
Patterns  for  Comprehensive  Health  Center  Users.  1981. 

*  Michael  Grossman  and  Fred  Goldman,  An  Economic  Analysis  of  Community 
Health  Centers.  1982. 
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A  1992  study  of  Aid  to  Families  with  Dependent  Children  (AFDC)  recipients  In 
California  who  use  or  do  not  use  CHCs  Indicated  that: 

o  Regular  use  of  a  CHC  results  In  a  33  percent  savings  to  Medicaid,  on 
both  a  per  case  and  per  person  per  year  basis  (with  the  exclusion  of 
maternity  cases). 

o     When  maternity  related  services  are  Included,  which  tend  to 

disproportionately  increase  costs  for  CHCs,  there  Is  a  savings  to 
Medicaid  of  14  percent  per  AFDC  case  and  10  percent  per  enrolled  year. 

o     About  half  of  the  savings  associated  with  CHC  regular  user  status  Is 
produced  by  reduced  Inpatient  care,  and  the  remainder  through  reduced 
payments  for  outpatient  care  and  other  services . * 

Within  the  CHC  program  Is  the  Comprehensive  Perinatal  Care  Program  (CPCP)  that 
provides  comprehensive,  continuous,  case -managed  perinatal  care  for 
underserved,  minority,  and  disadvantaged  women  of  child  bearing  age  and  their 
infants.   CPCP  program  services  help  reduce  the  incidence  of  low  birthweight 
babies  which  results  in  lower  infant  mortality  rates.   Successful  aspects  of 
the  program  include  Increases  in  first  trimester  enrollment,  postpartum  care 
visits,  and  well  child  care  for  CHC  users.   In  late  1992,  legislation  was 
passed  which  authorized  the  CPCP  to  provide  health  care  services  to  children 
up  to  age  3 . 

The  CPCP  program  provides  perinatal  care  services  to  adolescent  pregnant 
populations  which  comprise  about  21  percent  of  the  total  CPCP  user  population. 

In  FY  1992  the  CPCP  program: 

o  provided  perinatal  care  to  187,757  women,  a  5  percent  increase  since 
FY  1991; 

o     arranged  or  provided  for  the  delivery  of  106,145  babies  to  CPCP  enrolled 
women,  a  2.8  percent  increase  over  FY  1991; 

o     enrolled  77,585  women  in  prenatal  care  in  the  first  trimester  of 
pregnancy,  a  5.2  percent  Increase  over  FY  1991;  and 

o     served  39,476  pregnant  teens,  a  -1.9  percent  decrease  since  FY  1991,  but 
a  64.5  percent  increase  since  the  start  of  the  program. 


Center  for  Health  Policy  Studies,  and  SysteMetrics,  Health  Services 
Utilization  and  Costs  to  Medicaid  of  AFDC  Recipients  in  California 
Served  and  Not  Served  bv  Community  Health  Centers.  February,  1992. 
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Comprehensive  Perinatal  Care  Program 

FY  1987  -  FY  1992 
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Capacity  Building 

Critical  to  the  successful  delivery  of  health  services  to  ""^"""^^^J^^  .^^ 
populations  is  the  development  of  systems  of  primary  care  and  comprehensive 

networks. 

CHCs  now  provide  care  to  more  than  6.2  million  individuals  in  medically 
underserved  areas. 

o     From  FY  1989  to  FY  1993.  CHCs  were  able  to  increase  ^^e  number  of 

clients  receiving  primary  health  care  by  ^PP^'^i-f^^^y  1;20°;°0°   . 
"  through  expanded  grant  funding,  changes  in  Medicaid  eligibility  and 
increases  in  Medicaid  revenues  due  to  the  implementation  of  the 
Federally  Qualified  Health  Center  (FQHC)  legislation.   The  HRSA  has 
currently  identified  and  recommended  to  the  Health  Care  Financing 
Administration  approximately  100  centers  for  designation  as  F^HCs. 

o     In  FY  1993,  the  CHC  program  provided  operational  grant  funds  to  63 

o;ganizati;ns  which  Resulted  in  the  creation  of  51  ne.  serv  ce  delivery 
sites  and  expanded  capacity  at  12  additional  sites.   Overall  an 
estimated  400,000  new  patients  were  served  by  CHCs  in  FY  IVVJ. 

o     In  addition,  the  CHC  program  awarded  planning  grant  f^n^s  to  39 
communities  to  assist  thea  in  the  development  of  a  new  CHC. 
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Targeting  Funding  for  Disadvantaged  Populations 

To  ensure  that  C/MHC  program  resources  are  targeted  to  the  areas  of  highest 
need,  the  Bureau  of  Primary  Health  Care  has  identified  those  areas  across  the 
U.S.  that  are  most  needy  through  State-based  planning  activities.   The  Bureau 
works  with  State  and  Regional  Primary  Care  Associations  and  State  Cooperative 
Agreements  to  help  these  communities  develop  viable  health  care  delivery 
systems  in  conjunction  with  State  health  departments. 

C/MHC  funding  decisions  are  reviewed  each  year  to  ensure  that  the  communities 
of  highest  need  are  given  every  opportunity  to  obtain  funding.   For  FY  1994, 
the  review  criteria  Include  service  area  and  target  population  data  on  the 
following  "need"  factors:   poverty  levels;  percent  minority  populations; 
distance  to  primary  care  providers;  physician  to  population  ratios;  poor 
health  outcomes  such  as  high  infant  mortality;  and  other  community  health 
issues.   The  data  is  then  used  to  determine  the  level  of  "need"  in  a 
community.   Disadvantaged  populations,  which  include  significant  numbers  of 
minority  populations,  score  highly  for  "need"  factors. 

Malpractice  Tort  Reform  for  329.  330.  340.  340A  and  Other  Federally  Funded 
Programs 

The  intent  of  P.L.  102-501,  the  Federally  Supported  Care  Assistance  Act,  was 
to  provide  malpractice  coverage  to  employees  of  federally  funded  health 
centers  under  the  Federal  Tort  Claims  Act  (FTCA) .   It  was  anticipated  that  the 
amounts  required  for  the  judgement  fund  would  be  less  than  commercial 
malpractice  premiums  and  that  the  savings  could  be  used  to  expand  services. 
However,  limitations  in  FTCA  coverage  will  likely  require  most  health  centers 
to  continue  commercial  malpractice  insurance  to  an  extent  that  will  largely 
offset  any  anticipated  savings  over  the  current  costs  of  commercial 
malpractice  coverage. 

FTCA  coverage  will  not  apply  to  claims  related  to  occurrences  prior  to  the 
period  of  FTCA  coverage  ("tail  coverage")  and  to  claims  arising  from  other 
aspects  of  the  health  professional's  practice  that  are  not  covered  under  FTCA 
but  have  been  historically  paid  by  the  grantee  ("gap  coverage"),  e.g.,  cross- 
coverage  with  non-health  center  providers,  hospital  call,  emergency  room 
coverage,  and  volunteer  activities  at  non-grantee  facilities.   It  is  likely 
that  for  most  health  centers  the  expense  for  "gap  and  tail"  insurance  coverage 
could  exceed  the  expense  for  the  current  total  malpractice  coverage.   These 
coverages  must  be  maintained  if  health  care  practitioners  are  to  provide 
continuous  and  comprehensive  quality  care. 

In  FY  1993,  $1  million  was  transferred  into  the  FTCA  Judgement  Fund  from  the 
HRSA,  Health  Care  for  the  Homeless  program  for  the  purpose  of  paying  any 
settlements  or  judgements  arising  from  the  tort  claims  coverage  extended  to 
the  centers  covered  under  P.L.  102-501.   The  FY  1994  appropriations  bill 
authorized  the  transfer  of  $5  million.   The  FY  1995  request  also  assumes  a 
transfer  of  $5  million  to  the  health  centers  for  malpractice  claims. 


79-879  O- 94 -6 
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Immunization 

Collaboration  continues  with  the  Centers  for  Disease  Control  and  Prevention 
(CDC)  to  strengthen  immunization  programs  in  C/MHCs.   In  calendar  year 
(CY)  1992,  State  and  local  health  departments  distributed  $13.5  million  in 
free  vaccines  to  C/MHCs.   This  level  of  support  was  expected  to  continue  in 
CY  1993. 

On  October  1,  1994,  the  Vaccines  for  Children  program  mandated  by  OBRA  1993 
will  go  into  effect.   Children  entitled  to  free  vaccines  under  this  new 
program  are:   Medicaid  enrollees,  those  with  no  health  insurance,  those  whose 
health  insurance  does  not  cover  immunizations,  and  Native  Americans.   Thus, 
virtually  all  children  enrolled  in  HRSA  funded  programs  will  likely  receive 
free  vaccinations. 

In  FY  1994  CDC  estimates  that  approximately  $10  million  will  be  provided  to 
C/MHCs  through  the  CDC-funded  Immunization  Action  Plan.   These  funds  will 
enhance  C/MHC  immunization  outreach,  tracking  and  follow-up  activities  to  help 
ensure  that  children  receive  all  of  the  recommended  vaccines  by  2  years  of 
age,  and  that  the  goal  of  a  90  percent  immunization  rate  for  2  year  olds  is 
reached  by  the  new  target  date  of  1996  compared  to  the  previous  target  date  of 
the  year  2000.   Funding  for  the  Community  Health  Center  program  during  the 
last  five  years  has  been  as  follows: 


1990  456,914,000 

1991  478,191,000 

1992  532,557,000 

1993  558,808,000 

1994  603,650,000 


Rationale  for  the  Budget  Request 


The  FY  1995  request  of  $603,650,000  is  the  same  as  the  FY  1994  appropriation. 
The  request  will  maintain  the  current  level  of  services. 
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Output  Data: 

FY  1993  FY  1994  FY  1995 

Actual  Appropriation  Estimate 

Funding  (000 's)  $558,808  $603,650  1/         $603,650  1/ 

Sites 1,476  1,501  1,501 

Serv.  Cap. (000) 6,250  6,375  6,375 

CPCP  Grantees 297  297  297 

Infant  Mortality 

Reduction  Initiative 

Grantees  2/ 41  41  41 

Prenatal  Users 187,757  187,757  187,757 

1/  Includes  $4.1M  for  Malpractice  Tort  Claims  Transfer. 

2/  Grantees  include  C/MHC  centers  that  are  participating  in  the  Healthy  Start 
program  or  are  serving  areas  with  comparable  infant  mortality  rates,  i.e., 
15.7/1,000  or  greater. 

Support  for  CPCP  services  is  also  included  under  the  migrant  health 
activity. 
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SOURCES  OF  FUNDING  FOR  COMMUNITY  AND  MIGRANT  HEALTH  CENTERS 
(Funding  in  Millions) 

FY  1993  FY  1994  FY  1995 

Estimate    Appropriation      Estimate 

Community  Health  Centers $558 . 8  $603 . 7  $603 . 7 

Migrant  Health  Centers 57.3  __59^  __22^ 

Subtotal,  C/MHC's $616.1  $662.7  $662.7 

CHC  share  of  other  BPHC  Programs: 

u   T                            26  2  27.0  27.0 

Homeless ^o.^ 

Public  Housing 5.2  5.5 

AIDS,  Early  Intervention — 20^  — 20^         1_ 

Subtotal.   Grants $668.0  $715.7  $723.8 

Medicare 90.0  95.0  100.0 

Medicaid 360.0  610.0  660.0 

Other  3rd  Party 120.0  125.0  135.0 

Patient  Fees 120.0  125.0  130.0 

State/Local/Other 225.0  "0.0  _135^ 

Subtotal.  Non- grants $1,115.0  $1,185.0  $1.260.0 

TOTAL                       $1,783.0  $1,900.7  $1,983.8 
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C/MHC  Program  Revenue  by  Source 

FY  1993 
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C/MHCs:  People  Served 

FY  1992  -  By  Insurance  Status 
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Migrant  Health  Centers 

Authorizing  legislation  -  Section  329  of  the  Public  Health  Service  Act. 

Increase 
1993  1994  1995  or 

Actual         Appropriation         Estimate         Decrease 
BA  M  BA  M 

$57,306,000       $59,000,000*       $59,000,000* 
CPCP   ($2,263,000)      ($2,263,000)        ($2,263,000) 

*Includes  $400,000  for  Malpractice  Tort  Claims  Transfer  in  FY  1994  and 
FY  1995. 

1995  Authorization Expired 

Purpose  and  Method  of  Operation 

The  Migrant  Health  Center  (MHC)  program  supports  culturally  competent  systems 
of  health  care  that  provide  comprehensive,  high  quality,  family  based  primary 
health  services  to  migrant  and  seasonal  farmworkers  and  their  families. 

Programs  are  linked  or  integrated  with  hospital  services  and  other  health  and 
social  services  existing  within  the  area.   The  level  of  activity  is  related  to 
length  of  time  the  migrant  population  is  in  the  service  area,  and  the 
availability  and  accessibility  of  health  resources.   These  factors  determine 
whether  the  project  will  be:   a  year-round,  full-time,  multi-disciplinary 
primary  health  care  delivery  model;  a  seasonal  or  temporary  (4-6  months) 
physician  and/or  nurse  model  with  specialty  referral;  or  a  seasonal  program 
which  provides  service  with  local  health  providers  on  a  contractual 
arrangement.   The  services  closely  parallel  primary  care  services  provided 
through  CHCs.   The  MHC  program  serves  mostly  minority  populations  including  63 
percent  Hispanic,  11  percent  Black,  and  26  percent  White  and  Asian. 


MHC  Users 

FY  1992 


Hispanic  ^_^__________^^_ 

63%  Jl^^^^^^^  '\  White,  Asian 
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A  migrant  or  seasonal  farmworker  Is  an  individual  whose  principal  employment 
within  the  last  24  months  is  in  agriculture.   Migrant  farmworkers  have  some  of 
this  Nation's  most  severe  health  and  social  problems.   Farmworkers  have  high 
rates  of  infectious  diseases,  high  rates  of  tuberculosis^,  high  rates  of 
chronic  disease,  as  well  as  face  increased  risk  for  HIV  infection.   They  live 
and  work  in  substandard  conditions  including  low  wages,  geographic  isolation, 
lack  of  sanitary  facilities,  exposure  to  vegetation  which  causes  a  rash  on 
contact  (poison  oak,  ivy),  exposure  to  toxic  chemicals,  extremes  of  weather, 
long  working  hours  and  inadequate  housing.   They  face  the  consequences  of  a 
life  on  the  road  without  continuity  of  any  needed  health  care  services.   Other 
barriers  to  health  care  are  language  and  cultural  differences,  and  economic 
status.   In  addition,  most  States  consider  migrants  to  be  temporary  residents, 
thus  making  them  ineligible  for  Medicaid.  '•■ 

Programs  serving  migrant  and  seasonal  farmworkers  and  their  families  are 
located  along  the  three  migratory  work  streams,  offering  special  outreach  and, 
in  some  areas,  environmental  services  along  with  health  care.   The  eastern 
stream  originates  in  Florida,  Puerto  Rico,  the  Virgin  Islands  and  other 
Caribbean  islands.   Workers  move  north  along  the  Atlantic  seaboard.   The 
midwest  stream  originates  in  Texas.   Workers  generally  move  to  the  midwestern 
States  but  may  join  the  eastern  or  western  streams  to  find  work.   The  western 
stream  originates  in  southern  California  and  workers  move  north  to  Idaho, 
Oregon,  Washington  and  other  agricultural  areas  in  the  northwest.   These 
patterns  are  becoming  less  distinct  due  to  changes  in  crop  production  and 
weather  related  problems. 

In  P^  1993  approximately  550,000  migrant  and  seasonal  farmworkers  were  served 
through  over  100  organizations  and  370  sites  located  in  rural  areas  in  35 
States  and  Puerto  Rico.   Of  these  sites,  over  80  percent  were  also  jointly 
funded  from  the  Community  Health  Center  program. 

Funding  for  the  Migrant  Health  Center  program  during  the  last  five  years  has 
been  as  follows; 


1990  49,343,000 

1991  51,723,000 

1992  57,336,000 

1993  57,306,000 

1994  59.000,000 


^Centers  for  Disease  Control,  Morbidity  and  Mortality  Weekly  Report. 
June  5,  1992,  Volume  41,  Number  RR-10.   A  survey  conducted  by  CDC  during  the 
period  1985-1989  assessed  the  occupational  and  residential  characteristics  of 
tuberculosis  cases  reported  in  29  States;  overall  migrant  and  seasonal 
farmworkers  accounted  for  more  than  5  percent  of  all  employed  cases.   Based  on 
data  from  that  survey,  the  risk  of  tuberculosis  among  migrant  and  seasonal 
farmworkers  was  estimated  to  be  six  times  greater  than  the  general  population 
of  employed  adults. 
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Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $59,000,000  is  the  same  as  the  FY  1994  appropriation 
and  would  maintain  a  current  level  of  services  for  approximately  550,000 
migrant  and  seasonal  farmworkers  and  their  families. 


Output  Data: 

FY  1993  FY  1994  FY  1995 

Actual  Appropriation  Estimate 

Funding  (000' s) $57,306  $59,000  $59,000 

Number  of  Sites  1/ 370  370  370 

Persons  Served 550,000  550,000  550,000 

1/  Includes  sites  that  are  also  community  health  center  sites. 
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Health  Care  for  the  Homeless 

Authorizing  legislation  -  Section  340  of  the  Public  Health  Service  Act. 

Increase 
1993  1994  1995  or 

Actual Appropriation         Estimate         Decrease 

SA  M  MM 

1/2/  2/ 

$58,014,000       $63,011,000         $63,011,000 

1/  Includes  $1,000,000  for  Malpractice  Tort  Claims  Transfer 

2/  Includes  $3,250,000  for  the  School  Health  Program  for  homeless  and  at-risk 
youth  and  $450,000  for  Malpractice  Tort  Claims  Transfer 

1995  Authorization Expired 

Purpose  and  Method  of  Operation 

The  Health  Care  for  the  Homeless  (HCH)  program  provides  access  for  homeless 
individuals  to  comprehensive,  family-oriented  primary  care  services,  including 
immunizations  and  substance  abuse  services.   Targeted  populations  include 
homeless  adults  and  children  in  families,  single  adults,  runaway  and  homeless 
youth,  minorities,  and  the  elderly  who  comprise  the  homeless  street  population 
and  the  homeless  sheltered  population. 

Approximately  one-half  of  the  HCH  projects  are  administered  by  federally 
funded  C/MHCs .   The  other  half  are  administered  by  nonprofit  coalitions,  inner 
city  hospitals,  and  local  public  health  departments.   In  FY  1992  about  88 
percent  of  the  projects  were  awarded  in  inner  city  areas,  and  the  remaining  12 
percent  were  awarded  in  rural  areas. 

Health  Care  for  the  Homeless  projects  provide  required  primary  health  care  and 
substance  abuse  services  at  locations  which  are  accessible  to  homeless 
individuals.   Working  in  emergency  shelter  systems,  soup  kitchens,  congregate 
meal  programs,  and  with  other  street  outreach  workers,  the  projects  are  able 
to  make  critical  health  care  available  to  a  large  segment  of  sick  and 
untreated  homeless  persons.   Additionally,  the  projects  provide  access  to 
emergency  health  services,  refer  homeless  persons  for  necessary  hospital 
services  and  for  needed  mental  health  services  unless  provided  on  site, 
provide  outreach  services,  and  aid  homeless  individuals  in  establishing 
eligibility  for  assistance  and  obtaining  services  under  entitlement  programs. 

In  FY  1992  the  HCH  program  made  awards  to  grantees  in  48  States  plus  the 
District  of  Columbia  and  the  Commonwealth  of  Puerto  Rico. 
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Data  collected  from  HCH  projects  in  calendar  year  1992  indicated  that: 

-  HCH  services  were  provided  to  411,126  homeless  individuals. 

-  There  were  1,749,762  total  encounters  of  which  43  percent  were  for  medical 
and  dental  services,  30  percent  were  for  case  management,  7  percent  for 
outreach  and  referral  and  20  percent  for  mental  health  and  substance  abuse 
services . 

-  60  percent  of  HCH  clients  were  minorities;  40  percent  Black, 

15  percent  Hispanic,  5  percent  Asian,  Native  American,  and  others, 
32  percent  were  white,  and  8  percent  were  unreported. 


Homeless  Users  -  Ethnicity 

CY  1992 
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Asian,  N.  Amer.,  Other 

5% 


-  23  percent  were  persons  living  as  a  family  unit,  and  50  percent  were 
unattached  adults. 

-  7,900  pregnant  homeless  females  were  served  of  which  1,428  were  ages  15-19. 

-  15  percent  were  children  ages  14  and  under,  5  percent  were  children 
ages  15-19,  and  58  percent  were  ages  20-44. 
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Homeless  Users  -  Age 

CY1992 


20-44  years 
58% 


0-19  years 
20% 


Unreported 
6% 


45+  years 
16% 


59  percent  were  males,  34  percent  were  females,  and  7  percent  were 
unreported. 


Homeless  Users  -  Male/Female 

CY  1988  -  CY  1992 


Thousands 


300 
250 
200 
150 
100 
50 
0 


IMalc 
I  Female 


■  III 


1988    1989    1990    1991    1992 
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-  17  percent  of  those  served  received  or  were  eligible  to  receive  Medicaid, 

2  percent  had  Medicare  coverage,  1  percent  were  privately  insured,  2  percent 
were  self -pay,  1  percent  had  VA  medical  benefits,  56  percent  had  no  medical 
resources,  and  21  percent  were  unreported. 

-  8  percent  were  receiving  Aid  to  Families  with  Dependent  Children,  5  percent 
were  receiving  SSI  benefits,  2  percent  were  receiving  WIC  benefits, 

1  percent  had  other  VA  benefits,  14  percent  were  receiving  food  stamps, 

7  percent  were  on  general  assistance,  1  percent  had  unemployment  insurance, 

2  percent  were  earning  wages  or  were  on  a  pension,  36  percent  had  no 
resources,  and  24  percent  were  unreported. 

-  43  percent  lived  in  emergency  shelters,  12  percent  were  living  on  the 
street,  9  percent  were  living  in  transitional  housing,  10  percent  were 
living  with  families  or  friends  in  a  non-permanent  arrangement,  and 

26  percent  were  unreported. 

-  6,577,  or  1.6  percent,  tested  HIV  seropositive  or  had  AIDS. 

During  FY  1993  additional  resources  were  made  available  specifically  for 
outreach  and  service  to  homeless  children.   The  Homeless  Children  program, 
authorized  in  1990  (Section  340  (s) ,  provides  community-based,  comprehensive 
primary  health  care  services  to  homeless  and  children  at  imminent  risk  of 
homelessness.   In  FY  1993  $2.5  million  of  the  FY  1992  Health  Care  for  the 
Homeless  appropriation  funded  10  Outreach  Homeless  Children  programs  to  begin 
first  time  program  operations.   Funding  of  these  projects  has  accomplished  the 
following: 

Supported  a  wide  variety  of  activities  to  improve  the  health  status  of 
homeless  children.   These  Include:   children  with  HIV,  infants  of  drug 
addicted  mothers,  children  in  foster  care,  homeless/runaway  adolescents, 
and  children  in  shelters; 

Developed  projects  which  ultimately  will  be  used  as  models  for  other 
programs  throughout  the  country  which  serve  homeless  children;  and 

Facilitated  a  leadership  role  in  the  development  and  support  of 
arrangements  with  service  providers  to  help  homeless  children  and  their 
families  cope  with  homelessness. 

The  "Healthy  Schools,  Healthy  Communities  School  Health  Program"  establishes 
school-based  clinics  in  high-need  areas  in  order  to  improve  the  health  and 
school  performance  of  at-risk  children.   In  FY  1994,  $3,250,000  will  be 
available  to  fund  15  grantees  who  will  provide  school-based  primary  health 
care  services  to  22,500  at-risk  children. 
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Funding  for  the  Health  Care  for  the  Homeless  program  during  the  last  five 
years  has  been  as  follows: 


1990 

35,967,000 

1991  Advance 

11,885,000 

1991 

39.036,000 

1992 

55,763,000 

1993 

58,014,000 

1994 

63,011,000 

Rationale 

for 

the  Budeet  Reauest: 

The  FY  1995  request  of  $63,011,000  is  the  same  as  the  FY  1994  appropriation 
and  will  provide  health  care  services  for  approximately  450,000  homeless 
individuals  and  22,500  at-risk  children. 


Output  Data: 

FY  1993  FY  1994 

Actual  Appropriation 

Funding  (000' s) $58,014,000  $63,011,000 

Grantees 119  118 

Homeless  Children 

Grantees (10)  (10) 

Sites 495  491 

Service  Capacity 450,000  450,000 

School  Health  Program 

Grantees 15 

Service  Capacity...          22,500 


FY  1995 
Estimate 

$63,011 

,000 
118 

450 

(10) 
491 
,000 

22 

15 
,500 
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Health  Services  for  Residents  of  Public  Housing 

Authorizing  Legislation  -  Section  340A  of  the  Public  Health  Service  Act. 


Increase 

1993 

1994 

1995 

or 

Actual 

AooroDriatlon 
BA 

Estimate 

Decrease 

BA 

BA 

BA 

$8,923,000 

$8,923,000* 

$8,923,000* 



*   Includes  $50,000  in  FY  1994  and  FY  1995  for  Malpractice  Tort 
Claims  Transfer. 


FY  1995  Authorization Expired 

Purpose  and  Method  of  Operation 

The  Health  Services  for  Residents  of  Public  Housing  program  makes  grant  funds 
available  to  local  communities  to  improve  the  health  status  of  residents  by 
delivering  comprehensive,  accessible,  and  affordable  primary  care  services  to 
residents  in  public  housing  units.   The  program  is  established  through  a 
cooperative  effort  with  HUD  and  other  appropriate  Federal,  State  or  local 
organizations . 

Residents  of  public  housing  face  a  variety  of  public  health  problems  including 
infant  mortality,  HIV/AIDS,  tuberculosis,  substance  abuse,  violence,  lead 
poisoning,  cancer  and  other  chronic  diseases.   These  individuals  also  face 
barriers  to  accessing  adequate  health  care,  including  a  lack  of  transportation 
and  financial  resources  as  well  as  language  barriers.   The  program  addresses 
health  problems  through  primary  care  services  which  are  non- fragmented  and 
focused  on  early  diagnosis  and  prevention  which  result  in  improved  health 
outcomes  for  residents  of  public  housing  projects.   The  program  also  addresses 
the  access  barriers  of  clinic  location,  transportation,  operating  hours  and 
other  factors  that  are  impediments  to  timely  and  appropriate  health  care 
utilization. 

The  program  improves  access  by  awarding  grants  to  community-based 
organizations,  such  as  Resident  Management  Corporations  and  C/MHCs,  to  support 
the  provision  of  case  managed,  ambulatory  primary  health  and  social  services 
in  clinics  at  or  locations  immediately  accessible  to  public  housing,  in  some 
cases  supported  by  HUD  financing. 

A  full  range  of  family  oriented  primary  and  preventive  health  and  social 
services  are  provided.   These  include  health  education/promotion,  health 
screening  and  counseling,  early  detection,  coordination  with  SSI,  WIC,  and 
other  social  services,  entitlement  eligibility  assistance  and  resident 
training. 


173 


70 


Data  collected  from  the  Health  Services  For  Residents  of  Public  Housing 
program  In  calendar  year  1992  Indicated  that: 

Seven  projects  provided  health  care  services  to  18,017  Individuals  who  were 
public  housing  residents  at  18  sites. 

There  were  118,810  total  encounters  of  which  52  percent  were  for  primary 
care  services;  22  percent  were  community  based  services  which  included 
screening,  counseling,  education  and  outreach;  12  percent  were  supportive 
and  other  required  services;  and  14  percent  were  case  management 
including  outreach. 

About  72  percent  of  the  program  users  between  age  20  and  64  were  females. 

Approximately  41  percent  of  the  program  users  were  children  ages  0-14. 

38  percent  of  the  1,204  pregnant  women  provided  with  perinatal  services 
were  teenagers. 

98  percent  of  persons  served  were  minorities  including  89  percent  Black, 
8  percent  Hispanic,  and  1  percent  Asian,  Native  American,  and  Pacific 
Islander. 


Public  Housing  Primary  Care  -  Users 

Ethnicity  -  CY  1992 


Black 

89% 


White    Hispanic  Asian/Nat.  Amer. 
2%  8%  1% 
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Funding  for  the  Health  Services  For  Residents  of  Public  Housing  program  during 
the  last  five  years  has  been  as  follows: 


1990 
1991 
1992 
1993 
1994 


3,416,000 
6,056,000 
8.923.000 
8,923.000 


Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $8,923,000  is  the  same  as  the  FY  1994  appropriation 
This  level  will  continue  support  for  21  grantees  at  38  sites  serving  40,000- 
50,000  residents  of  public  housing  areas. 


Output  Data: 


Grantees 

Sites 

Service  Capacity. 


FY  1993 
Actual 

21 
38 

40,000 


FY  1994 
Appropriation 

21 

38 
50,000 


FY  1995 
Estimate 

21 

38 

50,000 
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Black  Lung  Clinics 

Authorizing  legislation  -  Federal  Mine  Safety  and  Health  Act  of  1977, 

Section  427(a) . 


1993 
Actual 

1994 

ADoroprlation 

BA 

$4,142,000 

$10,000,000 

1995 

Estimate 

Increase 

or 
Decrease 

BA 
$3,968,000 
1995  Authorization. 

BA 
$4,142,000 

BA 

Purpose  and  Method 

of 

Op, 

eratlon 

This  program,  through  project  grants  or  contracts,  assists  public  and  private 
entities  to  establish  and  operate  clinics  which  provide  for  the  diagnosis, 
treatment  and  rehabilitation  of  active  and  retired  coal  miners  with 
respiratory  and  pulmonary  impairments.   The  major  function  of  these  clinics  is 
to  provide  services  to  minimize  the  effect  of  respiratory  and  pulmonary 
impairments  in  coal  miners,  and  to  reduce  the  incidence  of  expensive  inpatient 
treatment  of  these  conditions. 

Funding  for  the  Black  Lung  Clinics  program  during  the  last  five  years  has  been 
as  follows: 


1990  3.651.000 

1991  3.708.000 

1992  4.000.000 

1993  3,968.000 

1994  4,142,000 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $4,142,000  Is  the  same  as  the  FY  1994  appropriation. 
The  request  will  support  14  grant  awards  to  continue  providing  access  to 
health  care  services  to  47,350  victims  of  black  lung  disease. 

Output  Data: 


FY  1993  FY  1994  FY  1995 

Actual  Appropriation  Estimate 

Funding  (000' s) $3,968,000  $4,124,000  $4,124,000 

Number  of  Centers 14  14  14 

Persons  Served 47,335  47,350  47,350 


Increase 

1995 

or 

Estimate 

Decrease 

BA 

M 

$968,000 
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Pacific  Basin  Initiatives 

Authorizing  legislation  -  P.L.  101-527,  Section  10. 

1993  1994 

Actual         Appropriation 
BA  BA 

$873,000         $968,000 

1995  Authorization Expired 

Purpose  and  Method  of  Operation 

Funding  for  this  initiative  is  used  to  provide  for  projects  to  build  capacity 
and  improve  health  services  and  systems,  particularly  preventive  health 
services,  and  to  provide   technical  assistance  to  carry  out  such  projects  in 
the  Commonwealth  of  the  Northern  Mariana  Islands,  American  Samoa,  Guam,  the 
Federated  States  of  Micronesia,  the  Republic  of  the  Marshall  Islands,  and  the 
Republic  of  Palau.   Current  priorities  are  focused  on  mental  health,  substance 
abuse,  epidemiological  issues,  maternal  and  child  health,  and  environmental 
health  concerns.   In  FY  1994,  resources  are  being  targeted  for  program 
evaluation  activities. 

Funding  for  the  Pacific  Basin  Initiatives  program  during  the  last  five  years 
has  been  as  follows : 


1990  336,000 

1991  830,000 

1992  758,000 

1993  873,000 

1994  968,000 

Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $968,000  is  the  same  as  the  FY  1994  appropriation. 


Output  Data: 


FY  1993  FY  1994  FY  1995 

Actual         Appropriation        Estimate 


Projects 13  13  13 
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National  Health  Service  Corps 

Authorizing  legislation  -  Sections  331-338,  338C,  and  338F  of  the  Public 

Health  Service  Act. 


Increase 
1993  1994  1995  or 

Actual Appropriation    Estimate         Decrease 

FTE  BA    FTE  BA   FTE  BA   FTE  BA 

348    $42,020,000    307    $44,720,000  320   $44,720,000  +13 

1995  Authorization Such  sums  as  necessary 

Purpose  and  Method  of  Operation 

For  20  years  the  National  Health  Service  Corps  (NHSC)  has  assured  the 
availability  of  primary  health  care  providers  for  the  neediest  underserved, 
health  professional  shortage  areas  of  our  Nation.   Because  primary  care 
physicians,  nurse  practitioners,  physician  assistants,  certified  nurse 
midwives,  dental  and  mental  health  professionals  are  generally  not  attracted 
to  practicing  in  the  neediest  areas,  the  health  care  systems  which  serve  these 
areas  rely  heavily  on  the  NHSC  for  their  cadre  of  culturally  competent, 
community  responsive,  primary  care  providers.   The  NHSC  is  often  the  only 
source  of  providers  to  care  for  people  in  underserved  rural  areas  or  in 
communities  with  high  rates  of  infant  mortality,  poverty,  substance  abuse, 
AIDS,  or  homelessness. 

Through  service-obligated  and  volunteer  programs,  the  NHSC  recruits,  trains 
and  places  primary  care  providers  in  C/MHCs ,  health  care  to  the  homeless 
programs,  federally  qualified  health  centers,  health  departments  offering  a 
full  range  of  comprehensive  and  continuous  primary  care  services,  and  free- 
standing private  practices  that  are  financially  viable  and  tied  into  a  health 
care  system.  The  program  has  been  a  model  of  community  service  in  exchange 
for  educational  support. 

Targeting  Funding  for  Disadvantaged  Populations 

As  the  competition  to  recruit  primary  care  providers  increases,  the  NHSC 
conducts  major  recruitment  initiatives  through  market  research,  direct  mail, 
professional  journal  advertising,  professional  meeting  exhibits,  and  training 
program  visitations  to  expose  providers  to  the  benefits  and  challenges  of 
serving  the  underserved  through  the  NHSC.   These  extensive  recruitment  efforts 
are  underway  to  assist  the  NHSC  in  attracting  community  responsive  providers 
who  are  sensitive  to  the  needs  of  underserved  populations  in  the  communities 
in  which  they  will  work,  and  who  are  likely  to  remain  in  the  areas  after 
completing  their  service  obligation.   Programs  targeted  at  exposing  providers 
to  primary  care  career  fields  and  to  the  socio-cultural  aspects  of  successful 
work  in  underserved  areas  include  on-site  training,  residency  programs  in 
underserved  areas,  mentoring,  orientation  to  increase  awareness  of  the  needs, 
and  State  and  local  community  involvement. 
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Funding  for  the  National  Health  Service  Corps  (Field)  program  during  the  last 
five  years  has  been  as  follows: 


FTE 


1990 

39.337,0001/ 

343 

1991 

42,256,000 

313 

1992 

41,456,000 

320 

1993 

42.020,000 

348 

1994 

44.720.000 

307 

1/  Reflects  a  reprogranuning  of  $2,500,000  to  the  NHSC  recruitment  activity. 


Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $44,720,000  is  the  same  as  the  FY  1994  appropriation. 
This  level  will  continue  logistical  and  clinical  support  for  the  current  and 
projected  field  strength  levels.   These  functions  include  travel  and 
transportation  cost  of  assignees,  training  and  education  required  for  the 
maintenance  of  licensure,  volunteer  recruitment  activities,  retention 
activities,  and  other  activities  in  support  of  field  providers.   Salary  costs 
of  most  new  assignees  will  be  paid  by  the  employing  entity  such  as  a  community 
health  center  or  health  care  for  the  homeless  project. 

Output  Data: 


Scholarship  Obligors. 

Loan  Repayors 

Non  Obi  Feds 

State  LRP 

Comm.  Based  Schol..., 

Total  NHSC 
Field  Strength 


FY  1993 

FY  1994 

FY  1995 

Actual 

ApproDriation 
385 

Estimate 

341 

415 

822 

1,023 

995 

132 

130 

130 

371 

380 

380 

1 

25 

100 

1,667 


1,943 


2,020 
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NHSC  Field  Strength 

FY  1989  -  FY  1995 


1989    1990    1991     1992    1993    1994    1995 


CH  Scholars 

M  Non-ob  Feds 


iFed.  LR 

i  Comm.  Based  Schol. 


i  State  LR 


Estimated  for  FY  1994,  FY  1995 


Other  NHSC  Field  Data 


HD/DO 

DP 

NP 

PA 

CNM 

Other 

Total 

Rural 

Urban 

FY  1992* 

924 

87 

97 

87 

21 

48 

1,264 

756 

508 

FY  1993» 

1,151 

146 

129 

170 

36 

35 

1,667 

965 

702 

*  FY  1992  as  of  9/30/92,  FY  1993  as  of  9/30/93 

MO  -  Medical  Doctor 

DO  -  Doctor  of  Osteopathy 

DD  -  Dentist 

NP  -  Nurse  Practitioner 

PA  -  Physician  Assistant 

CNM  -  Certified  Nurse  Midwife 
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National  Health  Service  Corps 

Field  Strength  By  Discipline 


PA  10% 

NM   2% 


MP  8% 


DD   9% 


Other  2% 


MD/DO   69% 


As  of  Sqxember  30,  1993 


National  Health  Service  Corps 

Field  Strength  by  Obligation 


Fed.  Scholars 
20% 


NoD-obl.  Feds_ 
8% 

CB  Scholars 
1% 


As  of  Scfitember  30,  1993 


SUte  LR 
22% 


Fed.  LR 
49% 
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National  Health  Service  Corps  Recruitment 

Authorizing  legislation  -  Section  338A-I  of  the  Public  Health  Service  Act. 


1993 
Actual 


BA 


$73,439,000 


1/ 


1994 

Appropriation 

BA 

1/ 
$79,250,000 


1995 
Estimate 

1/ 
) 

Increase 

or 
Decrease 

BA 
$79,250.00C 

BA 

1/  Excludes  $2.5M  in  FY  1993  and  $2.75M  in  FY  1994  and  FY  1995  allocated  to 
the  State  Offices  of  Rural  Health. 


FY  1995  Authorization. 


....   Such  sums  as  necessary  for  Scholarships  and 
Federal  Loan  Repayment  Programs,  and  up  to 
$10,000,000  for  the  State  Loan  Repayment 
Program  (3381) . 

Purpose  and  Method  of  Operation 

The  National  Health  Service  Corps  (NHSC)  Recruitment  program  awards 
scholarships  to  health  professions  students  and  assists  graduate  students  in 
repaying  their  student  loans.   In  return  for  every  year  of  support,  these 
students  are  obligated  to  provide  a  year  of  service  in  health  professional 
shortage  areas  usually  located  in  inner  cities  or  rural  areas,  with  a  2  year 
minimum  obligation. 

The  interdisciplinary  NHSC  team  which  is  critical  to  the  Increased  demands 
generated  by  health  care  reform  Includes  primary  care  physicians,  nurse 
practitioners,  nurse  midwives,  physician  assistants,  dental  and  mental  health 
professionals.   Primary  care  physicians  Include  family  practice,  internal 
medicine,  pediatrics,  obstetrics/gynecology ,  and  osteopathic  general  practice. 
In  addition,  disadvantaged  health  professions  students  and  practitioners 
comprise  a  significant  portion  of  the  award  recipients  to  assure  the 
availability  of  culturally  competent  providers  in  underserved  areas. 

After  a  significant  decline  in  scholarship  funding  in  the  1980 's  the  NHSC  was 
revitalized  in  1990  with  new  legislation  and  Increased  funding  for  both 
scholarships  and  the  newer  loan  repayment  program.   With  increased  funding  in 
ly   1993,  the  NHSC  supported  more  than  400  scholarships,  470  loan  repayors ,  and 
21  State  Loan  repayment  programs. 


183 


80 


Funding  for  the  National  Health  Service  Corps  Recruitment  program  during  the 
last  five  years  has  been  as  follows: 


1990  11.382.000 

1991  48,795.000 

1992  57.206.000 

1993  73.439.000 

1994  79.250.000 


Rationale  for  the  Budget  Request: 


The  FY  1995  request  of  $79,250,000  is  the  same  as  the  FY  1994  appropriation. 
The  total  request  will  support  417  Federal  scholarships.  418  Federal  loan 
repayment  agreements,  and  will  provide  $5  million  for  an  estimated  380  State 
loan  repayment  agreements.   Scholarship  and  loan  repayment  estimates  include 
projections  of  increased  medical  education  costs.   All  support  will  be 
multi-year.   Federal  loan  repayment  agreement  recipients  are  immediately 
available  to  be  a  part  of  current  NHSC  field  strength  levels. 

Recruitment  efforts  are  aimed  toward  individuals  who  are  interested  In  primary 
care  practices.  In  addition,  recruitment  efforts  are  also  aimed  at  attracting 
significant  numbers  of  disadvantaged  individuals,  which  include  minorities,  at 
schools  with  a  high  number  of  disadvantaged  students  and  at  historically  black 
colleges.  Unfortunately,  numbers  of  disadvantaged,  eligible  students  have  not 
increased  in  recent  years. 

When  health  care  reform  is  implemented,  insurance  alone  will  not  assure  an 
adequate  supply  of  providers  in  remote  rural  and  certain  urban  areas  that 
historically  have  been  underserved.  it  may  be  necessary  to  provide  through 
service  obligation  activities  a  cadre  of  providers  for  these  difficult  to 
staff  locations.  The  basic  characteristics  of  underserved  areas,  e.g. 
poverty,  lack  of  professional  support,  and  overwhelming  social  problems  make 
it  unlikely  that  purchasing  power  alone  will  assure  an  adequate  supply  of 
providers  in  these  areas. 


Output  Data: 


FY  1993  FY  1994  FY  1995 

Actual         Appropriation         Estimate 


Scholarships 406  451  417 

Fed.  Loan  Repayment...         477  451  418 

State  Loan  Repayment..         371  380  380 
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NHSC  Scholarship  and  Loan  Repayment  Awards 

FY  1990  -  FY  1995 


1990     1991     1992     1993     1994     1995 


D  Scholarships  ^Fed.  LR  ■  State  LR 


Estimated  for  FY  1994,  FY  1995 


NHSC  Recruitment  Awards 

FY  1993 


Scholarships 


Federal  I>oaii  Repayment 


NP/FA/CNM  ■ 
Physidans       D 


142 
264 


113 
364 


\ 
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Increase 

1995 

or 

Estimate 

Decrease 

M 

M 

$478,000 



Grants  to  Communities  -  Health  Professions  Scholarships 

Authorizing  Legislation  -  Section  338L  of  the  Public  Health  Service  Act. 

1993  1994 

Actual Appropriation 

BA  BA 

$478,000  $478,000 

FY  1995  Authorization Expired 

Purpose  and  Method  of  Operations 

This  program  supports  grants  to  States  for  the  purpose  of  establishing 
programs  to  increase  the  availability  of  primary  health  care  in  urban  and 
rural  Health  Professions  Shortage  Areas  (HPSA) .   States  receiving  grant  awards 
provide  financing  for  community  organizations  located  in  HPSA's  to  make 
scholarship  awards  to  health  professions  students  in  exchange  for  a  service 
obligation  in  a  HPSA  in  the  community.   The  types  of  health  professions 
supported  Include  physicians,  certified  nurse  practitioners,  certified  nurse 
midwives,  or  physician  assistants. 

To  receive  a  grant  under  this  program,  States  are  required  to  have  already 
received  at  least  one  grant,  cooperative  agreement,  or  contract  under  another 
authority  of  the  PHS  Act  for  the  fiscal  year.   The  States  are  also  required  to 
administer  the  grant  directly  by  a  single  State  agency. 

Awards  are  made  to  community  organizations  which  enter  into  contracts  under 
which: 

1.  The  community  organizations  agree  to  provide  scholarships  to  individuals 
for  attendance  at  health  professions  schools;  and 

2.  The  individuals  agree  to  provide,  in  the  HPSA's  in  which  the  community 
organizations  are  located,  primary  health  care  for: 

a.  a  number  of  years  equal  to  the  number  of  years  for  which  the 
scholarships  are  provided,  or  two  years,  whichever  is  greater;  or 

b.  such  greater  period  of  time  as  the  individuals  and  community 
organizations  may  agree. 

Sixty  percent  of  the  costs  of  scholarships  are  paid  from  non- federal 
contributions  made  in  cash  by  both  the  State  and  the  community  organization 
through  which  the  scholarships  are  provided.   The  State  must  make  available 
between  15  and  25  percent  and  the  community  organization  between  35  and 
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45  percent  of  the  cost  of  the  scholarships.   Non-Federal  contributions  may  not 
include  any  amounts  provided  by  the  Federal  Government  to  the  State  or 
community  organizations  involved,  or  to  any  other  entity. 

To  the  extent  practicable,  not  less  than  50  percent  of  the  amounts 
appropriated  are  expended  for  community  organizations  in  rural  areas.   This 
requirement  is  not  intended  to  preclude  making  grants  to  States  that  do  not 
have  rural  HPSA's. 

Funding  for  the  Grants  to  Communities  Health  Professions  Scholarships 
program  during  the  last  five  years  has  been  as  follows: 


1990 
1991 
1992 
1993 
1994 


488,000 
487,000 
478,000 
478,000 


Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $478,000  is  the  same  as  the  FY  1994  appropriation. 
This  level  will  support  11  grants  to  States  for  a  total  of  60  scholarships. 

Output  Data: 


FY  1993 
Actual 


FY  1994 
Appropriation 


FY  1995 
Estimate 


Grants 

Scholarships . 


11 
60 


11 
60 


11 
60 
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Nursing  Loan  Repayment 

Authorizing  Legislation  -  Sections  8A6  of  the  PHS  Act. 


1993 

1994 

1995 

Actual 

ADDrooriation 
BA 

Estimate 

BA 

BA 

$2,044,000 

$2,044,000 

$2,044,000 

Increase 

or 
Decrease 

BA 


FY  1995  Authorization Expired 

Purpose  and  Method  of  Operation 

This  activity  offers  loan  repayment  to  nurses  in  exchange  for  an  agreement  to 
serve  not  less  than  2  years  in  an  Indian  Health  Service  health  center,  in  a 
Native  Hawaiian  health  center,  in  a  public  hospital,  in  a  migrant  health 
center.  In  a  community  health  center,  in  a  nursing  facility,  in  a  rural  health 
clinic,  or  in  a  health  facility  determined  by  the  Secretary  to  have  a  critical 
shortage  or  nurses. 

Funding  for  the  Nursing  Loan  Repayment  program  during  the  last  five  years  has 
been  as  follows: 

S 


1990  982,000 

1991  1,455,000 

1992  1,452.000 

1993  2,044,000 

1994  2.044,000 

Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $2,044,000  is  the  same  as  the  FY  1994  appropriation  and 
will  support  approximately  192  awards. 

Output  Data: 

FY  1993  FY  1994  FY  1995 

Actual  Appropriation        Estimate 

Awards 192  192  192 


188 


85 


Hansen's  Disease  Center 

Authorizing  Legislation  -  Titles  II  and  III,  Section  320,  of  the  Public 

Health  Service  Act. 


Increase 

1993 

1994 

1995 

or 

Actual 

Appropriation 

Estimate 

Decrease 

FTE  M    FTE  BA  FTE  BA  FTE  BA 

316    $20,023,000    300    $20,747,000  292   $20,747,000   -8 

1995  Authorization Indefinite 


Purpose  and  Method  of  Operation 

The  National  Hansen's  Disease  (NHDP)  program  consists  of  the  Gillls  W.  Long 
Hansen's  Disease  Center  (GWLHDC)  at  Carville,  Louisiana,  research  in  Baton 
Rouge,  and  the  Regional  Ambulatory  Care  program  for  Hansen's  Disease  (HD) 
patients.   The  GWLHDC  offers  health  care  to  HD  patients  utilizing  direct  care, 
and  is  a  World  Health  Organization  (WHO)  Center  of  Excellence  for  HD  research. 
Regional  Patient  Care  provides  secondary  and  tertiary  care  in  support  of 
direct  care  at  the  Center,  regionalized  care  of  patients  on  an  outpatient 
basis,  and  coordination  with  local  health  agencies.  Medicare  and  Medicaid  to 
assure  care  for  HD  patients. 

The  HD  population  in  the  United  States  approximates  6,000  of  whom  about  4,100 
are  cared  for  under  the  NHDP  regional  care  program.   Since  1988,  no  long-term 
custodial  care  admissions  have  been  authorized.   In  addition  to  providing 
specialized  therapy  to  HD  patients,  the  NHDP  serves  as  an  international 
clearinghouse  for  HD  and  other  mycobacterial  information  and  research.   The 
staff  conducts  major  international  training  efforts  through  seminars  within 
the  U.S.  and  teaching  engagements  abroad  under  the  auspices  of  the  WHO  and  the 
Pan  American  Health  Organization.   Rehabilitation  techniques  developed  for  the 
care  of  the  insensitive  limbs  of  HD  patients  have  been  shown  to  be  effective 
in  preventing  amputation  of  the  "diabetic  foot."  This  technology  is  now  being 
transferred  to  other  sectors  and  programs,  including  Community  and  Migrant 
Health  Centers. 

Research  accomplishments  include  the  identification  of  a  potential  anti- 
leprosy  vaccine  which  is  now  being  tried  in  subjects,  the  manufacture  and 
distribution  of  thalidomide  for  the  outpatient  management  of  reactive 
episodes,  and  the  manufacture  and  distribution  of  lepromin  skin  tests  under 
contract  with  WHO  (approximately  945,000  doses  to  date).   Research  into  the 
prevention  and  treatment  of  the  insensitive  foot  and  hand  also  continues  with 
services  provided  for  HD  patients  and  other  patients  with  similar  limb 
disorders,  such  as  diabetes. 
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Funding  for  the  National  Hansen's  Disease  program  during  the  last  five  years 
has  been  as  follows: 


FTE 


18, 

,158 

,000 

300 

19, 

,792 

,000 

300 

19, 

,489, 

,000 

315 

20, 

,023, 

,000 

316 

20, 

,747, 

,000 

300 

1990 
1991 
1992 
1993 
1994 


Rationale  for  the  Budeet  Request: 

The  FY  1995  request  of  $20,747,000  the  same  as  the  FY  1994  appropriation. 
This  level  will  maintain  current  services  during  and  following  the  termination 
of  the  current  arrangement  with  the  Bureau  of  Prisons  (BOP) .   It  is 
anticipated  that  the  BOP  will  have  vacated  the  Carville  facility  by  the  end  of 
FY  1994. 


Output  Data: 

FY  1993  FY  1994  FY  1995 

Actual         Appropriation         Estimate 

NHDP 

Average  Daily  Patient 
Load  -  Residential 
Population 150  150  150 

Average  Daily  Patient 

Load  -  Non-residential      15  15  15 

Regional  Patient  Care: 

#  Regional  centers....      10  10  10 

#  Users 4,100  4,100  4,100 
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Residential  Care: 
Residential  Direct  Cost. 

Facilities 

Administration 

Subtotal $2,672 

Clinical/Rehabilitation: 

Clinical  Direct  Cost $7,245 

Facilities 1,055 

Administration 1 .  645 

Subtotal $9  ,  945 

Regional  Care: 

Direct  Regional  Care  Cost  $2,965 

Facilities 121 

Administration 123 

Subtotal $3  ,  209 

Training 

Direct  Training  Cost $568 

Facilities 214 

Administration 107 

Subtotal $889 

Research 

Direct  Research  Cost $2,859 

Facilities 112 

Administration 337 

Subtotal $3  ,  308 

Total,  Direct  Funding $20,023 

Reimbursements : 

Bureau  of  Prisons $4,876 

Other 922 


FY  1993 

FY  1994 

FY  1995 

Actual 

Appropriation 

Estimate 

$1,245 

$1,240 

$1,240 

1,032 

1,022 

1,022 

395 

390 

390 

$2,652 


$  7,477 
1,178 
1.887 

$10,542 


$3,100 
113 
117 

$3,330 


$550 
208 
102 

$860 


$2,652 


$7 

,477 

1, 

,178 

1, 

,887 

$10,542 


$3,100 
113 
117 

$3,330 


$  550 
208 
102 

$   860 


$2,956 

$2,956 

103 

103 

304 

304 

$3,363 

$3,363 

$20,747 

$20,747 

$3,875 

... 

379 

500 

1/ 


1/  Amounts  for  FY  1995  will  be  developed  as  a  part  of  the  BOP  withdrawal  plan. 
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Payment  to  Hawaii 

Authorizing  legislation  -  Section  320  of  the  Public  Health  Service  Act. 


Increase 

1993 

1994 

1995 

or 

Actual 

Appropriation 
BA 

Estimate 

Decrease 

BA 

BA 

BA 

$2,976,000 

$2,976,000 

$2,976,000 

... 

1995  Authorization. 

Indefinite 

Purpose  and  Method 

of 

Operation 

Payments  are  made  to  the  State  of  Hawaii  for  the  care  and  treatment  in  its 
facilities  of  persons  with  Hansen's  disease,  at  a  per  diem  rate  not  greater 
than  the  comparable  per  diem  operating  cost  per  patient  at  the  Gillis  W.  Long 
National  Hansen's  Disease  Center,  Carville,  Louisiana.   In  FY  1992  the 
Hansen's  Disease  program  in  Hawaii  supported  about  4,500  outpatient  visits 
with  an  average  daily  inpatient  load  of  approximately  83  persons  with  Hansen's 
disease.   Expenses  above  the  level  of  the  Federal  funds  appropriated  for  the 
support  of  medical  care  are  borne  by  the  State  of  Hawaii. 

Funding  for  the  Payment  to  Hawaii  program  during  the  last  five  years  has  been 
as  follows: 


1990 
1991 
1992 
1993 
1994 


3,217,000 
3,383,000 
3,000,000 
2,976,000 
2,976,000 


Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $2,976,000  is  the  same  as  the  FY  1994  appropriation, 
and  will  fund  approximately  44  percent  of  the  anticipated  total  cost  of 
$6,696,855  to  the  State  of  Hawaii. 


79-879  O- 94 -7 
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Output  Data: 


FY  1993 
Actual 


Average  daily  patient 

census 83 

Patient  days 30.000 

Inpatient  cost $190.39 

Outpatient  visits 4,500 

Cost/visit $70.39 

Est.  Program  cost $6,028,455 

Est.  Percent 

of  cost 49% 


FY  1994 

FY  1995 

Appropriation 

Estimate 

83 

83 

30,000 

30,000 

$201.43 

$211.50 

4,500 

4,500 

$74.47 

$78.19 

$6,378,015 

$6 

,696,855 

47% 


44% 
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Native  Hawaiian  Health  Care 


Authorizing  Legislation  -  Native  Hawaiian  Health  Care  Act,  Public  Law  102-396. 


Increase 

1993 

1994 

1995 

or 

Actual 

- 

Appropriation 
BA 

Estimate 

Decrease 

M 

BA 

BA 

$3,589,000 

$4,336,000 

$4,336,000 

... 

FY  1995  Authorization, 

Such 

sums 

as 

necessary 

Purpose  and  Method 

of 

Operation 

The  purpose  of  this  activity  is  to  improve  the  health  status  of  Native 
Hawaiians  by  making  primary  care,  health  promotion,  and  disease  prevention 
services  available  through  the  support  of  Native  Hawaiian  Health  Care  Systems 
(Systems).   Native  Hawaiians  face  cultural,  financial  and  geographic  barriers 
which  prevent  them  from  utilizing  existing  services.   In  addition,  health  care 
services  are  often  unavailable  in  the  community. 

When  existing  services  are  available,  the  Systems  use  a  combination  of 
outreach,  referral,  and  linkage  mechanisms  to  provide  services. 
When  services  are  not  available,  the  Systems  will  provide  the  services 
directly.   Services  provided  include  health  screening,  nutrition  programs,  and 
contracting  for  basic  primary  care  services.   This  activity  also  supports  a 
health  professions  scholarship  program  for  Native  Hawaiians  and  administrative 
costs  of  Papa  Ola  Lokahi,  a  consortium  of  Native  Hawaiian  Health  care 
organizations . 

Funding  for  the  Native  Hawaiian  Health  Care  program  during  the  last  five  years 
has  been  as  follows: 


A 


1990 
1991 
1992 
1993 
1994 


1,283,000 
3,416,000 
3,594,000 
3,589,000 
4,336,000 


Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $4,336,000  is  the  same  as  the  FY  1994  appropriation. 
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State  Alzheimer's  Disease  Pilot  Grants  -  Demonstration  projects 

Authorizing  legislation  -  Sections  398  -  398B  of  the  Public  Health 

Service  Act. 

Increase 
1993  1994  1995  or 

Actual         Appropriation         Estimate         Decrease 
BA  BA  BA  BA 


$4,959,000        $4,959,000 
1995  Authorization Expired 


$4,959,000 


Purpose  and  Method  of  Operation 

The  State  Alzheimer's  Disease  Pilot  Grant  program  Is  a  demonstration  program 
with  grants  being  awarded  to  13  agencies  of  State  governments,  to  the  District 
of  Columbia,  and  to  Puerto  Rico  to  assist  them  in  planning,  establishing  and 
operating  programs  that  coordinate  health  care  services  to  Individuals  with 
Alzheimer's  disease  or  related  disorders.   In  the  first  year  of  a  State's 
participation  in  the  program,  the  State  matching  requirement  is  25  percent. 
In  the  second  and  third  year,  the  State  matching  requirement  is  35  and  40 
percent,  respectively. 

The  program  coordinates  the  development  and  operation  of  State  Alzheimer's 
disease  programs  with  public  and  private  organizations  for  diagnostic, 
treatment,  care  management,  respite  care,  legal  counseling,  and  education 
services  to  individuals  with  Alzhelmers'  disease  or  related  disorders. 


A  second  aspect  of  the  program  provides  home  health  care,  personal  care,  day 
care,  companion  services,  and  short-term  care  in  health  facilities  to 
Alzheimer's  disease  patients.   A  third  portion  of  the  program  provides 
Information  on  Alzheimer's  disease  services,  assistance,  and  legal  issues  to 
health  care  providers,  Alzheimer's  disease  patients  and  their  families,  and 
the  general  public. 

Funding  for  the  State  Alzheimer's  Disease  Pilot  Grants  program  during  the  last 
five  years  has  been  as  follows: 

S 


1990 
1991 
1992 
1993 
1994 


3.974.000 
4,959,000 
4,959.000 
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Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $4,959,000  is  the  same  as  the  FY  1994  appropriation. 

Output  Data: 

FY  1993           FY  1994  FY  1995 

Actual  Appropriation  Estimate 

Service  Delivery  Sites...        86                 90  92 

Program  Users 5,700              5,900  6,000 
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Justification 
(Health  Professions) 


1994 

Appropriation 

BA 


Increase 

1995 

or 

Estimate 

Decrease 

BA 


BA 


Minor  Ity/Dlsadvantageci 
H.P.  Initiatives 

Consolidated  Student 

Loan  Program 

Primary  Care  Health 

Profs .  Initiatives 

Other  Priority  Nursing 
Initiatives 

H.P.  Research  and  Data.... 


$53,188,000  $53,188,000  $--- 

41,701,000  41,701.000 

144.642,000  131,033,000  -13,609,000 

40,851,000  38,545,000  -2,306,000 

1.766.000  2.764.000  -^998,000 


Total,  budget  authority.    $282,148,000    $267,231,000   -$14,917,000 
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Health  Professions 

Authorizing  Legislation  -  Public  Health  Service  Act,  Titles  VII  and  VIII 

Increase 
or 


1993  1994  1995 

Actual  Appropriation  Estlmat 

BA  BA  BA 

$266,338,000  $282,148,000  $267,231,000     -$14,917,000 


Actual        Appropriation       Estimate         Decrease 
BA  BA  BA  BA 


The  FY  1995  budget  for  the  Bureau  of  Health  Professions'  health  workforce 
initiatives  continues  the  Administration's  effort  begun  last  year  to  join  with 
the  Congress  in  strengthening  and  reshaping  the  role  of  the  Federal  government 
in  addressing  health  professions  shortages  and  issues  of  critical  need. 
Consistent  with  the  Bureau's  "Agenda  for  Health  Professions  Reform"  and  with 
health  workforce  priorities  set  forth  in  the  President's  Health  Security  Act, 
attention  would  be  directed  toward  promoting  primary  care  education, 
strengthening  public  health  education  and  practice,  strengthening  the  capacity 
of  nursing  and  allied  health  professions  to  meet  increasing  demands  for 
services,  increasing  the  numbers  of  health  care  providers  from 
minority/disadvantaged  backgrounds,  promoting  educational  strategies  to 
recruit  and  retain  health  care  providers  for  underserved  populations, 
advancing  continuous  quality  improvement  in  health  professions  education  and 
practice;  and  strengthening  health  professions  data,  information  systems,  and 
education  research. 

The  Vice  President's  National  Performance  Review  task  force  recommended  that 
the  Department  of  Health  and  Human  Services  (HHS)  work  with  the  Congress  to 
consolidate  and  refocus  existing  health  professions  education  programs  to  meet 
needs  for  primary  care  providers  (including  mid- level  providers).,  health 
professionals  for  underserved  areas  and  populations,  and  minority  health 
professionals.   In  response  to  this  recommendation,  and  in  the  interest  of 
rationalizing  and  simplifying  program  administration,  existing  multiple 
categorical  grant  and  contract  programs  under  Titles  VII  and  VIII  of  the  PHS 
Act  would  be  replaced  by  consolidated  programs  addressing  special  health 
workforce  needs  in  the  following  five  areas : 

o  Minority/disadvantaged  health  professions  initiatives 

o  A  consolidated  student  loan  program 

o  Primary  care  health  professions  initiatives 

o  Other  priority  nursing  initiatives 

o  Health  professions  research  and  data 

The  consolidated  minority/disadvantaged  health  professions  program  would 
provide  flexible  Federal  support  for  targeted  initiatives  to  increase  the 
numbers  of  minority/disadvantaged  health  professionals  as  called  for  in  the 
President's  Health  Reform  proposal.  •  Attention  would  be  required  to  be  given 
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to  recruitment  and  training  of  students  early  in  the  educational  pipeline  (at 
the  elementary  and  secondary  school  level) ,  as  appropriate  in  relation  to 
activities  focusing  on  higher  levels  of  the  educational  continuum. 

The  consolidated  student  loan  program  would  provide  for  low- interest  loans  for 
students  willing  to  commit  themselves  to  primary  care  or  related  service. 
Providing  assistance  in  the  form  of  loans  would  assure  that 

campus -based  student  aid  funds  would  be  "recycled"  through  revolving  funds  on 
a  continuing  basis. 

Under  the  consolidated  primary  care  health  professions  initiatives  program, 
support  would  be  provided  for  initiatives  in  areas  such  as  physician 
specialist  retraining  and  career  change  activities,  predoctoral  training  and 
faculty  development  in  primary  medical  care  fields,  and  training  of  nurse 
practitioners/nurse  midwives,  physician  assistants  and  Medical  Officers  for 
the  Pacific  Basin.   The  program  also  would  support  training  of  primary  care 
providers  to  practice  effectively  under  new  systems  of  organizing  health  care 
and  would  encourage  efforts  to  reduce  legal  or  other  barriers  to  efficient 
primary  care  practice. 

The  consolidated  program  for  support  of  other  priority  nursing  initiatives 
would  provide  aid  for  development  of  undergraduate  nursing  education  programs 
as  needed  to  meet  health  reform  objectives,  for  continuing  education  of  nurses 
in  underserved  areas,  for  training  of  nurses  to  practice  in  school -based 
clinics,  and  for  establishment  and  maintenance  of  improved  nursing  practice 
arrangements,  especially  in  noninstitutional  settings.   The  program  also  would 
prepare  nurses  to  serve  as  nurse  educators,  public  health  nurses,  or  other 
clinical  nurse  specialists  requiring  advanced  education. 

Broadened  health  professions  data  analysis  and  research  authorities  would 
allow  flexible  Federal  support  of  activities  to  increase  knowledge  about  the 
Nation's  health  professions  needs  and  to  assess  the  effectiveness  of  various 
methods  of  meeting  those  needs,  particularly  as  related  to  requirements 
generated  by  recent  moves  toward  health  care  reform. 

In  each  program  area,  emphasis  would  be  placed  on  support  of  innovative 
demonstration  projects  and  provision  for  strategic  workforce  supplementation 
activities  as  required  to  meet  performance  outcomes  established  by  the 
Secretary.   Projects  would  be  required  to  be  consistent  with  related  Federal 
and  state  initiatives  in  the  health  workforce  field.   In  expending  funds, 
grantees  would  be  required  to  provide  for  linkages  among  relevant  educational 
and  health  care  entities  In  the  community. 

In  total,  the  FY  1995  consolidated  budget  for  health  workforce  Initiatives 
represents  a  net  decrease  of  $14,917,000  compared  with  actual  FY  1994 
appropriation. 
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Mlnorltv/Dlsadvantaged  Health  Professions  Initiatives 

Authorizing  Legislation  -  Legislative  proposal  is  being  prepared  to 
consolidate  Sections  738,  739,  740,  and  827  of  the  Public  Health  Service  Act. 


Increase 

1993 

1994 

1995 

or 

Actual 

Appropriation 
BA 

Estimate 
BA 

Decrease 

BA 

BA 

$53,188,000 

$53,188,000 

$53,188,000 

$.-. 

Authorization. 

L« 

igislative  authorit-s 

1   is  beine  p: 

Purpose  and  Method  of  Operation 

This  new  program  establishes  a  consolidated  authority  for  matching  grants  to 
and  contracts  with  public  and  nonprofit  private  entitles  to  help  increase  the 
number  of  mlnority/disadvantaged  health  professionals  as  needed  to  meet  Health 
Reform  objectives.   The  programs  that  would  be  consolidated  are  Centers  of 
Excellence  Program,  Health  Careers  Opportunity  Program  (HCOP) ,  Loan  Repayments 
and  Fellowships  regarding  Faculty  Positions  Program,  and  Nursing  Education 
Opportunities  for  Individuals  from  Disadvantaged  Backgrounds  Program. 

Eligible  entities  would  compete  for  awards  to  carry  out  innovative 
demonstration  projects  and  provide  for  strategic  workforce  supplementation 
activities  as  required  to  meet  performance  outcomes  established  by  the 
Secretary. 

Projects  would  be  required  to  be  consistent  with  related  Federal  and  state 
initiatives  regarding  national  service,  graduate  medical  education,  and 
support  of  academic  health  centers. 

In  expending  funds,  grantees  would  be  required  to  provide  for  linkages  among 
relevant  educational  and  health  care  entitles  in  the  community  and  to  meet 
information  requirements  as  specified  by  the  Secretary  of -HHS. 

Funds  could  be  used  for  program  support,  faculty  development,  trainee  support, 
workforce  analysis,  and  dissemination  of  information,  as  appropriate  to 
produce  required  performance  outcomes. 

Preference  would  be  given  to  projects  to  recruit  mlnority/disadvantaged 
individuals  for  more  than  one  health  profession  and  to  projects  that  emphasize 
primary  care  training. 
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Funding  for  the  categorical  Minority/Disadvantaged  Health  Professions  programs 
to  be  consolidated  have  been  as  follows : 


1990 

33,374,000 

1991 

43.196,000 

1992 

52.741,000 

1993 

53.188.000 

1994 

53.188.000 

Rationale 

for  the  Budget  Request 

The  FY  1995  request  of  $53,188,000  is  the  same  as  the  FY  1994  level. 

The  proposed  consolidation  of  the  four  existing  minority/disadvantaged  health 
professions  program  authorities  into  a  single  line  item  would: 

•  provide  Federal  support  for  targeted,  outcome -oriented  initiatives  to 
increase  the  numbers  of  minority/disadvantaged  health  professionals  as 
called  for  in  the  President's  Health  Reform  proposal; 

•  allow  increased  flexibility  in  responding  to  health  reform  needs  in 
this  field  and  improve  the  ability  of  educational  institutions  and 
other  eligible  entities  to  target  resources  to  areas  of  greatest  need; 
and 

•  be  responsive  to  the  Gore  Task  Force's  concern  about  the  need  for 
reducing  overall  numbers  of  programs.   It  would  allow  some  savings  in 
administrative  costs  (e.g..  reduced  number  of  applications  and  reports 
required)  both  to  the  Federal  Government  and  to  the  entities  receiving 
funds . 

Award  of  funds  based  on  ability  to  meet  performance  outcome  standards  would  be 
responsive  to  Administration  and  congressional  concerns  about  the  importance 
of  focusing  scarce  Federal  resources  on  activities  that  have  a  demonstrable 
Impact  on  the  production  of  health  care  providers  to  meet  a  national  need. 

The  requirement  for  consistency  with  related  Federal  and  state  national 
service,  graduate  medical  education,  and  academic  health  center  activities 
would  promote  coordinated  approaches  to  meeting  health  workforce  needs . 

The  requirement  for  linkages  among  relevant  health  care  and  educational 
entities  would  help  assure  that  training  projects  would  meet  identified 
service  needs  and  that  there  would  be  appropriate  collaboration  among 
interested  health  facilities  and  educational  institutions. 

Permitting  use  of  available  funds  for  program  support,  faculty  development, 
trainee  support,  workforce  analytic  activities,  or  dissemination  of 
information,  as  needed,  would  maximize  the  "leveraging  potential"  of  limited 
Federal  financial  help. 
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In  place  of  multiple  categorical  grants  to  a  range  of  health  professions 
schools  and  other  entities,  there  would  be  a  smaller  number  of  grants  for 
support  of  targeted,  coordinated,  output-oriented  activities  to  recruit 
rainority/disadvantaged  health  professionals. 

Reduction  in  the  number  of  different  minority/disadvantaged  programs  would 
permit  some  savings  in  personnel  requirements. 


Outcomes 

•  Underrepresented  minority  health  professions  students  would  be  trained, 
reducing  underrepresentation. 

•  First-year  underrepresented  minority  medical  students  would  increase. 

•  Students  trained  in  nursing  and  HCOP  career  programs  would  increase. 
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Consolidated  Student  Loan  Program 

Authorizing  Legislation  -  Legislative  proposal  Is  being  prepared  to 
consolidate  Sections  721-735.  736,  737.  740(a)(2)(F).  and  835-842  of  the 
Public  Health  Service  Act. 

Increase 
1993  1994  1995  or 

Actual         Appropriation         Estimate        Decrease 
BA  BA  BA  M 

$41,701,000       $41,701,000       $41,701,000        $--- 
1995  Authorization Legislative  authority  is  being  proposed. 

Purpose  and  Method  of  Operation 

This  new  program  establishes  a  consolidated  school-based  primary  care  loan 
program  to  take  the  place  of  existing  school -based  loan  and  scholarship 
programs  for  minority /disadvantaged  and  other  financially  needy  health 
professions  students.   The  programs  that  would  be  consolidated  are  Exceptional 
Financial  Need  Scholarships,  Financial  Assistance  to  Disadvantaged  Health 
Professions  Students,  Loans  for  Disadvantaged  Students,  Primary  Care  Loans, 
Scholarships  for  Disadvantaged  Students,  and  the  Health  Professions  Student 
Loans  for  Other  Health  Professions  and  Nursing  Student  Loans  Revolving  Funds. 

Eligible  disciplines  would  be  identified  periodically  by  the  Department  of 
HHS,  as  required  to  meet  health  reform  objectives. 

Funding  for  the  categorical  Student  Assistance  programs  that  would  be 
consolidated  has  been  as  follows: 


1990 

12.078,000 

1991 

27,146.000 

1992 

48.225,000 

1993 

41,701,000 

1994 

41.701.000 

Rationale 

for  the  Budeet  Request 

The  FY  1995  request  of  $41,701,000  is  the  same  as  the  FY  1994  level. 

The  proposed  consolidation  of  the  seven  existing  school-based  loan  and 
scholarship  programs  into  a  single  line  item  would: 

•  provide  for  low- Interest  loans  for  health  professions  (Including 
nursing)  students  willing  to  serve  in  disciplines  and  activities 
needed  to  meet  Health  Reform  objectives;  and 
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•   be  responsive  to  the  concern  of  the  Gore  Task  Force  about  the  need  for 
reducing  the  number  of  different  Federal  programs  that  serve 
essentially  the  same  program  goal.   Consolidation  would  permit  some 
savings  in  administrative  costs  (e.g.,  reduced  numbers  of  applications 
and  reports  required)  both  to  the  Federal  Government  and  to  entitles 
receiving  funds. 

Providing  assistance  in  the  form  of  loans  would  provide  the  greatest  return  on 
Federal  funds,  by  assuring  that  all  campus -based  funds  are  "recycled"  through 
the  revolving  loan  fund  on  a  continuing  basis. 

Requiring  schools  to  meet  standards  for  primary  care  and  disadvantaged  outputs 
would  assure  that  all  schools  receiving  these  funds  would  have  a  commitment  to 
primary  care  and  disadvantaged  populations. 

Special  Federal  scholarship  aid  to  health  professions  students  henceforth 
would  be  limited  to  that  provided  under  the  National  Health  Service  Corps 
scholarship  program  to  students  who  agree  to  serve  in  a  health  professional 
shortage  area. 

Minority/disadvantaged  and  other  financially  needy  health  professions  students 
not  in  professions  needed  to  meet  health  care  reform  objectives  and  not 
willing  to  practice  in  primary  care  or  related  specialties  no  longer  would  be 
eligible  for  Federally  subsidized  low- interest  loans. 

A  reduction  in  the  number  of  different  loan  and  scholarship  programs  would 
permit  some  savings  in  personnel  requirements. 


Outcome 

•   A  new  consolidated  student  loan  program  would  provide  assistance  for 
health  professions  and  nursing  students  from  financially  needy  and 
disadvantaged  backgrounds. 
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Primary  Care  Health  Professions  Initiatives 

Authorizing  Legislation  -  Legislative  proposal  is  being  prepared  to 
consolidate  Sections  746-748,  750,  761-763,  767,  771,  777,  778,  and  822  of  the 
Public  Health  Service  Act  and  Section  10(b)(1)  of  the  Disadvantaged  Minority 
Health  Improvement  Act  of  1990. 


Increase 

1993 

1994 

1995 

or 

Actual 

AoDroorlation 
BA 

Estimate 

Decrease 

BA 

BA 

BA 

$130,332,000 

$144,642,000 

$131,033,000 

-$13,609,000 

>5  Authorization. 

I 

.eeislative  authorit 

;y  is 

being  propo 

Purpose  and  Method  of  Operation 

This  new  program  establishes  a  consolidated  authority  for  matching  grants  to 
and  contracts  with  public  and  nonprofit  private  entities  to  help  expand  the 
availability  of  primary  care  providers  and  promote  development  of 
service -linked  regional  educational  networks.   The  programs  that  would  be 
consolidated  are  Allied  Health  Special  Projects,  Area  Health  Education 
Centers,  Family  Medicine,  General  Internal  Medicine  and  General  Pediatrics 
Training,  Geriatrics,  Health  Administration,  Health  Education  and  Training 
Centers,  Nurse  Practitioner  and  Nurse  Midwife  Education,  Pacific  Basin  Medical 
Officers  Training,  Physician  Assistant  Training,  Public  Health  and  Preventive 
Medicine,  and  Rural  Health  Interdisciplinary  Training. 

Eligible  entities  would  compete  for  awards  to  carry  out  Innovative 
demonstration  projects  and  provide  for  strategic  workforce  supplementation 
activities  as  required  to  meet  performance  outcomes  established  by  the 
Secretary. 

Projects  would  be  required  to  be  consistent  with  related  Federal  and  state 
activities  regarding  national  service,  graduate  medical  education,  and  the 
support  of  academic  health  centers. 

In  expending  funds,  grantees  would  be  required  to  provide  for  linkages  among 
relevant  educational  and  health  care  entities  in  the  community. 

Grantees  would  be  required  to  meet  information  requirements  as  specified  by 
the  Secretary  of  HHS. 

Funds  could  be  used  for  program  support,  faculty  development,  trainee  support, 
workforce  analysis,  and  dissemination  of  information,  as  appropriate  to 
produce  required  performance  outcomes . 
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Preference  would  be  given  to  applicants  who  propose  comprehensive, 
interdisciplinary  approaches  to  health  professions  training  and  who  meet 
specified  requirements  for  output  of  graduates  who  practice  In  underserved 
communities . 

Primary  care  would  be  defined  as  including,  among  other  disciplines,  certain 
specialties/occupations  in  public  health  as  determined  by  the  Secretary. 

Funding  for  the  categorical  Primary  Care  Health  Professions  Initiatives 
programs  to  be  consolidated  has  been  as  follows: 


1990 

125 

,581 

.000 

1991 

138 

,109 

,000 

1992 

139 

,111 

,000 

1993 

130, 

,332 

,000 

1994 

144, 

,642 

,000 

Rationa 

lie 

for  t 

:he  1 

Judge t 

Request 

The  FY  1995  request  of  $131,033,000  is  a  decrease  of  $13,609,000  below  the 
FY  1994  level. 

The  proposed  consolidation  of  the  12  existing  primary  care/service -linked 
network  program  authorities  into  a  single  authority  would  allow  Federal 
support  for  targeted,  outcome -oriented  initiatives  in  areas  such  as: 

•  predoctoral  training  and  faculty  development  in  primary  medical  care 
fields; 

•  physician  specialist  retraining  and  career  change  activities; 

•  training  of  nurse  practitioners,  nurse  midwives ,  and  physician 
assistants ; 

•  training  of  primary  care  providers  to  care  for  underserved  populations 
and  other  high-risk  groups  such  as  the  elderly,  substance  abusers,  and 
battered  women; 

•  training  in  case  management,  managed  care,  quality  improvement,  and 
other  skills  needed  for  effective  practice  under  new  systems  of 
organizing  health  care; 

t   development  of  model  practice  acts  and  other  initiatives  to  reduce 
barriers  to  effective  and  efficient  primary  care  practice;  and 

•  training  of  indigenous  Micronesian  and  American  Samoan  men  and  women  to 
become  Medical  Officers  to  provide  primary  health  care  coverage  in 
underserved  areas  of  the  Pacific  Basin  region. 
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In  addition,  the  proposed  consolidation  of  the  existing  primary  care/servlce- 
llnked  network  program  authorities  into  a  single  authority  would: 

•  allow  Increased  flexibility  In  responding  to  health  reform  needs.   It 
would  Improve  the  ability  of  educational  Institutions  and  other  eligible 
entitles  to  target  resources  to  areas  of  greatest  need;  and 

•  be  responsive  to  the  Gore  Task  Force's  concern  about  the  need  for 
reducing  overall  numbers  of  programs.   It  would  allow  some  savings  in 
administrative  costs  (e.g.,  reduced  number  of  applications  and  reports 
required)  both  to  the  Federal  Government  and  to  the  entities  receiving 
funds . 

Award  of  funds  based  on  ability  to  meet  performance  outcome  standards  would  be 
responsive  to  Administration  and  congressional  concerns  about  the  importance 
of  focusing  scarce  Federal  resources  on  activities  that  have  a  demonstrable 
impact  on  the  production  of  health  care  providers  to  meet  a  national  need. 

The  requirement  for  consistency  with  related  Federal  and  state  national 
service,  graduate  medical  education,  and  academic  health  center  activities 
would  promote  coordinated  approaches  to  meeting  health  workforce  needs. 

The  requirement  for  linkages  among  relevant  health  care  and  educational 
entitles  would  help  assure  that  training  projects  would  meet  identified 
service  needs  and  that  there  would  be  appropriate  collaboration  among 
Interested  health  facilities  and  educational  institutions. 

Permitting  use  of  available  funds  for  program  support,  faculty  development, 
trainee  support,  workforce  analytic  activities,  or  dissemination  of 
information,  as  needed,  would  maximize  the  "leveraging  potential"  of  limited 
Federal  financial  help. 

In  place  of  multiple  categorical  grants  to  a  range  of  health  professions 
schools  and  other  entitles ,  there  would  be  a  smaller  number  of  grants  for 
targeted,  coordinated,  output-oriented  activities  to  train  primary  care 
providers  and  develop  service -linked  educational  networks. 

A  reduction  in  the  number  of  different  primary  care/educational  network 
programs  would  permit  some  savings  in  personnel  requirements. 


Outcomes: 

•  With  consolidated  funding  for  faculty  training,  clinical  site  development, 
and  curriculum  change,  the  number  of  medical  graduates  who  choose  primary 
care  will  increase  by  half  of  the  balance  needed  to  meet  the  year  2000 
goal. 

•  Additional  generalist  medical  faculty  will  be  trained. 

•  Physician  retraining  programs  will  be  initiated  to  redirect  other  types  of 
medical  specialists  Into  primary  care. 
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Programs  to  Increase  the  number  of  nurse  practitioner,  nurse  midwife  and 
physician  assistant  graduates  will  be  supported. 

Projects  to  establish,  maintain,  or  improve  academic  administrative  units 
to  provide  clinical  instruction  in  family  medicine  will  receive  aid. 

Provision  of  primary  health  care  in  underserved  areas  of  the  Pacific  Basin 
region  will  be  enhanced  through  the  training  of  indigenous  Micronesian  and 
American  Ssunoan  men  and  women  to  become  Medical  Officers . 
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Other  Priority  Nurslne  Initiatives 

Authorizing  Legislation  -  Legislative  proposal  is  being  prepared  to 
consolidate  Sections  820,  821,  830  and  831  of  the  Public  Health  Service  Act. 


Increase 

1993 

1994 

1995 

or 

Actual 

Aporooriation 
BA 

Estimate 
BA 

Decrease 

BA 

BA 

$39,351,000 

$A0. 851,000 

$38,545,000 

-$2,306,000 

Authorization.  . 

Le 

gislative  authority 

1   is 

being  propo; 

Purpose  and  Method  of  Operation 

This  new  program  establishes  a  consolidated  authority  for  matching  grants  to 
and  contracts  with  public  and  nonprofit  private  entities  to  help  support  other 
nursing  initiatives  as  needed  to  meet  health  reform  objectives.   The  programs 
that  would  be  consolidated  are  Advanced  Nurse  Education,  Nursing  Special 
Projects,  Professional  Nurse  Traineeships  and  Nurse  Anesthetist  Training. 

Eligible  entities  would  compete  for  awards  to  carry  out  innovative 
demonstration  projects  and  provide  for  strategic  workforce  supplementation 
activities  as  required  to  meet  performance  outcomes  established  by  the 
Secretary. 

Projects  would  be  required  to  be  consistent  with  related  Federal  and  state 
activities  regarding  national  service,  graduate  medical  education,  and  the 
support  of  academic  health  centers. 

In  expending  funds,  grantees  would  be  required  to  provide  for  linkages  among 
relevant  educational  and  health  care  entities  in  the  community. 

Grantees  would  be  required  to  meet  information  requirements  as  specified  by 
the  Secretary  of  HHS. 

Funds  could  be  used  for  program  support,  faculty  development,  trainee  support, 
workforce  analysis,  and  dissemination  of  information,  as  appropriate  to 
produce  required  performance  outcomes. 

Preference  would  be  given  to  applicants  who  meet  specified  requirements  for 
output  of  graduates  who  practice  in  underserved  communities . 
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Funding  for  the  categorical  Other  Priority  Nursing  Initiatives  programs  to  be 
consolidated  has  been  as  follows: 


1990 

37,685,000 

1991 

38,089,000 

1992 

39,275,000 

1993 

39,351,000 

1994 

40.851.000 

Rationale 

for  the  Budget  Reauest 

The  FY  1995  request  of  $38,545,000  is  a  decrease  of  $2,306,000  below  the 
FY  1994  level. 

The  proposed  consolidation  of  the  four  existing  "other  nursing"  program 
authorities  into  a  single  line  item  would  permit  Federal  support  for 
initiatives  in  areas  such  as: 

•  education  of  nurse  anesthetists,  public  health  nurses,  and  other 
advanced  practice  nurses  to  meet  emerging  national  needs  for 
specialized  nursing  service; 

•  training  for  nursing  care  of  underserved  populations  and  other 
high-risk  groups  such  as  the  elderly,  substance  abusers,  and  battered 
women ; 

•  training  in  case  management,  managed  care,  quality  improvement,  and 
other  skills  needed  for  effective  practice  under  new  systems  of 
organizing  health  care; 

•  promotion  of  career  mobility  for  nursing  personnel  in  a  variety  of 
training  settings  and  among  diverse  population  groups; 

•  demonstration  of  innovative  nursing  practice  models  in  a  variety  of 
health  care  settings;  and 

•  development  of  model  practice  acts  and  other  initiatives  to  reduce 
barriers  to  effective  and  efficient  nursing  practice. 

In  addition,  the  proposed  consolidation  would: 

•  allow  increased  flexibility  in  responding  to  health  reform  needs.   It 
would  improve  the  ability  of  states  and  educational  Institutions  to 
plan  the  allocation  of  resources  to  areas  of  greatest  need;  and 

•  be  responsive  to  the  Gore  Task  Force's  concern  about  the  need  for 
reducing  overall  numbers  of  programs.   It  would  allow  some  savings  in 
administrative  costs  (e.g.,  reduced  number  of  applications  and  reports 
required)  both  to  the  Federal  Government  and  to  the  entities  receiving 
funds . 
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Award  of  funds  based  on  ability  to  meet  performance  outcome  standards  would  be 
responsive  to  Administration  and  congressional  concerns  about  the  importance 
of  focusing  scarce  Federal  resources  on  activities  that  have  a  demonstrable 
impact  on  the  production  of  health  care  providers  to  meet  a  national  need. 

The  requirement  for  consistency  with  related  Federal  and  state  national 
service,  graduate  medical  education,  and  academic  health  center  activities 
would  promote  coordinated  approaches  to  meeting  nursing  needs. 

The  requirement  for  linkages  among  relevant  health  care  and  educational 
entities  would  help  assure  that  training  projects  would  meet  identified 
service  needs  and  that  there  would  be  appropriate  collaboration  among 
interested  health  facilities  and  educational  institutions. 

Permitting  use  of  available  funds  for  program  support,  faculty  development, 
trainee  support,  workforce  analytic  activities,  or  dissemination  of 
information,  as  needed,  would  maximize  the  "leveraging  potential"  of  limited 
Federal  financial  help. 

In  place  of  multiple  categorical  grants  to  a  range  of  nursing  schools  and 
other  entities,  there  would  be  a  smaller  number  of  grants  for  targeted, 
coordinated,  output-oriented  activities  to  address  priority  nurse  education 
and  practice  needs. 

A  reduction  in  the  number  of  different  nurse  education  and  practice  programs 
would  permit  some  savings  in  personnel  requirements. 

Outcomes: 

•  Baccalaureate -level  nursing  students  will  receive  community-based  training 
that  prepares  them  to  enter  high  priority  advanced  practice  training 
programs . 

•  Additional  nurse  anesthetists  will  be  trained,  reducing  shortages  in  rural 
areas . 

•  Nurse  clinicians  will  be  trained  to  serve  as  case  managers  to  meet 
community  health  needs  in  clinics  and  long-term  care  settings. 
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Health  Professions  Research  and  Data 

Authorizing  Legislation  -  Legislative  proposal  is  being  prepared  to 
consolidate  Sections  781  and  792  of  the  Public  Health  Service  Act. 


Increase 

1993 

1994 

1995 

or 

Actual 

ADoroDriation 
M 

Estimate 
BA 

Decrease 

BA 

BA 

$1,766,000 

$1,766,000 

$2,764,000 

+$998,000 

Authorization 

U 

teislative  authori 

tv  is  beine  o: 

Purpose  and  Method  of  Operation 

This  new  program  would  extend,  broaden,  and  consolidate  the  existing  health 
professions  research  and  data  authorities,  in  order  to  allow  flexible  Federal 
support  of  projects  to  increase  knowledge  about  the  Nation's  health 
professions  needs  and  to  assess  the  effectiveness  of  various  methods  of 
meeting  those  needs. 

The  existing  authority  for  the  Research  on  Certain  Health  Professions  Issues 
program  authorizes  the  Secretary  to  make  grants  to,  and  enter  into  contracts 
with,  public  and  nonprofit  private  entities  for  research  on  certain  health 
professions  issues:   medical  student  educational  indebtedness,  effect  of 
programs  for  minority  and  disadvantaged  individuals,  extent  of  investigations 
and  disciplinary  actions  by  State  licensing  authorities,  and  factors  affecting 
recruitment  and  training  for  primary  care  careers. 

The  existing  authority  for  the  Health  Professions  Data  System  program  provides 
open-ended  authority  for  collection  and  analysis  of  health  professions  and 
nursing  data. 

Funding  for  existing  Health  Professions  Research  and  Data  programs  has  been  as 
follows: 


1990 

,846. 

,000 

1991 

,762, 

,000 

1992 

,745, 

,000 

1993 

,766, 

,000 

1994 

,766, 

,000 

Rationale  for  the  BudEet  Request 

The  FY  1995  request  of  $2,764,000  is  an  increase  of  $998,000  over  the  FY  1994 
level. 
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Workforce  intelligence  and  planning  activities  provide  the  crucial 
underpinning  of  workforce  development  at  all  levels.   The  Federal  Government 
has  a  unique  role  to  play,  in  cooperation  with  State  and  other  non- Federal 
entities,  in  providing  leadership  for  ongoing  monitoring  and  surveillance  of 
the  workforce  environment. 

Based  on  growing  demands  for  information  related  to  health  reform  initiatives, 
and  taking  into  account  discussions  such  as  those  at  a  recent  Bureau  of  Health 
Professions  (BHPr) -sponsored  conference  on  "Research  in  Medical  Education: 
Policies  for  the  Future,"  the  BHPr  has  developed  an  agenda  for  health 
workforce  research  to  be  provided  under  the  proposed  general  authority. 

Research  and  analysis  relating  to  health  professions  supply,  education,  and 
practice  require  both  analytic  and  discipline-specific  expertise. 
Administrative  mechanisms  generally  take  the  form  of  contracts  as  a  means  of 
augmenting  overall  analytic  capacity. 

All  people  in  the  United  States  would  benefit  from  improved  education  and 
practice  of  health  professionals  as  made  possible  by  more  accurate  information 
about  workforce  needs  and  mechanisms  for  meeting  those  needs . 

Outcomes : 

•   Knowledge  about  the  Nation's  health  professions  needs  and  effectiveness  of 
various  methods  of  meeting  those  needs  would  be  increased  through 
collection  and  analysis  of  health  professions  and  nursing  data  and  through 
support  of  research  on  leading  health  professions  issues. 
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Justification 
(Maternal  and  Child  Health) 


1994 

Appropriation 

BA 


Increase 

1995 

or 

Estimate 

Decrease 

BA 


BA 


Maternal  and  Child 
Health  Block  Grant. 

Healthy  Start 

Pediatric  EMS 

Total ,  budget 
authority 


$687,034,000 

97,500,000 

7.500.000 

$792,034,000 


$679,034,000 

97,500,000 

7.500.000 

$784,034,000 


•$8,000,000 


-$8,000,000 
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Maternal  and  Child  Health  Block  Grant 

Authorizing  legislation  -  Title  V  of  the  Social  Security  Act. 

Appropriation  Language  is  proposed. 


Increase 

1993 

1994 

1995 

or 

Actual 

Appropriation 
BA 

Estimate 

Decrease 

BA 

BA 

BA 

$664,534,000 

$687,034,000 

$679,034,000 

-$8,000,000 

15  Authorization. 

S68< 

5 .  000 

.000 

Purpose  and  Method  of  Operation 

The  Maternal  and  Child  Health  (MCH)  Block  Grant  program  is  administered  as  a 
Federal-State  partnership  to  improve  the  health  of  all  mothers,  children  and 
adolescents  consistent  with  the  national  health  objectives  for  the  year  2000. 
The  Block  Grant  makes  a  difference  in  the  lives  of  all  families  and  to  low- 
income  applicants  in  particular,  for  whom  access  to  comprehensive  health 
services  require  more  than  financing  mechanisms.   Nearly  40  percent  of  the 
children  receiving  Title  V  services  are  also  Medicaid  eligible,  indicating  the 
need  to  provide  enhanced  wrap  around  and  enabling  services  while  increasing 
Medicaid  support  for  the  MCH  population.   The  MCH  Block  Grant  provides 
leadership  in  strengthening  and  reshaping  the  system  of  care  and  linking 
Federal/state/local  and  private  programs  to  improve  the  health  of  mothers  and 
children,  thereby  creating  an  environment  that  encourages  the  reduction  of 
risk  behaviors,  promotion  of  optimal  growth  and  development,  prevention  of 
disease  and  disability,  and  achievement  of  the  Healthy  Children  2000 
objectives.  The  MCH  Block  Grant  program  provides  a  broad  array  of  health  and 
medical  services.   These  include  personal  health  services  (e.g.,  the  diagnosis 
and  treatment  of  specific  diseases  or  conditions  or  personal  nutrition  or 
psychosocial  counseling);  general,  population-wide  health  services  (e.g., 
early  and  periodic  screening  or  immunization  services);  family  support 
services  including  training,  education,  transportation,  and  self  help;  and 
services  to  facilitate,  coordinate,  and  integrate  systems  of  care  (e.g., 
capacity-building,  monitoring  and  evaluation,  and  quality  assurance  services). 
Over  11.6  million  women,  infants,  children,  adolescents,  and  children  with 
special  health  care  needs  are  provided  services  under  this  program. 

Title  V  of  the  Social  Security  Act  provides  that  the  amount  appropriated  for 
the  MCH  Block  Grant  be  used  as  follows:   12.75  percent  of  the  amount 
appropriated  over  $600  million  is  for  the  community  integrated  service  systems 
(CISS)  Federal  set-aside  program;  85  percent  of  the  amount  remaining  after  the 
CISS  set-aside  is  for  allocation  to  the  States;  and  15  percent  of  the  amount 
remaining  after  the  CISS  set-aside  is  for  the  special  projects  of  regional  and 
national  significance  (SPRANS)  Federal  set-aside.   In  FY  1995  appropriation 
language  is  being  proposed  to  maintain  the  CISS  and  allocations  to  States  at 
the  FY  1994  level  of  funding  and  reduce  the  SPRANS  set-aside  by  $8  million. 

Block  Grant  funds  to  States  are  allocated  on  a  pro-rata  (percentage)  method 
based  on:   (1)  FY  1981  levels  of  funding  for  MCH-related  programs  which  were 
combined  into  the  MCH  block  grant  when  it  was  initiated  in  FY  1982;  and  (2) 


215 


112 


the  number  of  low  Income  children  in  the  State.   States  must  earmark  at  least 
30  percent  of  their  Federal  allotment  for  preventive  and  primary  care  services 
for  children  and  at  least  30  percent  for  services  for  children  with  special 
health  care  needs.   States  may  use  no  more  than  10  percent  of  their  federal 
allotment  for  administrative  costs  and  are  required  to  match  funds  at  the  rate 
of  three  State  dollars  for  every  four  Federal.   Many  States  provide  funding 
significantly  in  excess  of  the  required  match. 

SPRANS  funds  support  projects  in  the  categories  of  research,  training,  genetic 
diseases  and  newborn  genetic  screening,  hemophilia,  and  maternal  and  child 
health  improvement  especially  infant  mortality  and  the  development  of  family 
centered,  community -based,  care  coordinated  services,  and  systems  of  care  for 
children  with  special  health  care  needs  as  mandated  under  the  MCH  Block  Grant. 

CISS  funds  support  development  and  expansion  of  successful  model  service 
delivery  strategies  through  funding  six  additional  categories  of  projects 
including:   home  visitation;  increased  participation  of  obstetricians  and 
pediatricians  under  both  the  Block  Grant  and  Medicaid;  integrated  MCH  service 
delivery  systems;  MCH  centers  for  pregnant  women  and  infants;  MCH  services  to 
rural  populations;  and  outpatient  and  community-based  services  for  children 
with  special  health  care  needs. 

Funding  for  the  MCH  Block  grant  program  during  the  last  five  years  has  been  as 
follows : 


1990  553,627,000 

1991  587,310,000 

1992  645,873,000 

1993  664,534,000 

1994  687,034,000 

Rationale  for  the  Budget  Request 

The  FY  1995  MCH  Block  Grant  request  of  $679,034,000  is  $8,000,000  less  than 
the  FY  1994  appropriation.   FY  1995  appropriation  language  is  being  proposed 
to  reduce  SPRANS  funds  by  $8  million  while  maintaining  the  CISS  set-aside  and 
allocations  to  States  at  the  FY  1994  level  of  funding.   This  would  provide 
$574,546,590  for  State  allocations,  $93,390,575  for  SPRANS  and  $11,096,835  for 
CISS. 

The  President's  Budget  proposes  to  reduce  $8  million  available  for  new  and 
competing  renewal  projects  in  the  SPRANS  categories  of  Research  and  Maternal 
and  Child  Health  Improvement  Projects  (MCHIP) .   Funding  for  SPRANS  projects 
have  risen  by  18.5  percent  from  1990  to  1993.   Forty- five  percent  of  this 
increase  has  supported  research  and  MCHIP  demonstration  projects  addressing 
MCH  issues  such  as  infant  mortality,  adolescent  health,  injury  prevention, 
minority  health,  immunizations,  children  with  special  health  care  needs, 
minority  health,  youth  services,  and  technical  assistance  to  States  for  data 
collection  and  analysis.   All  research  and  MCHIP  continuation  projects  will  be 
funded  in  FY   1995.   Research  and  MCHIP  projects  for  which  funding  came  to  an 
end  in  FY  1994  will  not  be  competed  for  in  FY  1995.   In  FY  1995,  the 
categories  of  Training,  Hemophilia  and  Genetics  will  be  maintained  at  the  FY 
1994  level  of  funding. 


Output  Data: 
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(dollars  In  millions) 


1993 

1994 

1995 

Actual 

Appropriation 
Amount  Proiects 

Estimate 

Amount 

Proiects 

Amount 

Proiects 

Grants  to  States: 

$557.9 

59 

$574.5 

59 

$574.5 

59 

SPRANS  Set-aside: 

Research 

7.0 

36 

6.7 

35 

5.5 

29 

Training 

35.3 

158 

37.1 

162 

37.1 

162 

Hemophilia 

5.3 

33 

5.3 

33 

5.3 

33 

Genetics 

9.3 

53 

9.3 

53 

9.3 

53 

MCHIPS 

41.5 

275 

43.0 

280 

36.2 

235 

Subtotal, SPRANS. . . 

98.4 

555 

101.4 

563 

93.4 

512 

Community  Integrated 
Service  Systems 
Set-aside 


8.2 


41 


11.1 


95 


11.1 


95 


Total. 


$664.5 


$687.0 


$679.0 
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Healthy  Start  Initiative 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act. 


1993 
Actual 

1994 
Appropriation 
BA 
$97,500,000 

1995 
Estimate 
BA 
$97,500,000 

. . .      Indefinite 

Increase 

or 
Decrease 

BA 
$79,325,000 

1995  Authorization. 

BA 
$--- 

Purpose  and  Method 

of  Operation 

The  Healthy  Start  Initiative  Is  a  demonstration  program  which  provides 
resources  and  technical  assistance  to  15  urban  and  rural  communities  with 
infant  mortality  rates  from  1.5  to  2.5  times  the  national  average.   The  goal 
of  the  Initiative  is  to  reduce  Infant  mortality  by  50  percent  in  these 
selected  high  risk  areas  in  five  years. 

The  program  was  established  in  FY  1991.   The  U.S.  infant  mortality  rate  was  at 
9.2  deaths  per  1,000  live  births  in  1990,  the  progress  in  infant  mortality  has 
slowed  during  the  last  decade.   Infant  mortality  is  severe  in  some  of  the 
Nation's  cities,  as  well  as  certain  rural  areas,  with  several  areas  having 
infant  mortality  rates  rivalling  those  of  developing  nations.   More  troubling 
is  that  the  infant  mortality  rate  for  black  babies  is  more  than  twice  the  rate 
for  white  babies.   The  rate  for  Blacks  in  1990  was  18.0  deaths  per  1,000  live 
births,  compared  with  7.6  for  whites,  and  the  disparity  is  increasing. 

The  high  rate  of  infant  mortality  in  the  United  States  is  a  complex  medical, 
public  health,  and  social  problem.   Poverty,  substandard  housing,  poor 
nutrition  and  substance  abuse  all  play  a  role.   Strategies  to  improve  infant 
health  must  involve  more  than  Increased  spending  for  medical  care.   Early 
access  to  prenatal  care  is  critical  to  preventing  low  blrthweight  and  infant 
mortality.   Many  studies  show  that  the  earlier  an  expectant  mother  receives 
prenatal  care,  the  better  the  result. 

Although  many  Federal  categorical  programs  address  specific  aspects  of  the 
health  and  social  service  needs  of  pregnant  women  and  infants,  increased 
coordination,  linkages  and  Integration  of  these  resources  are  needed. 
Differing  eligibility  requirements  and  program  goals  Impede  State  and 
community  efforts  to  organize,  fund,  and  carry  out  integrated  programs.   In 
the  end,  too  many  clients  are  forced  to  navigate  through  a  gauntlet  of 
different  agencies  to  gain  access  to  critical  services.   Community -driven 
programs  focused  on  developing  systems  to  meet  for  the  broad  needs  of  women, 
children,  and  their  families  are  desperately  needed. 

A  major  feature  of  the  Healthy  Start  Initiative  is  the  development  of  strong 
coalitions  of  local  and  State  governments,  the  private  sector,  schools, 
religious  groups,  and  neighborhood  organizations.   Together  the  Healthy  Start 
projects  and  their  community  coalitions  are  working  to  develop  effective 
health  care  and  social  support  services  for  women  and  their  babies  in  a 
comprehensive  manner. 
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Healthy  Start  also  features  an  aggressive  public  information  and  educational 
component  to  raise  awareness  and  motivate  mothers  to  enter  prenatal  care 
early.   The  campaign  is  publishing  simple,  practical  information  on  pregnancy 
and  infant  health  issues  to  the  community  at  large,  with  particular  emphasis 
on  high-risk  women  of  childbearing  age  and  prospective  fathers.   The  effort 
will  stress  the  importance  of  community  and  family  support  systems,  and  the 
benefits  of  healthy  behaviors  on  infants'  health. 

An  extensive  outcomes  and  process  oriented  national  evaluation  will  expand 
knowledge,  appraising  diverse  interventions,  their  effectiveness  and  costs 
across  distinct  populations.   Both  rural  and  urban  areas  throughout  the 
country  can  then  replicate  cost-effective  activities,  creating  the  prospect 
for  a  significant  reduction  in  the  nation's  infant  mortality  rate  before  the 
end  of  the  decade.   In  the  Healthy  Start  communities,  projects  are  developing 
strong  maternal  and  child  health  systems  which  link  critical  interventions  to 
at-risk  women  and  their  families.   Strengthening  the  perinatal  care  system 
began  by  pulling  together  health  departments,  community  health  centers.  State 
maternal  and  child  health  programs,  and  community  residents  to  coordinate  and 
focus  their  resources  on  reducing  Infant  mortality. 

Developing  the  "right"  system  in  these  communities  includes  deploying  outreach 
and  home  visiting  services  to  get  all  pregnant  women  into  care  early.   Case 
management  can  facilitate  the  entry  and  follow-up  of  at-risk  women  into 
programs  which  address  unhealthy  behaviors.   Smoking  cessation  programs, 
substance  abuse  treatment  services,  and  nutritional  counseling  are  enabling 
women  to  work  together  and  face  the  problems  of  today  and  plan  for  the  future . 

Healthy  Start  consortia  have  moved  beyond  the  bounds  of  traditional  health 
services  programs  to  address  wider  issues  which  impact  the  health  of  the 
community.   Healthy  Start  programs  are  currently  deploying  a  wide  array  of 
Innovative  services  to  meet  broader  community  needs,  these  Include:  teen 
mentoring,  education,  and  job  training  programs;  employment  and  housing 
referral  services;  and  transportation  and  child  care  services. 

An  integral  part  of  the  Healthy  Start  program  is  a  comprehensive  evaluation 
and  monitoring  component.   To  enhance  the  ability  of  grantees  to  be 
accountable  for  these  funds,  grantees  have  established  specific  outcome 
objectives  for  reducing  infant  mortality.   Such  objectives  include: 

o   increased  numbers  of  women  receiving  prenatal  care  during  their  first 
trimester; 

o   increased  numbers  of  women  attending  smoking  cessation  programs  and  drug 
treatment  clinics; 

o   increasing  the  number  of  pregnant  and  parenting  women  and  infants 

enrolled  In  the  Special  Supplemental  Food  Program  for  Women,  Infants, 
and  Children  (WIC) ;  and 

o  decreased  numbers  of  low-birthweight  children. 

The  HHS  will  monitor  and  assess  progress  towards  community  achievement  of 
these  goals.   Continued  support  will  be  closely  linked  to  the  achievement  of 
specific  objectives. 
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Funding  for  the  Healthy  Start  Initiative  program  for  the  last  five  years  has 
been  as  follows: 


1990 

1991  1/  25,000.000 

1992  61.161,000 

1993  79,325.000 

1994  97,500,000 

1/  FY  1991  was  the  first  year  funds  were  made  available  under  this  activity. 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $97,500,000  is  the  same  as  the  FY  1994  appropriation. 
This  request  will  allow  projects  to  provide  an  adequate  level  of  health  and 
social  services  to  respond  to  basic  community  needs.   This  level  of  funding 
will  allow  projects  to  implement  activities  that  focus  on  direct  and  enhanced 
social  or  support  services  to  deal  with  unmet  needs  in  areas  such  as  substance 
abuse  and  other  mental  health  services,  outreach,  case  management, 
transportation,  job  training,  in  addition  to  preventive  and  primary  care  in  an 
effort  to  curb  infant  mortality. 

Achievement  of  the  Healthy  Start  goal  would  save  800  lives  each  year  in  these 
communities.   In  addition,  the  program  will  also  save  Federal  and  State  health 
care  dollars.   Healthy  Start  interventions  will  reduce  the  incidence  of  low 
birth  weight  and  very  low  birth  weight  babies.   Neonatal  intensive  care  costs 
for  these  infants  totals  in  the  hundreds  of  millions  of  dollars  annually. 
Assuming  a  20  percent  reduction  of  the  number  of  low  birth  weight  Infants,  it 
is  estimated  $60  million  could  be  saved  each  year  in  the  15  Healthy  Start 
communities. 


Output  Data: 

1993 

1994 

1995 

Actual 

Appropriation 

Estimate 

Number  of  Pr< 

jjects .  . 

15 

15 

15 
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Emergency  Medical  Services  for  Children 

Authorizing  Legislation  -  Section  1910  of  the  Public  Health  Service  Act. 


1993 
Actual 
BA 
$4,810,000 


1994 
Appropriation 
BA 
$7,500,000 


1995 
Estimate 

BA 
$7,500,000 


Increase 

or 
Decrease 

BA 
$--- 


1995  Authorization. 


Such  Sums  as  Necessary 


Purpose  and  Method  of  Operation 

The  Emergency  Medical  Services  for  Children  (EMSC)  demonstration  program  was 
created  to  enhance  and  expand  delivery  of  emergency  medical  seirvices  (EMS)  for 
acutely  ill  and  seriously  injured  children.   Ideal  EMS  services  with  optimal 
pediatric  resources  exist  in  far  too  few  places;  and  so  children  remain  at 
risk  for  being  treated  in  a  system  designed  for  adults,  with  equipment  that 
does  not  fit,  by  personnel  who  have  little  or  no  experience  with  children  as 
patients,  at  facilities  without  specific  pediatric  resources. 

The  goal  of  the  EMSC  has  been  the  reduction  of  child  and  youth  mortality  and 
morbidity  sustained  as  a  result  of  severe  acute  illness  or  trauma.   To  this 
end,  the  EMSC  program  provides  support  to  projects  which  demonstrate/implement 
components  of  a  model  EMSC  system,  such  as:   developing  pre-hospltal  protocols 
for  triage  and  treatment  of  children  as  distinct  from  adults;  developing  and 
implementing  curricula  for  prehospital  and  emergency  department  staff 
addressing  the  differences  between  children  and  adult  patients;  and  standards 
for  hospital  facilities  accepting  pediatric  patients. 

Through  FY  1993,  a  total  of  35  State  demonstration/implementation  grants  have 
been  awarded.   The  EMSC  program  has  also  funded  nine  "targeted  issue"  grants 
which  focus  on  issues  such  as  regional  data  surveillance,  quality  assurance, 
and  the  development  of  interactive  videodisc  programs  to  train  EMSC  personnel. 
In  addition,  funding  will  continue  for  two  EMSC  technical  assistance  and 
resource  centers  to  assist  grantees  in  developing  new  programs,  to  help  the 
public  understand  the  problems  of  emergency  services  for  children,  and  to  work 
with  professional  organizations  to  develop  additional  training  for  emergency 
service  professionals. 

Funding  levels  for  the  EMSC  program  during  the  last  five  years  have  been  as 
follows: 


1990 

3,947.000 

1991 

4.880,000 

1992 

4,852,000 

1993 

4,810,000 

1994 

7.500.000 
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Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $7,500,000  is  the  same  as  the  FY  1994  Appropriation. 
This  request  will  support  approximately  the  same  number  of  grants  as  in 
FY  1994.   The  program  will  continue  support  of  projects  and  activities 
designed  to  assist  in  the  expansion  and  improvement  of  existing  EMS  systems  at 
the  State  and  local  level  to  reduce  and  ameliorate  the  consequences  of 
pediatric  emergencies.   The  program  will  use  existing  researched-based 
knowledge,  state-of-the-art  systems  development  approaches  and  the  experience 
and  products  of  previous  EMSC  grantees  to  meet  program  goals ,  and  to  generate 
support  from  local  and  private  resources  for  the  continuation  of  the  programs 
after  Federal  support  terminates  and  result  in  legislative,  regulatory,  or 
policy  changes  to  promote  the  institutionalization  of  EMSC  within  State  EMS 
systems . 

The  EMSC  program  will  continue  to  support  programs  that:   (1)  assist  States 
that  are  not  at  a  stage  or  readiness  to  implement  a  full-scale  implementation 
project;  (2)  assist  States  in  integrating  research-based  knowledge  and  systems 
development  approaches  into  existing  State  EMS/trauma  systems  using  the 
experience  and  products  of  previous  EMSC  grantees;  (3)  represent  States 
efforts  toward  institutionalizing  EMSC  activities  within  the  State  EMS  system; 
and  (4)  address  specific,  focused  issues  related  to  the  development  of  EMSC 
capacity,  with  the  intent  of  providing  National  or  replicable  regional  models. 


Output  Data: 

1993 

1994 

1995 

Actual 

ADDrooriation 

Estimate 

EMSC  Projects. . 

22 

32 

32 
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1994 
Appropriation 
BA 


Increase 

1995 

or 

Estimate 

Decrease 

BA 


BA 


Health  Teaching 
Facilities 

Organ  Transplantation 

Trauma  Care 

Total,  budget 
authority 


$415,000 
2,652,000 
4.837.000 

$7,904,000 


$415,000 
2,652,000 
4.837.000 

$7,904,000 
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Health  Teaching  Facilities 

Authorizing  Legislation  --  Appropriation  language  required 

Increase 

1993          199A            1995  or 

Actual      Appropriation       Estimate  Decrease 

BA              BA               BA  BA 

$415,000       $415,000        $415,000  $--- 

1994  Authorization: Discontinued 


Purpose  and  Method  of  Operation 

This  activity  continues  support  for  three  loan  guarantees  and  interest  subsidy 
payments  for  construction  of  health  professions  teaching  facilities.   The  loan 
guarantees  were  made  prior  to  Fiscal  Year  1981  under  a  now  discontinued  Part  B 
of  Title  VII  of  the  Public  Health  Service  Act.   The  interest  subsidy,  which 
does  not  exceed  the  rate  of  three  percent,  is  paid  to  the  lending  institution. 

Funding  for  the  Health  Teaching  Facilities  program  during  the  last  five  years 
has  been  as  follows: 


1990 

488 

,000 

1991 

476 

,000 

1992 

450 

,000 

1993 

415 

,000 

1994 

415 

,000 

Rationale 

for 

the  Budeet 

Request 

The  FY  1995  request  of  $415,000  will  provide  for  the  payments  of  interest 
subsidies  on  three  guaranteed  30  year  loans.   The  payment  of  these  interest 
subsidies  is  a  continuing  obligation  of  the  Federal  government  until  the  loans 
mature.   One  loan  is  scheduled  to  mature  in  FY  2001  and  the  remaining  two 
loans  are  scheduled  to  mature  in  FY  2004. 


79-879  O- 94 -8 
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Output  Data: 

1993 
Actual 
Interest 
Subsidies  Payments   $427,600 

1994 
ADDroorlatlon 

$397,000 

1995 
Estimate 

$366,000 

Lenders  Receiving 
Interest  Subsidies         3 

3 

3 

Schools  Receiving 
Benefits  under  the 
Loan  Guarantee  Provision    3 

3 

3 
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Organ  Procurement  and  Transplantation 

Authorizing  Legislation  --  Sections  371-378  of  the  Public  Health  Service  Act. 


Network. . . 
Registry. . 
Awareness . 


1993 

Actual 

BA 

$2,767,000 

($795,000) 

($1,546,000) 
($A26,000) 


1994 
Appropriation 
BA 
$2,652,000 

($795,000) 

($1,546,000) 

($311,000) 


1995 

Estimate 

BA 

$2,652,000 

($795,000) 

($1,546,000) 

($311,000) 


Increase 

or 
Decrease 
BA 

$... 


1995  Authorization:   Expired 


Purpose  and  Method  of  Operation 

This  program  provides  funds,  through  a  federal  contract,  to  support  the 
National  Organ  Procurement  and  Transplantation  Network  (OPTN) .   The  OPTN  is 
designed  to  assure  the  equitable  distribution  of  available  organs  to  patients 
in  need  of  an  organ  transplant  and  to  transplant  centers.   The  OPTN  maintains 
a  24 -hour  telephone  service  to  aid  in  matching  donor  organs  with  potential 
organ  recipients  and  to  coordinate  placement  efforts  with  transplant  centers. 
All  transplant  centers  and  organ  procurement  organizations  now  operate  under 
the  same  general  policies  regarding  organ  sharing  and  distribution. 

The  program  also  funds,  through  a  federal  contract,  the  Scientific  Registry  of 
Transplant  Recipients  (SRTR) .   The  SRTR  provides  demographic  and  clinical  data 
and  information  on  transplant  recipients  which  may  be  used  for  research  and 
policy  making  on  outcomes  of  organ  transplants  including  medical  and  other 
factors  which  affect  outcomes. 

Since  FY  1991  the  program  has  managed  grants  with  public  and  private  non- 
profit organizations  to  promote  organ  donation  and  transplantation.  This 
grant  activity  provides  information  and  education  about  organ  donation  to 
professional  associations,  health  providers,  consumers,  insurers,  medical 
societies.  State  health  departments  and  the  general  public.  Prior  to  FY  1991 
these  grants  were  made  only  to  Organ  Procurement  Organizations 


Funding  for  the  Organ  Procurement  and  Transplantation  program  during  the  last 
five  years  has  been  as  follows: 


1990 

3,948,000 

1991 

3,723,000 

1992 

2,875,000 

1993 

2,767,000 

1994 

2,652,000 
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Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $2,652,000  for  Organ  Procurement  and  Transplantation 
will  provide  continued  support  for  the  OPTN  and  the  SRTR.   Of  this  amount.  It 
is  estimated  that  $795,000  would  be  used  to  continue  funding  of  the  OPTN  and 
$1,546,000  would  be  used  for  support  for  the  Scientific  Registry.   The  request 
provides  $311,000  for  contracts,  research  studies,  grants,  and  related  donor 
awareness  and  technical  assistance  activities  to  Improve  organ  donation  and 
the  effectiveness  of  organ  procurement  organizations. 
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Trauma  Care 

Authorizing  legislation  -  Sections  1201-1232  of  the  Public  Health  Service  Act. 

Increase 
1993  1994  1995  or 

Actual       Appropriation         Estimate       Decrease 
BA  BA  M  M 

$4,368,000       $4,837,000       $4,837,000       $--- 

1995  Authorization:   Such  sums  as  necessary 

Purpose  and  Method  of  Operation 

The  Trauma  Care  Systems  Planning  and  Development  Act  of  1990  (Title  XII  of  the 
PHS  Act)  is  designed  to  foster  the  development  and  improvement  of 
comprehensive  organized  systems  of  trauma  care.   The  program  includes: 

•  grants  to  States  to  improve  trauma  care  elements  of  their  State  health 
plans.  The  trauma  care  elements  must  include  standards  and  requirements 
for  the  designation  of  trauma  centers,  appropriate  transportation 
activities,  procedures  for  paramedics  and  emergency  medical  technicians, 
and  procedures  for  the  evaluation  of  designated  trauma  centers.  As  part 
of  this  program  a  Model  Trauma  Care  System  Plan  was  developed  for  states 
to  use  as  a  template  for  the  development  of  trauma  systems; 

•  a  grant  program  for  public  and  nonprofit  entities  in  rural  areas  to 
conduct  research  and  demonstration  projects  to  improve  the  availability 
and  quality  of  trauma  care  in  rural  areas; 

•  a  grant  program  for  states  that  do  not  have  statewide  "911"  service  to 
improve  the  availability  of  this  service  in  those  states;  and 

•  in  addition,  the  program  provides  for  the  establishment  of  a  National 
Clearinghouse  on  Trauma  Care  and  Emergency  Medical  Services  to  collect 
and  disseminate  information  on  the  achievements  and  problems  of  State 
and  local  entities  in  providing  trauma  care  and  to  serve  as  a  technical 
assistance  resource.   Limited  funding  has  prevented  the  establishment  of 
a  specific  Clearinghouse,  although  Bureau  staff  are  informally  serving 
in  this  capacity. 
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Funding  for  the  Trauma  Care  program  during  the  last  five  years  has  been  as 
follows: 


1992  4,850.000  1/ 

1993  4,368,000 

1994  4,837.000 

^Flrst  year  funds  were  appropriated 

Rationale  for  the  Budget  Request 

The  total  request  of  $4,837,000  will.  In  accordance  with  Title  XII,  be  used  as 
follows:  (1)  eighty  percent,  $3,869,600,  for  grants  to  States  and  territories 
to  plan  or  modify  the  trauma  components  of  the  State  EMS  plan.  (Section  1232 
provides  that  if  the  amounts  appropriated  are  insufficient  to  assure  minimum 
funding  to  all  the  states  and  territories,  than  grants  will  be  awarded  to 
those  applicants  who  "(A)  have  the  greatest  need  to  develop.  Implement,  and 
maintain  trauma  care  systems;  and  (B)  demonstrate  in  their  applications ...  the 
greatest  commitment  to  establishing  and  maintaining  such  systems".)  (2)  ten 
percent,  $483,700,  will  be  used  for  research  and  demonstration  grants  to 
improve  trauma  and  emergency  medical  services  in  rural  areas;  and  (3)  ten 
percent,  $483,700,  to  support  the  general  authorities  and  responsibilities  of 
the  Secretary  under  Title  XII  including  any  specialized  grants  and  contracts, 
such  as  the  "911"  program,  and  the  provision  of  technical  assistance  to 
grantees . 


1994  1995 

Appropriation  Estimate       Change 
28  28 

8  8 


Cutout  Data: 

State  Grants. .  , 
Rural  Grants . . , 

1993 
Actual 
26 

7 
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Program  Management 

Authorizing  legislation  -  Public  Health  Service  Act,  Title  III,  Section  301. 

Increase 
1993  1994  1995  or 

Actual Appropriation       Current  Estimate     Decrease 

FTE  BA   FTE  BA   FTE  BA   FTE     BA 

1,482  $120,576,000  1,453  $121,765,000   1,393  $121,765,000   -60   $--- 

1995  Authorization Indefinite 

Purpose  and  Method  of  Operation 

The  Health  Resources  and  Services  Program  Management  activity  exercises 
leadership  responsibility  of  coordinating,  directing,  and  managing  the 
functions  and  activities  of  the  Health  Resources  and  Services  Administration 
by  supporting  a  staff  to  plan,  direct,  and  administer  the  Bureau  of  Primary 
Health  Care,  the  Bureau  of  Health  Professions,  the  Maternal  and  Child  Health 
Bureau,  the  Bureau  of  Health  Resources  Development,  and  the  Office  of  the 
Administrator. 

The  Program  Management  activity  includes  funds  for  the  overall  management, 
planning,  direction  and  administration  of  the  programs  of  the  Bureau  of 
Primary  Health  Care,  including  funds  to  support  salaries,  related  expenses, 
and  other  administrative  activities.   Personnel  and  activities  are  located  in 
Rockville,  MD,  Bethesda,  MD  and  Regional  Offices.   National  leadership  and 
direction  as  well  as  local  technical  assistance  and  program  guidance  is 
provided  to: 

o  Primary  Care  Categorical  Grants  including  Community  Health  Centers, 

Migrant  Health  Centers,  and  Black  Lung  Clinics  initiatives; 

o  National  Health  Service  Corps  and  NHSC  Scholarships; 

o  Health  Care  for  the  Homeless; 

o  Hansen's  Disease  Program; 

o  Health  Services  for  Residents  of  Public  Housing; 

o  Federal  Occupational  Health; 

o  Title  Illb  (Part  C)  of  the  Ryan  White  CARE  Act; 

o  Community  Health  Professions  Scholarships;  and 

o  State  Alzheimer's  Disease  programs. 

Grants  administration,  data  monitoring,  and  analysis  and  debt  collection 
activities  are  also  performed  under  the  Program  Management  activity. 

The  Bureau  of  Health  Professions  program  management  activity  supports  the 
administrative  costs  of  operating  programs  designed  to  encourage  participation 
by  individuals  from  disadvantaged  backgrounds  in  health  professions  and 
nursing  educational  programs  and  carries  out  major  student  assistance 
activities  which  encourage  service  in  primary  care  specialists. 
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BHPr  leadership  and  direction  is  provided  for  programs  including: 

o  Minority/Disadvantaged  Health  Professions  Initiatives; 

o  Consolidated  Student  Loan  Program; 

o  Primary  Care  Health  Professions  Initiative; 

o  Other  Priority  Nursing  Programs; 

o  Health  Professions  Research  and  Data; 

o  National  Practitioner  Data  Bank; 

o  Health  Education  Assistance  Loan  program  including  credit  reform 

activities; 

o  AIDS  Education  and  Training  Centers  Activity; 

o  Vaccine  Injury  Compensation  Program. 

Operation  of  some  of  the  activities  is  labor  intensive  and  Includes  tasks  such 
as  due  diligent  monitoring;  loan  write-off  recommendations;  default 
recommendations;  program  reviews;  audit  reviews;  and  developing  and 
maintaining  policies  and  procedures  to  prevent  waste,  fraud  and  abuse. 

Program  Management  funds  allocated  to  the  Maternal  and  Child  Health  Bureau 
will  be  used  to: 

o   Implement  the  Maternal  and  Child  Health  Block  Grant  including  the  set- 
aside  for  Special  Projects  of  Regional  and  National  Significance  and  the 
Community  Integrated  Service  Systems; 

o   Continue  the  Healthy  Start  Initiative; 

o   Administer  Title  IV  (Part  D)  of  the  Ryan  White  CARE  Act. 

Program  Management  funds  allocated  to  the  Bureau  of  Health  Resources 
Development  will  be  used  to: 

o   Administer  Organ  Transplantation  programs; 

o   Administer  Title  I  (Part  A)  and  II  (Part  B)  of  the  Ryan  White  CARE  Act; 

o   Monitor  approximately  ($700  million)  in  outstanding  health  facility 

loans  and  loan  guarantees ; 
o   Monitor  over  600  grants  and  loan  guarantees  made  to  health  education 

facilities  under  Titles  VII  and  VIII  of  the  PHS  Act;  and 
o   Provide  technical  assistance  to  health  facilities  on  efficient  design, 

construction,  energy  cost  management  and  operation  of  facilities. 

Activities  in  the  Office  of  the  Administrator  supported  by  program  management 
funds  include  two  broad  functions  -  program  planning  and  evaluation,  and 
administrative  management,  which  includes  direct  staff  assistance,  policy 
guidance,  management  evaluations  in  the  areas  of  contracts  and  grants 
administration,  financial  management,  personnel  management,  property 
management,  legislative  services,  communications  and  public  affairs  and  equal 
employment  opportunity.   In  addition,  funds  are  allotted  for  program  purposes 
to: 

o   Work  with  States  and  local  communities  to  insure  access  to  health  care 

for  those  living  in  rural  America; 
o   Coordinate  the  Agency's  varied  AIDS  activities; 
o   Develop  Public  Health  policy; 
o   Coordinate  minority  health  functions;  and 
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o   Coordinate  women's  health  Issues. 

Funding  levels  for  Program  Management  during  the  last  five  years  has  been  as 
follows: 


FTE 


1990           93,384,000 

1,412 

1991           99,920,000 

1,403 

1992           121.004,000 

1,446 

1993          120.576,000 

1.482 

1994          121.765,000 

1.453 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $121,765,000,  is  the  same  dollar  level  as  the  FY  1994 
current  estimate  but  with  a  reduction  of  60  FTEs.   Of  the  60  FTE  reduction,  25 
FTEs  are  associated  with  the  consolidation  of  BHPr  programs.   The  other  35  FTE 
reduction  is  associated  with  restructuring  throughout  HRSA.   The  agency  is 
considering  a  number  of  options,  including  consolidation  of  the  regional 
offices,  as  its  part  of  the  Secretary's  Continuous  Improvement  Process  to 
transform  how  government  works.   HRSA  will  be  able  to  reduce  FTEs  in  FY  1995 
through  attrition  and  possibly  implementation  of  extraordinary  personnel 
procedures,  such  as  early-out  or  buy-out  authority.   Funding  for  the  Service 
and  Supply  Fund  and  the  Working  Capital  Fund  will  remain  at  the  FY  1994 
statutory  level. 

Program  Management  FTEs 


1993 
Actual 

1994 
Appropria 

ition 

1995 

Estimate 

Increase 

or 
Decrease 

582 

559 

536 

-23 

250 

248 

223 

•25 

226 

229 

227 

-  2 

194 

196 

192 

-  4 

BPHC 

BHPr 

BHRD 

MCHB 

Office  of  the 
Administrator 230  221  215        -  6 


Total 1.482  1.453        1,393        -60 
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1994 

Appropriation 

BA 


1995 

Estimate 

BA 


Increase 

or 
Decrease 

BA 


Rural  Health 

Health  Services 
Outreach  Grants . . 

State  Offices  of 
Rural  Health 

Total,  budget 
authority 


$9,426,000 

26,279.000 

2.750.000 

$38,455,000 


$9,426,000 

26,279.000 

2.750.000 

$38,455,000 


233 


130 


Rural  Health 


Authorizing  legislation- -Title  III  of  the  Public  Health  Service  Act  and 
Section  711  of  the  Social  Security  Act. 

Increase 
1993  1994  1995  or 

Actual      Appropriation        Estimate       Decrease 
M  M  M  M 

$4,176,000       $9,426,000      $9,426,000        $--- 

1994  Authorization:   Indefinite 

Purpose  and  Method  of  Operation 

The  Office  of  Rural  Health  Policy  serves  as  a  focal  point  within  the 
Department  for  coordinating  public  and  private  sector  efforts  nationwide  to 
strengthen  and  improve  the  delivery  of  health  services  to  populations  in  rural 
areas.   Specifically,  the  office:   (1)  Works  within  the  Department  and  with 
other  Federal  agencies,  States,  national  associations,  foundations,  and 
private  sector  organizations  to  seek  solutions  to  health  care  problems  in 
rural  communities;  (2)  advises  the  Secretary  on  the  effects  that  health  care 
reform  proposals,  as  well  as  Medicare  and  Medicaid,  have  on  access  to  health 
care  by  rural  populations,  especially  with  regard  to  the  financial  viability 
of  small  rural  hospitals  and  the  recruitment  and  retention  of  health 
professionals;  (3)  coordinates  rural  health  research  within  the  Department; 
(4)  administers  a  grant  program  which  supports  the  activities  of  Rural  Health 
Research  Centers;  (5)  provides  staff  support  to  the  National  Advisory 
Committee  on  Rural  Health;  (6)  maintains  a  national  clearinghouse  for  the 
collection  and  dissemination  of  rural  health  information;  (7)  administers  a 
program  of  grants  to  State  offices  of  Rural  Health;  (8)  administers  a  rural 
health  outreach  services  grant  program;  and  (9)  administers  a  rural 
telecommunications  grant  program. 

Funding  for  the  Rural  Health  Program  during  the  last  five  years  has  been  as 
follows: 


1990 

3, 

,380, 

,000 

1991 

4, 

,674, 

,000 

1992 

4, 

,115, 

,000 

1993 

4, 

,176, 

,000 

1994 

9, 

,426, 

,000 
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Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $9,426,000  is  the  same  level  of  funding  as  the  FY  1994 
Appropriation,  and  would  provide  continued  support  for  the  Office  of  Rural 
Health  Policy  at  reduced  levels.   This  includes  support  for  a  greatly  expanded 
telecommunication  grant  program  ($5,000,000);  7  rural  health  research  centers 
($2,500,000);  the  Secretary's  National  Advisory  Committee  on  Rural  Health 
($410,000);  funding  for  the  Rural  Health  Information  Clearinghouse  ($450,000), 
a  joint  project  with  the  Department  of  Agriculture;  and  special  projects  and 
related  activities  to  promote  access  to  health  services  in  rural  communities 
($816,000);  and  State  Offices  support  ($250,000). 


Output  Data: 

1993  1994          1995 

Actual  Appropriation   Estimate    Change 

Grant  awards ...         7  7         7       — 
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Health  Services  Outreach  Grants: 

Authorizing  -  Section  301  of  the  Public  Health  Service  Act 

Increase 
1993  1994  1995  or 

Actual       Appropriation      Estimate        Decrease 
BA  BA  M  M 

$24,779,000      $26,279,000     $26,279,000       $--- 

1995  Authorization  Indefinite 


Purpose  and  Method  of  Operation 

Since  1991  funds  have  been  provided  for  rural  health  outreach  demonstration 
grants  to  expand  or  enhance  the  availability  of  essential  health  services  in 
rural  areas.   The  program  is  authorized  under  section  301  of  the  Public  Health 
Service  Act.   The  purpose  of  the  program  is  to  support  projects  that 
demonstrate  new  and  innovative  models  of  outreach  in  rural  areas.   The  terra 
"outreach"  as  used  in  this  program  means:   (1)  the  direct  provision  of  health 
services  to  rural  populations  that  are  not  currently  receiving  them;  or  (2) 
efforts  to  enhance  access  to  and  utilization  of  available  services.   An 
important  goal  of  the  demonstration  program  is  to  develop  new  and  innovative 
models  for  more  effective  integration  and  coordination  of  health  services  in 
rural  areas.   Thus,  the  program  requires  the  formation  of  consortia  of  three 
or  more  existing  providers  to  carry  out  the  demonstrations.   Grants  are 
awarded  for  up  to  3  years . 

Funding  levels  for  the  past  five  years  were  as  follows: 


1990 



1991 

19,518,000 

1992 

21,175,000 

1993 

24,779,000 

1994 

26,279,000 

Rationale 

for  the  Budget  Request 

The  FY  1995  estimate  of  $26,279,000  is  the  same  level  of  funding  as  the 
FY  1994  Appropriation  and  will  support  approximately  22  new  awards  and  116 
continuations. 

In  FY  1995,  the  outreach  program  will  continue  to  support  the  development  of 
new  and  innovative  systems  of  health  care  in  rural  communities  throughout  the 
country.   In  addition,  we  are  proposing  to  utilize  some  outreach  funding  to 
assist  a  small  number  of  communities  (6-7)  in  developing  organized  networks. 
These  networks  would  form  the  basis  of  fully  integrated  rural -based 
accountable  health  plans  under  health  care  reform.   Low  population  densities 
in  many  rural  areas  require  that  rural  providers  work  together  to  provide 
services  throughout  the  area  and  also  link  to  specialty  services  in  larger 
rural  communities  and  urban  areas  to  assure  access  for  rural  residents.   Thus, 
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rural  networks  are  essential  to  realize  the  full  potential  of  health  care 
reform.   Experience  in  the  late  70 's  points  to  the  need  to  establish  networks 
based  in  rural  communities.   During  that  period,  urban  HMOs  moved  Into  rural 
communities,  marketed  their  plans,  but  often  failed  after  several  years.   The 
result  was  that  patients  were  channeled  away  from  local  providers  only  to  find 
themselves  without  the  local  care  they  needed  several  years  later. 

Locally  developed  health  care  plans  are  more  likely  to  succeed  over  a  period 
of  years  in  providing  appropriate,  cost-effective  health  care  in  rural 
communities.   However,  many  rural  communities  need  some  assistance  in 
establishing  the  organized  systems  of  care  necessary  to  create  these  plans. 
In  FY  1995,  $3,000,000  reserved  from  outreach  funds  for  this  purpose,  will 
fund  a  pilot  program  that  will  assist  rural  communities  in  network  development 
and  will  examine  the  feasibility  of  creating  these  plans. 


1993  1994  1995 

Actual   Appropriation   Estimate  Change 
Number  of  Grant  Awards 

New 26  90  22  -68 

Continuations...      120  _54  116  +62 

Total 146  144  138  -  6 

Pilot  Projects..      ---  ---  7+7 
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State  Offices  of  Rural  Health: 

Authorizing  legislation- -Section  338J  of  the  Public  Health  Service  Act 

Increase 
or 

Decrease 
BA 


1993 

1994 

1995 

Actual 

ApDrooriation 
BA 

Estimate 

BA 

BA 

$2,500,000 

$2,750,000 

$2,750,000 

1995  Authorization: 

....  Expired 

Purpose  and  Method 

of  Operation 

The  Office  of  Rural  Health  Policy  administers  grants  to  state  offices  of  rural 
health.   The  Federal  funds  are  matched  by  the  states  according  to  a  formula 
specified  by  law.   The  grants  have  helped  to  establish  new  offices  of  rural 
health  in  33  states  and  have  supported  existing  offices  in  9  states.   Grant 
funds  may  be  used  for  staff,  routine  office  costs,  information  collection  and 
related  activities.   State  offices  of  rural  health  are  active  in  coordinating 
rural  health  care  programs  in  their  states,  collecting  and  disseminating 
information  on  rural  health  care,  assisting  rural  communities  in  developing 
integrated  systems  of  health  care,  and  many  other  activities. 

Funding  levels  for  the  past  five  years  were  as  follows: 

s 

1990 

1991  1,800,000 

1992  2,000.000 

1993  2,500,000 

1994  2,750.000 


Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $2,750,000  is  the  same  level  of  funding  as  the  FY  1994 
Appropriation.   State  offices  of  rural  health  are  expected  to  continue  to  play 
a  lead  role  in  helping  rural  communities  develop  new  systems  of  health  care 
and  better  utilize  their  existing  resources.   In  FY  1995  funds  will  be  used 
to:   (1)  extend  the  program  to  all  50  states;  (2)  increase  ongoing  programs  to 
recruit  and  retain  health  professionals  in  rural  areas;  and  (3)  expand  efforts 
to  promote  systems  of  care  that  are  compatible  with  the  goals  of  health  care 
reform.   As  a  part  of  a  Federal/State  partnership,  we  anticipate  State  offices 
will  play  a  key  role  in  working  with  consumers  and  providers  in  helping  to 
implement  health  care  reform  in  rural  communities. 


Output  Data: 

1993 

1994 

1995 

Actual 

Appropriation 

Estimate 

ChanEe 

Number  of  Grant  Awards: 

New 

8 

0 

0 



Continuations. . . 
Totals 

42 
50 

50 
50 

50 
50 

-  -  - 
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Buildings  and  Facilities 

Authorizing  legislation  -  Title  III  of  the  Public  Health  Service  Act. 


1993 

1994 

1995 

Actual 

Appropriation 
BA 

Estimate 

BA 

BA 

$982,000 

$942,000 

$942,000 

FY  1995  Authorlzatlor 

I Indefinite 

Purpose  of  Method 

of 

Operation 

Increase 

or 
Decrease 

BA 


This  activity  provides  for  the  renovation  and  modernization  of  buildings  at 
the  Glllis  W.  Long  National  Hansen's  Disease  Center,  Carvllle,  Louisiana,  to 
eliminate  structural  deficiencies  under  applicable  law  in  keeping  with 
accepted  standards  of  safety,  comfort,  human  dignity,  efficiency,  and 
effectiveness.   The  projects  are  intended  to  assure  that  the  facility  meets 
JCAHO  accreditation;  provides  a  safe  and  functional  environment  for  the 
delivery  of  patient  care,  research,  and  training  activities;  and  meets 
requirements  to  preserve  the  Carvllle  historic  district  under  the  National 
Historic  Preservation  Act. 

Funding  for  the  Buildings  and  Facilities  activity  during  the  last  five  years 
has  been  as  follows : 


1990 
1991 
1992 
1993 
1994 


877,000 
1 .  844 , 000 

982,000 
942,000 


Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $942,000  is  the  same  as  the  FY  1994  appropriation. 
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Family  Planning  Program 

Authorizing  Legislation  -  Title  X,  Section  1001  of  the  Public  Health  Service 
Act. 

Increase 
FY  1993  FY  1994  FY  1995  or 

Actual        Appropriation         Estimate  Decrease 

FTEs  BA   FTEs  BA   FTEs  BA    FTEs         BA 

48  $173,418,000  50   $180,918,000   49  $198,918,000    -1  +$18,000,000 

FY  1995  Authorization Expired 

Purpose  and  Method  of  Operation 

The  Family  Planning  Program,  Title  X  of  the  PHS  Act,  is  administered  and 
directed  through  the  Office  of  Population  Affairs/Office  of  the  Assistant 
Secretary  for  Health.   The  program  provides  grants  to  public  and  private 
non-profit  agencies  to  support  voluntary  family  planning  projects.   In  FY  1994 
more  than  4  million  clients,  primarily  women,  will  receive  family  planning 
services  through  a  network  of  over  4,000  clinics  funded  in  part  by  Title  X. 
Programs  are  required  to  give  priority  to  clients  who  are  members  of  low- 
income  families.   Clients  receiving  services  are  sexually  active,  most  are 
young,  often  members  of  minority  groups,  and  predominantly  low  Income.   Title 
X  clinics  provide  free  care  to  members  of  low- income  families  and  charge  fees 
according  to  a  sliding  scale  for  those  with  higher  incomes.   All  services  are 
provided  on  a  confidential  basis. 

For  many  young  clients  the  family  planning  clinic  has  been  the  primary,  or 
sole,  point  of  contact  with  the  health  care  system.   Rising  sexual  activity 
rates  among  teens,  recent  increases  in  the  number  of  women  who  need  subsidized 
services,  continuing  high  unemployment  rates  and  concerns  about  prevention  of 
sexually  transmitted  diseases  (including  HIV)  have  increased  the  need  to 
expand  family  planning  services,  particularly  for  low  income  women  and 
adolescents . 

Family  planning  clinics  provide  contraception,  infertility  services,  basic 
gynecologic  care,  and  counseling  and  referral  on  a  broad  range  of  reproductive 
health  matters  as  well  as  screening  for  ancillary  health  problems  such  as 
hypertension  and  diabetes.   In  addition  to  the  services  program,  Title  X  also 
supports  a  program  to  train  nurse  practitioners  to  provide  services  in 
clinics,   a  broad  range  of  training  programs  for  other  medical,  professional, 
administrative  and  clerical  clinic  personnel,  an  information  and  education 
program,  and  a  research  program  which  focuses  on  family  planning  service 
delivery  improvements.   A  review  of  current  data  collection  activities  in  the 
program  is  now  underway  to  examine  the  effectiveness  and  adequacy  of  current 
data  collection  methods  in  providing  the  family  planning  services  data 
required  by  Congress  and  the  Department. 

In  FY  1994  there  were  84  service  grantees,  of  which  33  were  State  or 
territorial  health  departments.   In  aji  additional  11  States,  the  State  health 
department  was  one  of  two  or  more  grantees  receiving  funds. 
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139,135,000 

55 

144,311,000 

46 

149,466,000 

47 

173,418,000 

48 

180,918,000 

50 

137 


Funding  for  the  Family  Planning  program  during  the  last  five  years  has  been  as 
follows: 

FTE 

1990 
1991 
1992 
1993 
1994 


Rationale  for  Budget  Request 

The  FY  1995  request  of  $198,518,000  and  49  FTEs  will  provide  an  increase  of 
$18,000,000  and  a  reduction  of  one  FTE  from  the  FY  1994  level.   It  would 
provide  funds  to  support: 

o    outreach  to  low- income  women,  adolescents,  and  persons  at  high  risk  of 
unintended  pregnancy  or  infection  with  STD  not  now  receiving  family 
planning  services; 

o    increased  focus  on  quality  and  completeness  of  services  including 

treatment  of  STDs ,  screening  for  cervical  cancer  and  prevention  of  breast 
cancer,  substance  abuse  counseling,  and  counseling  on  avoidance  of  high 
risk  behavior  which  may  place  clients  at  risk  of  STD  and  HIV; 

o    more  emphasis  on  prevention  of  teen  pregnancy,  including  enhanced 

counseling  as  well  as  new  service  arrangements  for  providing  services  to 
teens ; 

o    expansion  of  current  clinic  sites  and  development  of  clinics  in  high  need 
areas  to  provide  services  to  an  additional  300,000  clients;  and 

o    more  emphasis  on  training  and  retention  of  Family  Planning  nurse - 

practitioners,  particularly  minority  practitioners  and  those  working  in 
clinics  serving  high  need  populations. 
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Program  Data 


FY  1993  FY  1994  FY  1995 

Actual        Appropriation       Request 


Services $161,793,000  $167,819,000  $185,112,000 

Training 3.918,000  4,736,000  5.020.000 

Services  Delivery 

Improvement 2.377.000  2.867.000  3.110,000 

I&E/Evaluation 1.185.000  1.296.000  1.436.000 

Total  Program 169.273.000  176.718,000  194.678.000 

Program  Support . . .  4.145.000  4.200.000  4.240.000 

Total $173,418,000  $180,918,000  $198,918,000 

FTEs 48  50  49 


Output  Data 


FY  1993 
Actual 


Number  of  Grantees ...        84 

Number  of  Clinics 4,000 

Clients  Served 4,000,000 

General  Training  Program 

Number  of  Awards...        15 
Number  of  Trainees.     17.514 

Nurse  Practitioner  Program 
Number  of  Awards. . .        5 
Number  of  Graduates      142 


FY  1994 
Appropriation 

FY  1995 
Request 

84 

84 

4.000 

4,230 

4.200.000 

4.500,000 

15 
21.622 

15 
23,919 

5 
182 

5 

214 
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AIDS: 

Authorizing  Legislation  -  Sections  776,  2601-2608,  2611-2620,  2651-2655,  and 
2671  of  the  Public  Health  Service  Act 


Increase 

1993 

1994 

1995 

or 

Actual 

Appropriation 
BA 

Estimate 

Decrease 

BA 

BA 

BA 

$385,345,000 

$602,800,000 

$695,800,000 

+$93,000,000 

1995  Authorization 

Such  sums  as 

necessary;  Section 

776 

-  $30,000,000 

OVERVIEW 

The  human  Immunodeficiency  virus  (HIV)  epidemic  is  a  multifaceted  national  and 
international  problem.   The  HRSA's  role  in  this  effort  includes  a  broad  range 
of  service,  educational  and  training  programs  consistent  with  the  Agency's 
functional  responsibilities.   Title  XXVI  of  the  PHS  Act,  (the  Ryan  White  CARE 
Act  of  1990)  covers  four  of  these  programs.   Part  A  (Title  I)  provides  for 
emergency  assistance  to  eligible  metropolitan  areas  that  are 
disproportionately  affected  by  the  HIV  epidemic.   Part  B  (Title  II)  provides 
for  financial  assistance  to  States/Territories  for  the  delivery  of  essential 
services  to  Individuals  and  families  with  HIV  disease  and  funds  a  program  of 
special  projects  of  national  significance.   Part  C  (Title  111(b))  provides  for 
grant  support  to  local  and  community  based  organizations  which  are  providing 
outreach,  counseling  and  testing,  prevention  and  early  Intervention  services 
in  a  primary  care  setting.   Part  D  (Title  IV)  provides  demonstration  grants  in 
support  of  clinical  research  and  services  for  pediatric  AIDS  patients  in 
cooperation  with  the  National  Institutes  of  Health.   In  addition  to  these  CARE 
Act  programs,  funds  appropriated  to  HRSA  have  provided  support  for  two  other 
Important  HIV/AIDS  activities.   One  activity  addresses  the  specialized 
training  needed  by  existing  health  care  personnel  who  must  care  for  persons 
with  HIV/AIDS  through  a  network  of  AIDS  Education  and  Training  Centers.   The 
second  activity  is  a  program  of  reimbursements  to  accredited  dental  schools 
and  post-doctoral  dental  programs  for  the  uncompenmsated  cost  of  providing 
oral  health  care  to  patients  with  HIV  disease. 

Although  there  is  much  uncertainty  about  the  number  of  people  infected  with 
the  HIV  virus  due  to  limited  population-based  studies,  it  has  been  estimated 
that  there  are  between  800,000  and  1.2  million  HIV-infected  individuals  in  the 
United  States.   Through  September  1993,  the  total  cases  of  AIDS  diagnosed  and 
reported  to  CDC  in  the  United  States  was  339,250.   Although  some  computer 
model  projections  suggest  that  new  cases  of  AIDS  will  level  off  within  the 
next  four  years,  because  of  a  peak  in  infections  in  the  mid- 1980' s,  the  number 
of  people  in  the  late  stages  of  HIV  infection  who  are  in  the  care  system  could 
Increase  substantially  (e.g.  40  percent)  during  the  next  five  years.   The 
growing  impact  of  the  epidemic  on  cities  and  States  including  increasing 
numbers  of  persons  with  HIV  infection  and  AIDS,  the  changing  demography  of  the 
epidemic  (more  women,  minorities,  children  and  uninsured),  increasing 
dependency  on  public  systems,  increasing  survival  time,  and  increased 
availability  and  costs  of  treatment  places  greater  demands  on  medical  and 
social  support  systems  and  challenges  the  capacity  of  the  system  to  meet  the 
costs  of  care. 
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Further  increasing  the  strain  on  health  and  related  support  services  is  the 
nature  of  HIV  disease,  a  chronic  condition  with  varying  degrees  of  acute 
episodic  Illness  Interspersed  with  periods  of  normal  activities  of  daily 
living.   Improvements  in  treatments  and  some  care  systems  have  had  a  direct 
positive  impact  on  the  increased  survival  time  from  diagnosis  of  AIDS  to 
death;  however,  the  effect  of  this  longevity  will  be  an  Increase  in  the  need 
for  and  cost  of  services.   Late  stage  Illness  will  continue  to  be  costly  with 
a  need  for  housing,  personal/attendant  care  and  significant  hospital  and 
pharmaceutical  costs  despite  medical  advances. 

The  average  annual  medical  care  cost  for  treating  a  person  with  AIDS  alive 
during  any  part  of  a  year  is  $38,000  (on  an  annual  basis  for  someone  with  AIDS 
alive  for  the  whole  year,  the  cost  for  a  person  with  AIDS  was  estimated  in 
1992  to  be  $61,600).   The  average  annual  cost  for  a  person  who  is  HIV+  with  a 
CD4  count  below  200  is  $13,500  and  the  cost  for  a  person  who  is  HIV+  with  a 
CD4  count  equal  to  or  greater  than  200  is  $6,444.   Total  medical  care  costs 
for  treating  all  people  with  HIV  Infection  were  estimated  to  be  about  $10.3 
billion  in  1992,  and  forecast  to  rise  31  percent  to  $13.5  billion  by  1994, 
Pending  implementation  of  the  Administration's  health  care  reform  initiatives, 
some  of  this  cost  will  be  borne  by  private  and  public  Insurers,  however  there 
are  a  significant  number  of  individuals  that  do  not  have  adequate  insurance 
coverage  or  other  means  to  pay  for  services.   Although  Medicaid  is  the  single 
largest  payer  of  direct  medical  care  services  for  people  with  AIDS,  covering 
about  40  percent  nationally,  even  this  coverage  is  limited  by  State 
restrictions  on  income  level  for  eligibility,  variation  in  covered  services 
and  inadequate  reimbursement  rates.   Estimates  reported  by  the  National 
Commission  on  AIDS  indicate  that  29  percent  of  individuals  with  AIDS  are 
without  health  insurance  coverage  and  or  other  means  to  pay  for  services.   The 
Agency  for  Health  Care  Policy  and  Research  recently  estimated  the  proportion 
of  people  with  HIV  who  are  uninsured  early  in  the  course  of  the  disease  to  be 
31  percent  and  for  those  with  AIDS  to  be  12  percent. 

The  FY  1995  request  of  $695,800,000  provides  $672,365,000  for  Ryan  White 
C.A.R.E.  Act  programs.   The  Ryan  White  programs  Include  $364,500,000  for 
Title  I.  $213,897,000  for  Title  II.  $66,968,000  for  Title  Ill(b),  and 
$27,000,000  for  Title  IV.   The  request  also  includes  $16,435,000  for  Education 
and  Training  Centers,  and  $7,000,000  for  reimbursement  to  Dental  Schools  and 
Clinics  for  the  provision  of  oral  health  care  to  persons  with  AIDS. 


Increase 

1995 

or 

Estimate 

Decrease 
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AIDS:  Emergency  Relief  (Rvan  White  C.A.R.E.  Act.  Title  I) 

Authorizing  Legislation  --  Sections  2601-2608  of  the  Public  Health  Service 
Act. 

1993  1994 

Actual  Appropriation 

BA  M                                        MM 

$184,757,000  $325,500,000                  $364,500,000           +$39,000,000 

1995  Authorization:   Such  sums  as  necessary 

Purpose  and  Method  of  Operation 

Title  I  authorizes  grants  for  outpatient  and  ambulatory  health  and  support 
services  to  metropolitan  areas  with  a  cumulative  total  (as  of  March  31,  1994 
for  Fiscal  Year  1995  eligibility)  of  more  than  2.000  reported  cases  of  AIDS  or 
a  per  capita  incidence  of  .0025  .   These  support  services  are  intended  for  low 
income/under  insured  people  living  with  HIV/AIDS  but  are  available  for  people 
of  all  means.   Fifty  percent  of  the  amount  appropriated  is  allocated  by 
formula  and  the  remainder  is  distributed  to  those  areas  whose  applications 
demonstrate  the  need  for  supplemental  aid.   Grantees  are  required  to  establish 
HIV  health  services  planning  councils  to  establish  priorities  for  the 
allocation  of  funds  within  the  eligible  area,  to  develop  a  comprehensive  plan 
for  the  organization  and  delivery  of  health  services,  and  to  assess  the 
efficiency  of  the  administrative  mechanism  in  rapidly  allocating  funds  to 
areas  of  greatest  need  within  the  eligible  area. 

Approximately  71  percent.  239.808.  of  the  total  cumulative  cases  of  AIDS 
reported  to  the  CDC  as  of  September  30.  1993  were  reported  by  metropolitan 
areas  funded  under  Title  I.   Assuming  that  approximately  54  percent  of  the 
cumulative  total  cases  of  AIDS  are  persons  living  with  AIDS,  the  estimated 
AIDS  caseload  for  the  Ryan  White  Title  I  metropolitan  areas,  including  the  9 
new  eligible  areas  in  FY  1994,  is  129,908.   Two  to  three  times  that  number  of 
people  with  HIV,  who  do  do  not  have  AIDS  need  care  as  well. 

The  needs  of  persons  and  their  families  with  AIDS  or  HIV  disease  are 
substantial,  complex,  and  rapidly  changing,  and  the  service  delivery  and 
financing  systems  in  the  heavily  impacted  metropolitan  areas  have  been  unable, 
despite  efforts,  to  fully  meet  these  needs.   As  a  result,  large  numbers  of 
people  are  still  not  receiving  care;  others  receive  insufficient  or 
inappropriate  care,  or  are  being  served  in  inappropriate  or  high-cost 
settings.   The  new  CDC  AIDS  definition,  effective  January  1,  1993,  (the  change 
added  several  opportunistic  infections  and  HIV  infection  with  CD4  lymphocyte 
counts  below  200) ,  was  expected  to  increase  the  number  of  new  AIDS  cases  in 
the  EMAs  by  75  to  80  percent  during  calendar  year  1993  alone;  this,  coupled 
with  the  factors  outlined  above,  will  result  in  greater  demand  for  the  health 
care,  social,  and  support  services  covered  under  Title  I  of  the  CARE  Act. 
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Funding  levels  for  Title  I  during  the  last  five  years  has  been  as  follows: 


1991* 

87,831.000 

1992 

120,456.000 

1993 

184.757,000 

1994 

325.500,000 

^First  year  funds  were  appropriated. 

Rationale  for  the  Budget  Request 

The  FY  1995  Request  of  $364,500,000  will  address  the  needs  of  an  estimated  3-7 
new  eligible  metropolitan  areas,  as  well  as  the  needs  of  the  existing  areas 
funded  in  FY  1994.   Fifty  percent  of  the  funds  available  are  awarded  according 
to  a  formula  based  on  the  number  of  AIDS  cases  in  the  EMA.   The  rest  is 
awarded  competitively  to  areas  that  demonstrate  the  greatest  need.  The 
resources  will  provide  access  to  community-based  outpatient  medical  care  for 
people  with  HIV  disease  who  do  not  currently  receive  adequate  care  in  the 
eligible  metropolitan  areas.   The  grantees  would  be  able  to  hire  needed  health 
care  and  other  personnel  to  meet  the  medical  needs  of  people  with  HIV  and  to 
address  critical  service  gaps  in  housing,  substance  abuse  treatment,  mental 
health  and  dental  services.   The  resources  will  be  used  to  address  the  HIV- 
related  care  needs  of  homeless  people  with  HIV  disease  and  tuberculosis,  the 
coordination  of  ongoing  care  programs  with  clinical  trials  and  Title  II 
grantees  and  provide  for  case  management  services  by  increasing  the  number  of 
trained  case  managers  to  coordinate  access  to  care  and  link  clients  to  diverse 
parts  of  the  delivery  system. 

Output  Data: 


Formula  Grants 

Supplemental  Grants . . 


1993 

1994 

1995 

Actual 

ADoroDriation 

Estimate 

Chanee 

25 

34 

37-41 

3-7 

24 

34 

37-41 

3-7 
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AIDS:  HIV  CARE  (Rvan  White  C.A.R.E.  Act.  Title  II) 

Authorizing  Legislation  -  Sections  2611-2620  of  the  Public  Health  Service  Act. 

Increase 
1993  1994  1995  or 

Actual Appropriation  Estimate  Decrease 

BA  M  BA  M 

$115,288,000        $183,897,000        $213,897,000      +$30,000,000 

1995  Authorization:   Such  sums  as  necessary 

Purpose  and  Method  of  Operation 

Title  II  authorizes  formula  grants  to  States  and  territories  for  the  operation 
of  HIV  service  delivery  consortia  in  the  localities  most  affected  by  the 
epidemic,  provision  of  home  and  community-based  care  services  for  individuals 
with  HIV  disease,  continuation  of  health  insurance  coverage  for  low- income 
persons  with  HIV  disease,  and  treatments  that  have  been  determined  to  prolong 
life  or  prevent  serious  deterioration  of  health  for  low- income  individuals 
with  HIV  disease.   Under  Title  II  in  FY  1992,  41  States  supported  HIV  care 
consortia;  48  States/territories  provided  AIDS/HIV  treatments,  27 
States/territories  supported  home  and  community-based  care,  and  17  States 
allocated  funds  for  the  continuation  of  health  insurance  coverage.   A  State 
must  use  at  least  15  percent  of  its  grant  funds  to  provide  health  and  support 
services  to  infants,  children,  women  and  families  with  HIV  disease.   An 
amount,  not  to  exceed  10  percent  of  the  appropriation  for  Title  II,  is 
authorized  to  be  used  to  support  a  program  of  Special  Projects  of  National 
Significance  (SPNS).   The  SPNS  program  provides  funds  to  projects  which 
contribute  to  the  advancement  of  knowledge  and  skills  in  the  delivery  of 
health  and  support  services  to  persons  with  HIV  disease.   Project  selection  is 
based  on  the  need  to  assess  the  effectiveness  of  a  particular  model  of  care, 
innovation,  and  the  potential  for  replicabillty.   SPNS  has  focused  on  projects 
which: 

•  Improve  Access  to  Health  and  support  services  for  special  populations 
Including  rural  residents;  women,  children,  adolescents;  Native 
Americans;  and  currently  incarcerated  or  recently  released  people; 

•  Advocacy  for  Health  and  Support  Services; 

•  Reduction  of  Social  Isolation;  and 

•  Integration  of  Mental  Health  services  with  other  Primary  Care 
Services. 

In  Fiscal  Years  1991-1993,  Congress  directed  that  approximately  50  percent  of 
the  amounts  setaside  for  SPNS  be  used  to  reimburse  dental  schools  for  the 
provision  of  oral  health  services  to  AIDS  patients.   The  FY  1994  Appropriation 
Included  specific  funds  for  this  purpose  and  this  request  does  not  propose  to 
utilize  SPNS  funds  for  this  activity. 
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Funding  levels  for  Title  II  during  the  last  five  years  has  been  as  follows: 


1991^ 

87, 

831,000 

1992 

106 

,635,000 

1993 

115 

,288,000 

1994 

183 

,897,000 

'  First  year  funds  were  appropriated. 

Rationale  for  the  Budget  Request 

The  FY  1995  Request  of  $213,897,000  will  provide  for  formula  grants  to 
States/Territories  and  support  for  SPNS.   Trends  in  the  HIV  epidemic  indicate 
that  a  significant  number  of  new  reported  cases  are  coming  from  areas  outside 
the  25  metropolitan  areas  directly  funded  under  Title  I  in  FY  1993,  thus 
increasing  the  need  for  funding  under  Title  II.   Additionally,  the  increased 
number  of  clients,  longer  survival,  and  pharmaceuticals  requirements  will 
raise  costs  substantially. 

The  request  will  facilitate  access  to  care  by  expanding  eligibility  criteria 
to  a  larger  number  of  underserved  individuals  who  have  no  other  access  to 
critical  treatment.   It  will  improve  services  for  women,  infants,  children, 
and  families  of  people  with  HIV  disease,  improve  access  to  care  by  providing 
more  funds  for  transportation  in  rural  areas,  and  improve  capacity  of  migrant, 
homeless  and  community  health  centers  to  meet  the  medical  needs  of  indigent, 
undeserved  populations.   Critical  gaps  in  services  in  rural  areas  and  the 
increasingly  critical  issues  of  tuberculosis  and  substance  abuse  can  be  more 
fully  addressed.   Seroprevalance  studies  of  asymptomatic  people  indicate  that 
HIV  infection  is  increasing  rapidly  in  many  rural  areas  and  smaller  urban 
areas  especially  in  minority  populations.   Many  of  the  low  prevalence  cities, 
suburban  and  rural  areas  are  only  beginning  to  develop  the  continuum  of  health 
and  social  support  services  required  to  care  for  those  with  AIDS/HIV  disease. 

Home  health,  insurance  and  consortia  programs  also  need  expansion.   Home 
health  services  are  growing  more  rapidly  than  any  other  health  service.   In 
addition,  increasing  numbers  of  individuals  with  HIV/AIDS  will  necessitate 
capacity  building  of  community  organizations  and  a  greater  need  to  coordinate 
services  among  providers  thus  requiring  more  case  managers. 

The  resources  will  also  be  used  to  strengthen  HIV  care  consortia  to  provide 
additional  needed  health  and  support  services  and  allow  more  States  to  add  a 
health  insurance  continuation  program  or  cover  more  people  for  home  health. 

As  is  the  case  under  Title  I,  a  major  impact  is  the  increasing  number  of 
persons  with  HIV/AIDS.   States  funded  under  Title  II  will  need  to  build 
capacity  in  outlying  areas  as  well  as  more  heavily  populated  areas,  coordinate 
services,  and  respond  to  the  need  to  provide  for  a  fuller  complement  of  AIDS 
drugs  that  prolong  and  enhance  the  quality  of  life.   There  have  been 
significant  advances  in  the  development  of  drugs  which  prolong  and  enhance  the 
quality  of  life  for  people  with  AIDS/HIV.   The  FY  1995  request  will  provide  an 
increase  that  the  States  may  use  to  identify  a  possible  basic  group  of 
pharmaceuticals,  chosen  from  a  much  larger  group  of  more  than  50  possible 
drugs  used  to  treat  HIV-related  conditions,  that  they,  the  States  would  cover 
under  the  State's  Drug  Assistance  Program.  The  pharmaceuticals  a  State 
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chooses  would  be  based  on  proven  life  saving  capability,  decrease  in 
morbidity,  and  cost  savings.   There  are  at  least  nine  classes  of  drugs  that 
can  be  considered.   For  example,  three  of  these  classes  are  antiretroviral 
therapy,  PCP  prophylaxis,  and  drugs  to  treat  opportunistic  infections.   The 
increase  in  funding  contained  in  this  request  will  provide  State's  with 
greater  flexibility  in  selection  based  on  local  needs  and  demands .   Some 
States  cover  only  one  or  two  pharmaceuticals  and  others  cover  50  or  more  AIDS- 
related  pharmaceuticals. 


Output  Data: 


1993        1994  1995 

Actual    Appropriation   Estimate   Change 


Formula  Grants  to 

States/Territories . 


54 


54 


54 


Special  Projects  of 

National  Significance. 


25-27 


45-50 


45-50 
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AIDS  -  Early  Intervention  Services 

Authorizing  Legislation  -  Title  III  of  the  Public  Health  Service  Act, 

Title  XXVI,  Part  C,  Sections  2651-55 


1993 
Actual 

1994 

Appropriation 
BA 

1995 
Estimate 

Increase 

or 
Decrease 

BA 

BA 

BA 

$47,968,000 

$47,968,000 

$66,968,000 

+$19,000,0( 

FY  1995  Authorization. 

Such  sums 

as  necessary 

Purpose  and  Method 

of 

Operation 

This  program  Is  authorized  under  Title  III  of  the  Ryan  White  CARE  Act  of  1990. 
Grants  are  made  to  migrant  and  community  health  centers,  health  care  for  the 
homeless  programs,  gay  and  lesbian  community  service  organizations,  family 
planning  agencies,  comprehensive  hemophilia  diagnostic  and  treatment  centers, 
federally  qualified  health  centers  under  section  1905(1) (2) (B)  of  the  Social 
Security  Act,  and  other  nonprofit  private  entitles  that  provide  comprehensive 
primary  care  services  to  populations  with  or  at  risk  for  HIV  disease.   One 
hundred  thirty- six  primary  care  grantees  are  funded  in  32  States,  Puerto  Rico, 
and  the  District  of  Columbia. 

Early  Intervention  services  aimed  at  preventing  and/or  reducing  HIV/AIDS 
related  morbidity  are  emphasized  by  these  programs  as  part  of  the  program  of 
comprehensive  care.   Early  intervention  consists  of  the  medical,  educational, 
and  psychosocial  services  designed  to  prevent  the  further  spread  of  HIV, 
forestall  the  onset  of  illness,  facilitate  access  to  services,  and  provide 
psychosocial  support  to  HIV-infected  individuals  and  their  families. 

Title  III  programs  Increase  access  to  health  care  for  clients  who  are  Infected 
with  HIV  or  who  are  at  risk  for  HIV  Infection.   The  grantees  provide 
comprehensive  HIV  related  services  including  testing,  risk  reduction 
counseling,  partner  Involvement  in  risk  reduction,  transmission  prevention, 
appropriate  medical  evaluation,  and  clinical  care  (such  as  T4  cell  monitoring, 
antiviral  therapy,  prophylaxis,  and  treatment  of  opportunistic  infections  and 
other  related  conditions).   Case  management,  outreach,  and  eligibility 
assistance  are  optional  services  under  this  program.   Grantees  are  required  to 
demonstrate  that  health  care  delivery  methods  are  reaching  those  with  HIV 
disease,  with  the  changing  demographics  of  HIV-infected  populations.   Grantees 
are  also  required  to  demonstrate  that  provision  of  care  follows  currently 
accepted  treatment  protocols  and  evolving  medical  Interventions  resulting  from 
scientific  and  technical  advances.   The  program  has  been  successful  In 
reaching  women,  minorities,  adolescents,  and  substance  users  in  addition  to 
gay  and  bisexual  populations. 


250 


1A7 

Preliminary  data  collected  from  about  75  percent  of  the  136  Title  III  grantees 
for  the  first  3  months  of  FY  1993  indicated  that: 

-  63  percent  of  the  clients  were  infected  with  HIV,  and  37  percent  were 
at  high  risk  for  HIV  infection 

-  48  percent  of  those  infected  or  their  sexual  partners  were  intravenous  drug 
users 

-  58  percent  were  from  racial  or  ethnic  minority  groups 


Title  III  -  HIV  Early  Intervention 

User  Ethnicity  -  FY  1993 


Unknown 

2% 


Black 

33% 


White 

40% 


Hispanic 
Native  Am/Alaskan      22% 
1% 


-  so  percent  were  female 

-  41  percent  had  severe  immune  impairment  and  advanced  disease  at  entry  into 
the  early  intervention  program 

-  one  in  seven  clients  were  between  the  ages  of  13  to  19 
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Title  III  -  HIV  Early  Intervention 

Age  of  Clients  -  FY  1993 


4CM9  years     ^W^."* 

-_^         11.4%  '•■^'^ 

50+  years 

4.3% 


13-19  years 
14.2% 


20-39  years 
68.8% 


HIV  Exposure  Categories' 

FY  1992 


Percent 

«/ 

Hetera/IVDU 
■  pcrinalal 

35 

/ 

/ 

/ 
/ 

/ 
/ 

/ 
/ 

/ 
/ 

/ 
/ 

/ 

mm 

7 

30 

^^k 

25 

iiiH 

M IVDU  A  Hoao/Bius 

20 

■ 

Hundetermhwd 

■  Male  HoooKx/Biux 

9 IV  Dni(  Uien 

15 

10 

/ 

5 

n 

'For  clients  who  were  tested  at  grantees'  sites  for  HIV  infection 
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HIV  Exposure  Categories' 

FY  1993 

Percent 


Helcro/IVDU 
i  HemophilUcs 
Iperiulal 

i  rVDU  &  Homo/Biwi 
I  Undctcnnined 
I  Male  Homoscx/Biicx 
i  IV  Drug  Usen 
I  Heterosexual 
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*F6r  clients  who  were  tested  at  grantees'  sites  for  HIV  infection 


Funding  for  the  AIDS  Early  Intervention  Services  program  during  the  last  five 
years  has  been  as  follows: 

§ 

1990  10,318,000 

1991  44,891,000 

1992  48,683,000 

1993  47,968,000 

1994  47,968.000 

Rationale  for  the  Budget  Request: 

The  FY  1995  request  of  $66,968,000  Is  an  increase  of  $19,000,000  over  the 
FY  1994  appropriation.   The  request  will  enable  the  program  to  deliver  primary 
health  care  services  to  an  additional  38,100  Individuals  who  are  Infected  with 
HIV  or  are  at-risk  for  HIV  Infection  through  an  additional  54  health  care 
delivery  sites. 

Output  Data: 

FY  1993  FY  1994  FY  1995 

Actual         Appropriation        Estimate 

Budget  Auth $47,968,000  $47,968,000  $66,968,000 

Sites 136  136  190 

Clients  with  HIV 60,200  60,200  84,100 

Clients  at  risk 35.800  35.800  50.000 

Total  Clients 96,000  96.000  134,100 
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Demonstration  Grants  for  Research  and  Services  for  Pediatric  Patients: 
(Ryan  White  C.A.R.E.  Act.  Title  IV) 

Authorizing  Legislation  -  Section  2671  of  the  PHS  Act. 


1993  1/ 
Actual 

M 
$20,897,000 


1994 
Appropriation 
BA 
$22,000,000 


1995 
Estimate 
BA 
$27,000,000 


Increase 

or 

Decrease 

BA 

+$5,000,000 


1995  Authorization Such  Sums  as  Necessary 

Purpose  and  Method  of  Operation 

Women,  adolescents  and  children  -  the  population  served  by  Title  IV  programs  - 
are  the  fastest  growing  segment  of  the  HIV  population  in  the  U.S.  and 
constitute  nearly  14  percent  of  all  AIDS  cases.   As  of  September,  1993.  40,702 
cases  among  female  adolescents  and  adult  AIDS  cases  were  reported  to  CDC. 
One -third,  or  12,000  of  these  cases  were  reported  in  the  last  year  alone.   The 
epidemic  has  spread  beyond  large  urban  metropolitan  areas  to  smaller  cities 
and  rural  areas,  which  currently  have  limited  capacity  to  address  the  needs  of 
children,  women,  youth  and  families  with  HIV  disease. 

HIV-affected  children,  women  and  their  families  have  multiple,  multi- 
generational  and  complex  service  needs  which  require  more  intensive  care 
coordination,  case  management,  child  and  respite  care,  and  direct  service 
delivery.   Assessment  and  provision  of  services  must  be  delivered  at  the 
family  level,  and  usually  Involves  services  not  only  for  the  infected 
chlld(ren)  and  parent(s) ,  but  also  for  uninfected  siblings  and  care  givers. 
Services  to  families  involve  coordination  of  multiple  agencies  and  systems, 
including  social  service  and  foster  care  agencies,  and  Title  IV  projects 
experiences  indicate  that  case  management  for  families  is  more  resource 
intensive. 


Many  barriers  exist  that  limit  the  ability  of  this  population  to  access 
clinical  trials.   These  barriers  include:   lack  of  access  to  care,  lack  of 
transportation,  child  care  or  other  support;  and  protocols  are  not  designed  to 
accommodate  the  special  needs  of  children,  youth,  women  and  families.   Efforts 
to  date  to  enroll  and  retain  poor,  medically  underserved  families  in  trials 
are  successful  only  when  the  research  is  conducted  within  an  established 
comprehensive  system  of  outpatient  and  family  support  services  such  as  those 
developed  through  the  Pediatric/Family  HIV  program. 

Title  IV  of  Ryan  White  represents  the  Department's  principle  program  to 
develop  models  of  comprehensive  care  systems,  linked  to  research,  for 
children,  adolescents  women  and  families.   Title  IV  is  the  only  Ryan  White 
program  that  specifically  supports  projects  to  organize  the  system  of 
comprehensive,  community-based,  culturally  competent,  family  centered  care  for 
these  populations.   Title  IV  demonstration  projects  increase  access  to 
comprehensive  care  as  well  as  to  voluntary  participation  in  NIH  and  other 
clinical  trials  for  children,  youth  and  women,  especially  of  minority 
populations,  through  innovative  collaboration  and  support  services. 
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Funding  for  the  Demonstration  Grants  for  Research  and  Services  for  Pediatric 
Patients  program  during  the  last  five  years  has  been  as  follows: 

5_ 


1990 

4,803.000 

1/ 

1991 

19.518,000 

1/ 

1992 

19.340,000 

1/ 

1993 

20.897.000 

1/ 

1994 

22,000,000 

1/  Appropriated  under  Section  301  of  the  PHS  Act  for  the  Pediatric  AIDS 
Demonstration  Program. 

Rationale  for  the  Budget  Request 

Pediatric  AIDS  demonstration  programs  are  located  in  20  States,  Puerto  Rico 
and  the  District  of  Columbia.   A  total  of  44  projects  were  funded  in  FY  1993. 
This  total  includes  34  care  demonstrations,  2  care  consortia.  3  national 
resource  centers/national  issues  projects,  and  5  hemophilia/pediatric  AIDS 
special  initiative  projects.   In  addition  funds  were  used  to  support  a  special 
initiative  on  HIV  in  native  and  Hawaiian  American  children,  youth  and  women. 
These  programs  have  been  highly  successful  in  increasing  access  to  care  and 
research  for  poor,  minority  populations.   In  1992,  33  demonstration  grantees 
that  provided  data  served  28,738  clients,  82  percent  of  whom  were  of  minority 
populations,  and  70  percent  were  insured  by  Medicaid.   Grantees  reported 
significant  increases  in  caseloads,  with  some  reporting  a  40-50  percent 
increase  in  demand  for  services .   Pediatric  AIDS  programs ,  currently  in  the 
highest  incidence  areas,  struggle  to  meet  the  growing  needs  as  well  as  to 
develop  needed  new  programs  for  emerging  populations,  such  as  adolescents  and 
young  women. 

Thirty  States  and  many  communities  have  no,  or  limited,  capacity  to  address 
the  specific  service  needs  of  children,  adolescents,  and  families  affected  by 
HIV/AIDS.   Additional  funding  is  needed  to  support  planning  and  initial 
development  grants  for  states  to  develop  comprehensive  systems  of  care  linked 
to  research  for  children,  adolescents,  women  and  families. 

The  FY  1995  request  of  $27,000,000  is  an  increase  of  $5,000,0000  over  the  1994 
appropriation  of  $22,000,000.   This  request  will  support:   initial  planning 
and  development  of  new  care/research  programs  in  areas  that  do  not  currently 
have  a  comprehensive  care  service  system  or  research  for  the  target 
population;  continuation  and  expansion  of  service  capability  for  existing 
comprehensive  care  programs;  technical  assistance  and  national  resource 
centers;  and  innovative  models  for  linking  care  and  research  in  existing 
programs  Including  interagency  HRSA/NIH  activities  to  develop  coordinated  care 
and  research  programs  with  a  special  emphasis  on  adolescents  and  minorities; 
and  evaluation  of  the  impact  of  demonstration  projects. 


Cutout  Data: 

1993 

1994 

1995 

Actual 

ApproDrlation 

Estimate 

Number  of  Pr< 

)Jects.  . 

44 

49 

59 
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AIDS  Education  and  Training  Centers 

Authorizing  Legislation  -  Section  776(a)  of  the  Public  Health  Service  Act. 

Increase 
1993  1994  1995  or 

Actual        Appropriation      Estimate      Decrease 
BA  BA  BA  M 

$16,435,000       $16,435,000     $16,435,000      $--- 

1995  Authorization $23,000,000 

Purpose  and  Method  of  Operation 

The  HRSA/BHPr  network  of  AIDS  Education  and  Training  Centers  (ETCs)  provides: 
the  specialized  training  needed  by  existing  health  care  personnel  who  must 
care  for  AIDS  patients;  and  the  development  of  model  educational  programs 
across  the  continuum  of  the  health  professions  training  of  staff  in  federally 
supported  entities  in  cross  cultural  patient  care  and  counseling  and  the 
specific  aspects  of  the  delivery  of  health  care  to  HIV-infected  individuals 
and  AIDS  patients.   The  concept  of  such  a  program  for  health  professions 
education  and  curricula  development  is  consistent  with  the  recommendations 
highlighted  by  both  the  Presidential  Commission  report  and  the  Institute  of 
Medicine  report. 

The  national  network  of  ETCs  for  health  care  providers  focuses  on  a  principal 
goal  of  improving  the  capacity  and  capability  of  the  provider  community  to 
delivery  care  to  HIV-infected  individuals.   This  activity  includes  specialized 
training  required  by  primary  health  care  providers  who  treat  AIDS  patients 
whose  conditions  vary  from  cancers,  pneumonia,  and  tuberculosis  to 
psychosocial  problems. 

The  ETCs  are  expected  to  become  support  systems  for  health  professions  through 
hot  lines,  clearinghouses,  and  referral  capabilities. 

A  minimum  data  set  to  determine  program  performance  has  been  developed  and 
data  are  being  gathered  for  all  ETC  programs  so  that  evaluation  of  program 
outcomes  can  be  measured.   By  FY  1995  the  system  will  be  computerized  using 
optical  scanners  and  electronic  transfer  of  data. 

Funding  for  the  AIDS  Education  and  Training  Centers  program  during  the  last 
five  years  has  been  as  follows: 


1990 

14,549,000 

1991 

17,029,000 

1992 

16.877.000 

1993 

16,435,000 

1994 

16,435,000 

79-879  O- 94 -9 
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Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $16,435,000  is  the  same  as  the  FY  1994  appropriation. 
This  level  of  funding  will  maintain  the  capacity  to  train  health  professionals 
serving  high  risk  populations  particularly  in  minority  communities.   The 
request  continues  support  for  17  projects  training  approximately  184,175 
primary  care  health  practitioners,  including  5,400  staff  members  of 
federally- funded  health  facilities  such  as  community/migrant  health  centers. 
These  projects  will  target  their  efforts  on  training  within  the  major  HIV/AIDS 
epicenters  in  consonance  with  the  service  delivery  projects  mobilized  by  the 
Ryan  White  Act  (including  2  rural  ETCs).   Resources  will  be  used  to  harness 
the  resources  of  the  health  science  centers  to  enhance  and  multiply  the  most 
recent  state  of  the  art  clinical  training  for  hands  on  practitioners  most 
heavily  impacted  by  the  HIV/AIDS  epidemic.   One  hundred  percent  of  the  17  ETCs 
have  at  least  2  affiliations  with  community/migrant  health  centers  to  provide 
clinical  training  to  their  primary  care  staff.   The  request  will  also  train 
selected  providers  to  participate  in  NIH  related  clinical  trials. 

In  addition,  up  to  10  percent  of  the  resources  will  continue  to  be  allocated 
for  the  2  rural  projects  covering  12  States. 

The  request  partially  addresses  recommendations  by  the  National  Commission  on 
AIDS  in  their  1991  Report,  "America  Living  with  AIDS."  The  Commission 
recommended  that  HIV  education  and  training  programs  for  health  care  providers 
be  improved  and  expanded.   The  Commission  also  recommended  that  better  methods 
be  developed  to  disseminate  state-of-the-art  clinical  information  about  HIV 
disease,  and  drug  and  alcohol  use.   The  request  also  addresses  concerns  in  a 
recent  report  from  CDC  indicating  that  the  rate  of  HIV/AIDS  in  rural  areas  is 
growing  more  rapidly  than  in  metropolitan  areas. 

Resources  have  been  redirected  to  implement  four  new  initiatives  that  will 
improve  the  "state  of  the  art"  of  HIV  care  by  providing  real  time  information 
to  health  care  providers.   In  addition,  the  training  activities  will  improve 
the  providers  understanding  of  HIV  infection  in  women,  children  and 
adolescents.   These  initiatives  are: 

(1)  Development  of  a  mechanism  for  translating  state-of-art  developments 
in  HIV  care  into  practical  patient  care  management  information,  and 
for  rapid  dissemination  of  this  information  for  use  by  the  front-line 
provider. 

(2)  Support  of  education  and  training  activities  which  address  the  growing 
problem  of  HIV  infection  in  women,  children  and  adolescents,  a  high 
percentage  of  whom  are  from  disadvantaged  and  medically  underserved 
backgrounds . 

(3)  Support  for  a  national  HIV  clinical  conference  call  series.   The 
clinical  conference  calls  now  support  more  than  2,000  practitioners 
per  call  and  include  international  sites. 

(4)  Support  for  a  national  HIV  clinical  warmline  (hot  line  for  providers). 
Additional  support  for  this  activity  has  been  provided  by  NIH  and  the 
HRSA  Office  of  AIDS. 

The  request  provides  projects  with  the  opportunity  to  continue  their  clinical 
training  with  community/migrant  health  centers  so  that  most  of  the  health 
centers  in  their  epicenters  can  have  greater  access  to  clinical  training  and 
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educational  resources.   The  primary  care  providers  that  will  be  trained  will 
have  enhanced  skills  to  deliver  appropriate  care  to  HIV/AIDS  clients  and  their 
families  within  the  health  center  setting  which  is  their  usual  primary  care 
deliverer. 

In  the  second  quarter  of  FY  1992,  the  national  network  of  ETCs  conducted  a 
national  provider  needs  assessment  of  the  Ryan  White-funded  service  providers, 
using  a  common  needs  assessment  Instrument.   The  findings  from  this  national 
needs  assessment  have  been  Incorporated  into  ETC  work  plans.   A  follow-up 
national  needs  assessment  is  planned  for  FY  1995.   Under  a  contract  with 
MACRO,  Inc.  a  computerized  learning  needs  assessment  instrument  and  protocol 
will  be  developed  for  use  by  the  ETCs  in  FY  1995. 

Output  Data: 


Number  of  Projects. . . . 
Number  of  Individuals 
Trained 


1993 

1994 

1995 

Actual 

AooroDriation 

Estimate 

17 

17 

17 

184,175 

184,175 

184,175 
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HIV/AIDS  -  Dental  Reimbursement  Program 

Authorizing  Legislation  -  Section  776(b)  of  the  Public  Health  Service  Act. 

Increase 
1993         1994  1995  or 

Actual     Appropriation       Estimate       Decrease 
£&  M  £&  M 

$..-       $7,000,000      $7,000,000        $--- 
1995  Authorization $7,000,000 

Purpose  and  Method  of  Operations 

This  program  is  designed  to  reimburse  accredited  dental  schools  and 
post-doctoral  dental  programs  for  the  documented  uncompensated  costs  they  have 
incurred  for  providing  oral  health  treatment  to  HIV  infected*  patients  for  a 
retrospective  twelve-month  period  which  is  specified  annually. 

• 
Grants  are  awarded  to  schools  of  dentistry,  hospitals  and  other  public  or 
non-profit  private  institution  that  offer  post-doctoral  training  In  the 
specialties  of  dentistry,  advanced  education  in  general  dentistry,  or  a  dental 
general  practice  residency:  and  has  been  accredited  by  the  Commission  on 
Dental  Accreditation.   Grants  are  provided  to  assist  dental  schools  and  other 
eligible  institutions  with  respect  to  oral  health  care  to  patients  with  HIV 
disease. 

Each  dental  school  and  other  eligible  Institution  must  submit  applications 
annually.   Funds  are  awarded  to  eligible  applicants  taking  into  account  the 
number  of  HIV  infected  patients  served  and  the  unreimbursed  oral  health  costs 
incurred  for  each  institution  as  compared  to  the  total  number  of  HIV  Infected 
patients  and  total  costs  incurred  for  all  eligible  applicants. 

Funding  for  the  HIV/AIDS  Dental  Reimbursement  program  for  the  last  five  years 
has  been  as  follows: 


1990 

1991 

3.000.000  1/ 

1992 

4,838.241  1/ 

1993 

5.103.800  1/ 

1994 

7.000.000 

1/  Funded  from  SPNS,  Title  II  of  the  Ryan  White  C.A.R.E.  Act. 
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Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $7,000,000  is  the  sane  as  the  FY  1994  appropriation. 
This  level  of  funding  will  be  used  to  train  dental  practitioners  to  provide 
health  care  to  HIV  infected  patients. 

Output  Data: 

1993  1994  1995 

Actual      Appropriation      Estimate 

Number  of  Schools 911/  135  135 

1/  Funded  under  SPNS,  Title  II  of  the  Ryan  White  C.A.R.E.  Act. 
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MATERNAL  AND  CHILD  HEALTH  BLOCK  GRANT 
Fiscal  Years  1993, 1994,  and  1995 
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FY  1993 

FY  1994 

FY1995 

Alabama 

$12,088,272 

$12,447,374 

$12,447,374 

Alaska 

1.091.576 

1.117.695 

1.117.695 

Arizona 

6,735.257 

7.032.288 

7,032.288 

Arkansas 

7,309,629 

7.528,818 

7,528.818 

California 

39,988,493 

41.903,121 

41.903.121 

Colorado 

7.414.146 

7,595,042 

7.595.042 

Connecticut 

4,717,754 

4,827,530 

4.827.530 

Delaware 

1.932.842 

1.959.646 

1,959,646 

District  of  Columbia 

7.011,945 

7.051.870 

7.051,870 

Florida 

18,375.594 

19.109.032 

19.109.032 

Georgia 

16.273.868 

16.755.595 

16.755.595 

Hawaii 

2.192.984 

2.236.624 

2.236.624 

Idaho 

3.233,976 

3.302.196 

3,302.196 

Illinois 

22.452,792 

23.149.113 

23.149.113 

Indiana 

12.069.878 

12.354.517 

12.354.517 

Iowa 

6.827.338 

6.968.498 

6,968,498 

Kansas 

4.874.146 

5,004.067 

5,004.067 

Kentucky 

11,846.687 

12,175,748 

12.175.748 

Louisiana 

14,329.460 

14,870,143 

14,870,143 

Maine 

3.435,444 

3,492.695 

3,492.695 

Maryland 

11.876,702 

12.054.686 

12.054.686 

Massachusetts 

11,542,066 

11,787,473 

11.787.473 

Michigan 

20.220.974 

20,851 .888 

20.851 .888 

Minnesota 

9.425.331 

9.629.195 

9.629.195 

Mississippi 

10,392.295 

10,745,288 

10.745.288 

Missouri 

12.636,380 

12,958,276 

12.958.276 

Montana 

2,478,151 

2,540,136 

2.540,136 

Nebraska 

4.104,411 

4.186.165 

4.186,165 

Nevada 

1,465.866 

1.518.129 

1.518.129 

New  Hampshire 

1.972.506 

2,000.032 

2.000.032 

New  Jersey 

11.512.986 

11.793.009 

11.793.009 

New  Mexico 

4,414.245 

4.586.480 

4.586.480 

New  York 

40.318.047 

41.439.904 

41.439.904 

North  Carolina 

16.383.535 

16.766.218 

16.766.218 

North  Dakota 

1.921.152 

1.963.034 

1.963.034 
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MATERNAL  AND  CHILD  HEALTH  BLOCK  GRANT 
Rscal  Years  1993, 1994,  and  1995 

FY  1993  FY  1994  FY  1995 

Ohio 

Oklahoma 
Oregon 
Pennsylvania 
Rhode  Island 

South  Carolina 
South  Dakota 
Tennessee 
Texas 
Utah 

Vermont 
Virginia 
Washington 
West  Virginia 
Wisconsin 

Wyoming 
American  Samoa 
Guam 

Northem  Marianas 
Puerto  Rico 

Trust  Territories: 

Palau 

Micronesia 

Marshalls 
Virgin  Islands 


23,384,342 

24,078,972 

24,078.972 

7,488,549 

7,739,922 

7.739.922 

6,162,498 

6,315,250 

6.315.250 

24,779,323 

25.383.956 

25.383.956 

1,677,400 

1.720.440 

1.720.440 

11.588,731 

11,858,411 

11.858,411 

2,351,075 

2,407,331 

2.407.331 

11,925,070 

12.279.701 

12.279.701 

34,951,877 

36.586.740 

36.586.740 

6,123.315 

6.231.559 

6,231,559 

1,704.543 

1.727.689 

1.727,689 

12,376,970 

12.652.203 

12.652.203 

8,837,640 

9.083.159 

9,083.159 

6.718,626 

6.880.543 

6.880,543 

11.364.047 

11.628.447 

11,628,447 

1.278.723 

1.305.535 

1.305,535 

502.145 

517.092 

517,092 

775.535 

798.621 

798,621 

474,249 

488,365 

488.365 

16.169.062 

16.650.360 

16.650,360 

150,644 

155.128 

155,128 

530.042 

545.820 

545,820 

234.333 

241.308 

241,308 

1.523.173 

1.568.513 

1.568.513 

Grants  to  States*  $557,938,640    $574,546,590     $574,546,590 

Setasides  106.595.360       112.487.410       104.487.410 

TOTAL  $664,534,000     $687,034,000     $679,034,000 

*  The  State  allocation  is  determined  by:  (1)  the  amount  alloted  to  each 
State  in  1983,  totalling  $422,050,000,  and  (2)  the  remaining  amount  is 
distributed  based  on  the  number  of  low  income  children  in  each  State 
in  relation  to  the  total  number  of  such  children  nationally.  The  Census 
data  is  used  to  determine  each  states  proprotion  of  low  income 
children.  This  data  was  updated  with  the  1990  Census  and  used  in  the 
calculation  of  the  FY  1993  States  grant  allocation. 
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RYAN  WHITE  C.  A.  R.  E.  Act  :  TITLE  II  ,  HIV  CARE  GRANTS  to  STATES 
Title  XXVI,  Part  B,  USPHS  Act   -   Fiscal  Years  1993  and  1994 


FY  1993  FY  1994 

STATE  Actual  Eatlmate 

ALABAMA $938,176  $1,421,600 

ALASKA 100.000  100.000 

ARIZONA 751.528  1,855.400 

ARKANSAS 528.077  822,000 

CALIFORNIA 17.183.378  28.172,800 

COLORADO 937,655  1,794.600 

CONNECTICUT 1.068.399  2.246,100 

DELAWARE 229.208  515,100 

DISTRICT  OF  COLUMBIA. . .  1.441,594  2,155,800 

FLORIDA 11.228.316  16,361,700 

GEORGIA 3,124,415  4,527,300 

HAWAII 371,756  545,500 

IDAHO 100,000  130.100 

ILLINOIS 3,598,455  5,363,900 

INDIANA 753.940  1.394,900 

IOWA 215,475  333.800 

KANSAS 324,039  605,100 

KENTUCKY 467,575  641,700 

LOUISIANA 1,844,076  2,494,400 

MAINE 121,410  205.400 

MARYLAND 2,130.393  3,626,000 

MASSACHUSETTS 1,837,845  3,501,900 

MICHIGAN 1,486,048  2,874,000 

MINNESOTA 501,656  970,400 

MISSISSIPPI 546.105  900.100 

MISSOURI 1.459.224  2.716,100 

MONTANA 56,197  100,000 

NEBRASKA 146 ,  689  292 ,  100 

NEVADA 531.149  924,900 

NEW  HAMPSHIRE 102 ,  372  160 ,  100 

NEW  JERSEY 4 ,  505 ,  948  6 ,  650 .  700 

NEW  MEXICO 259 .454  485 ,  800 

NEW  YORK 17,618,806  26.126,100 

NORTH  CAROLINA 1,366,064  1,996,100 

NORTH  DAKOTA 19 .872  100.000 
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RYAN  WHITE  C.  A.  R.  E.  Act  :  TITLE  II  ,  HIV  CARE  GRANTS  to  STATES 
Title  XXVI,  Part  B.  USPHS  Act   -   Fiscal  Years^  1993  and  1994 


FY  1993  FY  199A 

STATE  Actual  Estimate 

OHIO 1,476,544  2,519.200 

OKLAHOMA 512,925  1,133,700 

OREGON 675,020  1,170,900 

PENNSYLVANIA 2,849,791  4,422,000 

RHODE  ISLAND 210,219  452,600 

SOUTH  CAROLINA 763,896  2,091,900 

SOUTH  DAKOTA 100 ,  000  100 ,  000 

TENNESSEE 905,045  1,675,400 

TEXAS 7,078,303  11,813,800 

UTAH 304,258  511,100 

VERMONT 100,000  100,000 

VIRGINIA 1.430,800  2,403,500 

WASHINGTON 1,270.740  2.262,600 

WEST  VIRGINIA 135.148  173,900 

WISCONSIN 481.719  1,069,800 

WYOMING 44,037  100,000 

GUAM 3,379  3,400 

PUERTO  RICO 6,121,433  7,521,700 

VIRGIN  ISLANDS 36.048      68.700 

TOTAL  STATE  GRANTS $102,394,599  $162,705,600 

SETASIDES 2  12.893.801  21.191.400 

TOTAL  FUNDING $115 ,  288 ,  400  $183  ,  897  ,  000 


Grant  to  be  awarded  in  March  1994.   Estimates  are  rounded  to  nearest 
hundred  and  will  not  add  to  total  available. 

*     Includes  amounts  setaslde  for  Special  Projects  of  National 

Significance,  technical  assistance  to  the  States  and  program 
evaluation. 

Note:   Fiscal  Year  1995  grant  amounts  are  unavailable  because  the  formula 
used  to  determine  the  grant  amount  must  include  the  number  of  AIDS  cases  in 
the  States  for  the  two  year  period  ending  September  30,  1994.   Total  State 
grants  will  be  $189,248,000  and  set-aside  $24,649,000. 
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TRAUMA  CARE  SYSTEMS  AND  DEVELOPMENT  -  TITLE  XII.  Part  B,  USPHS  Act 

STATE  GRANTS 


FY  1993 

STATE  Acttial 

ALASKA $98,597 

ARIZONA 88,200 

ARKANSAS 171,435 

COLORADO 136,426 

CONNECTICUT 162,585 

DELAWARE 139,096 

GEORGIA 160,991 

ILLINOIS 169 ,  293 

IOWA 110,830 

MARYLAND 157,489 

MASSACHUSETTS 59,771 

MICHIGAN 187.991 

MINNESOTA 51,924 

MONTANA 172,850 

NEW  JERSEY 200,957 

NEW  MEXICO 134,446 

NEW  YORK 54,651 

NORTH  CAROLINA 190 ,  773 

NORTH  DAKOTA 134 ,  946 

OKLAHOMA 145,768 

OREGON 173,050 

RHODE  ISLAND 33,339 

UTAH 131.520 

VERMONT 161.536 

WASHINGTON 122.749 

WYOMING 172.006 

TOTAL 3,523.219 

OTHER ^  844.541 

APPROPRIATION $4,367,760 


FY  1994 
Estimate  ' 


FY  1995 
Estimate 


3,831,200 

1.005.800 

$4,837,000 


3,831.200 

1.005.800 

$4,837,000 


*  Competitive  grants  for  FY  1994  and  FY  1995:   FY  1994  grants  are  to  be 
awarded  during  the  third  quarter  of  the  fiscal  year.  Section  1232  provides 
that  if  the  amounts  appropriated  are  insufficient  to  assure  minimum  funding 
to  all  the  states  and  territories,  than  grants  will  be  awarded  to  those 
applicants  who  "(A)  have  the  greatest  need  to  develop,  implement,  and 
maintain  trauma  care  systems;  and  (B)  demonstrate  in  their  applications. . .the 
greatest  commitment  to  establishing  and  maintaining  such  systems . 

^  Includes  amounts  for  research  and  demonstration  grants  to  improve  trauma 
and  emergency  medical  services  in  rural  areas,  technical  assistance  and 
program  evaluation. 
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Detail  of  Full -Time  Equivalent  Employment  (FTE) 

1994 
1993      Current       1995 

Actual     Estimate  Estimate 


Bureau  of  Primary  Health 

Care 1,246  1,166  1.148 

Bureau  of  Health  Professions...  250  248  223 

Maternal  and  Child  Health 

Bureau 194  196  192 

Bureau  of  Health  Resources 

Development 226  229  227 

Office  of  the  Administrator 230  221  215 

Family  Planning 48  50  49 

Total,  Direct  Operations  1/  2,194  2,110  2,054 


Average  GS/GM  Grade 


1990 10.8 

1991 10.9 

1992 10.9 

1993 10.9 

1994 10,9 

1995 10.9 

1/  Excludes  Reimbursements. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 
FY  1995  BudMt 

Appropriation  languag«   ^^^ 

Amounts  available  for  obligation  1*5 

Stunmary  of  changes 1** 

Budget  authority  by  activity  1*7 

Budget  authority  by  object  1*' 

Authorization  legislation  1** 

Table  of  estimates  and  appropriations 1*9 

Justification: 

A.  General  statement   1^0 


B. 


Activities  interest  subsidies   171 
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MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 

FEDERAL  INTEREST  SUBSIDIES  FOR  MEDICAL  FACILITIES 

For  carrying  out  subsections  (d)  and  (e)  of  section  1602  of  the  Public 
Health  Service  Act,  $9,000,000,  together  with  any  amounts  received  by  the 
Secretary  In  connection  with  loans  and  loan  guarantees  under  title  VI  of  the 
Public  Health  Service  Act,  to  be  available  without  fiscal  year  limitation  for 
the  payment  of  Interest  subsidies.   During  the  fiscal  year,  no  commitments  for 
direct  loans  or  loan  guarantees  shall  be  made. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 


Amounts  Available  for  Obligation 


165 


1993 

1994 

1995 

Actual 

ADorooriation 
$9,000,000 

Estimate 

Appropriation 

$10,900,000 

$9,000,000 

Unobligated  balance, 
start  of  year 

46,537,000 

37,816,000 

47,235,000 

Unobligated  balance, 
end  of  year 

-37,816,000 

-47,235,000 

-46.698,000 

Redemption  of  Debt... 

12.975.000 

12.567.000 

12.400.000 

Total  Obligations 

$32,596,000 

$12,148,000 

$21,937,000 

166 


269 


MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 


Sunusary  of  Changes 

1994  Budget  Authority 

1995  Budget  Authority 

Net  change 


$9,000,000 
9.000.000 


1994 

Estimate  Base   

(FTE)      BA   (FTE) 


Change  from 
Base 

BA 


Built-in: 

Interest  payments. 


(---)  $9.000.000  (---) 


Net  Change. 
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MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 


Budget  Authority  by  Activity 


1993         1994         1995 

Actual    Appropriation  Estimate 

Interest  Subsidy  Payments  SlO.900.000    $9.000.000  $9,000,000 

Total  Budget  Authority ...   $10 . 900 . 000    $9 , 000 . 000  $9 . 000 . 000 


Budget  Authority  by  Object 

1994  1995     Increase  or 

Appropriation      Estimate   — Decrease 

Grants,  Subsidies 

&  Contributions:      S9.000  OOP     $9.000.000 

Total  Budget  Authority:    $9,000,000     $9,000,000 
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AUTHORIZING  LEGISLATION 


.  Interest  subsidies: 
(a)  PHS  Act  Section 
1602(c)(3)(ll) 


1994 

1995 

Amount 

1994 

Amount 

1995 

Authorized 

Aooroorlated 

Authorized 

Estimate 

Indefinite 

$9,000,000 

Indefinite 

$9,000,000 
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APPROPRIATIONS  HISTORY  TABLE 
Medical  Facilities  Guarantee  Fund 
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Budget 


Estimate 

House 

Senate 

to  Coneress 

Allowance 

Allowance 

AoDrocriatlon 

1985 

$26,500,000 

$26,500,000 

$26,500,000 

$26,000,000 

1986 

25,000.000 

25.000,000 

25,000.000 

25,000,000 

1987 

20,000.000 

20.000.000 

20.000.000 

20.000.000 

1988 

22.000,000 

22.000.000 

22.000,000 

22.000.000 

1989 

21.600,000 

21.600.000 

21,600,000 

21.600,000 

1990 

21,000,000 

21.000,000 

21,000,000 

21.000.000 

1991 

20.000.000 

20.000.000 

20,000,000 

20,000.000 

1992 

19.000.000 

19.000,000 

19.000,000 

18.600.000 

1993 

16,000.000 

10,900,000 

10.900,000 

10,900,000 

1994 

9.000,000 

9,000,000 

9,000,000 

9,000.000 

1995 

9.000,000 
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MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 


Public  Health  Service  Act,  Title  XVI 


1993 

1994 

Actual 

ADDroDriatlon 

BA 

BA 

$10,900,000 

$9,000,000 

Increase 
1995  or 

Estimate         Decrease 
BA  BA 

$9,000,000         $--- 


General  Statement 

The  Medical  Facilities  Guarantee  and  Loan  Fund  was  established  in  1972  under 
the  Medical  Facilities  Construction  Program  in  order  to  make  funds  available 
for  construction  of  medical  facilities.   This  was  accomplished  either  by 
making  direct  loans  or  providing  guarantees  on  loans  by  third  parties  and 
paying  interest  subsidies  on  guaranteed  loans  or  direct  loans  sold  to  the 
Federal  Financing  Bank  (FFB) .  The  fund  is  established  in  the  Treasury  without 
fiscal  year  limitation  to  make  direct  loans,  pay  Interest  subsidies,  make 
payments  of  principal  and  interest  in  the  event  default  on  a  guaranteed  loan, 
and  repurchase  loans  sold  and  guaranteed. 

In  FY  1995,  $9,000,000  million  is  requested  in  budget  authority  to  pay 
Interest  subsidy  commitments.  Also,  it  is  estimated  that  $1.6  million  will  be 
required  from  the  default  account  to  pay  defaulted  loans  in  FY  1995.   A 
default  account  containing  approximately  $39  million  at  the  end  of  FY  1992  was 
originally  established  at  $50  million  and  is  used  for  payment  of  defaults. 
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Interest  Subsidies  (Medical  Facilities  Giutrantee  and  Loan  Fund) 

Authorizing  Legislation  -  Section  1602(c) (3) (11)  of  the  Public  Health  Service 
Act 


Increase 

1993 

1994 

1995 

or 

Actual 

Appropriation 
BA 

Estimate 
M 

Decrease 

M 

BA 

$10,900,000 

$9,000,000 

$9,000,000 

$... 

1995  Authorization. 

■  ■  ^' 

Indefinite 

Purpose  ^r\4   Method  pf  Opera;: Ion 

The  purpose  of  the  Interest  subsidy  activity  Is  to  honor  commitments  entered 
Into  for  subsidizing  Interest  payments  on  guaranteed  loans  made  for 
modernization,  construction,  and  conversion  of  hospitals  and  other  non-profit 
medical  facilities.   Interest  Is  subsidized  at  the  rate  of  3  percent  on 
guaranteed  loans  made  by  private  lenders  and.  In  the  case  of  direct  loans  sold 
to  the  Federal  Financing  Bank,  the  amount  of  Interest  paid  from  the  fund  Is 
based  on  the  rate  paid  by  the  borrower  and  the  rate  given  by  FFB.   The  Medical 
Facilities  Guarantee  and  Loan  Fund  was  established  In  1972  under  the  Medical 
Facilities  Construction  Program  in  order  to  make  funds  available  for 
construction  of  medical  facilities.   The  fund  is  established  in  the  Treasury 
without  fiscal  year  limitation  to  pay  Interest  subsidies,  make  payments  of 
principal  and  Interest  in  the  event  of  default  on  a  guaranteed  loan,  and 
repurchase.  If  necessary  loans  sold  and  guaranteed.   Also,  it  Is  estimated 
that  $1.6  million  will  be  required  from  the  default  account  to  pay  defaulted 
loans  in  FY  1995.   A  default  account  of  approximately  $34  million  at  the  end 
of  FY  1993  was  originally  established  at  $50  million  and  is  used  for  payment 
of  defaults. 

Funding  levels  for  the  Medical  Facilities  Guarantee  and  Loan  Fund  during  the 
last  five  years  has  been  as  follows: 

S 


1990  21,000.000 

1991  20.000.000 

1992  18,600,000 

1993  10,900,000 

1994  9,000,000 


Rationale  for  the  Budget  Request 


The  request  for  $9,000,000  million  will  be  used  to  meet  commitments  for 
Interest  subsidies  due  on  loans  as  required  by  the  Public  Health  Service  Act 
as  amended. 
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HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
.  Health  Education  Assistance  Loan  Program  Account 

For  the  cost  of  guaranteed  loans,  such  suns  as  may  be  necessary  to  carry 
out  the  purpose  of  the  program,  as  authorized  by  Title  VII  of  the  Public 
Health  Service  Act,  as  amended:  Provided,   That  such  costs,  including  the  cost 
of  modifying  such  loans,  shall  be  as  defined  in  section  502  of  the 
Congressional  Budget  Act  of  1974:  Provided  further.   That  these  funds  are 
available  to  subsidize  gross  obligations  for  the  total  loan  principal  any  part 
of  which  is  to  be  guaranteed  at  not  to  exceed  $375,000,000.   In  addition,  for 
administrative  expenses  to  carry  out  the  guaranteed  loan  program,  $2,946,000. 
(Department  of  Health  and  Human  Services  Appropriations  Act,   199^.) 
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Liquidating  Account  (SLIA) 

Amounts  Available  for  Obligation 

1993  1994  1995 

Actual  Estimate  Request 

Balance,  start  of  year $12,956,000  $14,279,000 

Appropriation 47,631,000  41,100,000  56,620,000 

Collections: 

Repayments 12.435.000  12.630.000  13.380.000 

Total  available 73,022,000  68.009,000  70,000,000 

Claims : 

Death  and  disability -2.475,000  -3,000,000  -3.000,000 

Defaults -56.268.000  -65.009.000  -67.000.000 

Total  claims -58.743.000  -68.009.000  -70.000.000 

Ending  balance 14.279,000 

HEAL  Program  and  Financing  Accounts 

Amounts  Available  for  Obligation 

1993  1994  1995 

Actual  Estimate  Request 

Balance,  start  of  year $53,600,000  $114,930,000  $179,414,000 

Appropriation 33.818,000  28.596,000  28,221.000 

Collections: 

Premiums 27.200.000  30.000,000  30,000,000 

Interest 4,078.000  9,909,000  13,870,000 

Repayments/Recoveries ....  —  —   6.000 

Total  available 118.696,000  183,435,000  251.511,000 

Claims : 

Death  and  disability -120,000  -75,000  -351,000 

Defaults 

Total  claims -120,000  -75.000  -351,000 

Office  of  Default  Reduction    -700,000  -1,000.000  -1,000,000 

Administrative  Expenses -2.946.000  -2.946.000  -2.946.000 

Ending  balance 114,930,000  179,414,000  247.214.000 


175 


278 


176 


SUMMARY  OF  CHANGES 


1994  New  Loan  Guarantee  Ceiling $375,000,000 

1995  Estimate ,  Loan  Guarantee 375.000.000 

Net  Change 

Increases: 

Appropriations : 

199A  SLIA  Liquidating  Account 41 ,  100 ,  000 

1995  SLIA  Liquidating  Account 56.620,000 

Total  Change +15,520,000 

1994  HEAL  Program  Account 28.596, 000 

1995  HEAL  Program  Account 28.221.000 

Total  Change -375.000 


Budget  Authority  by  Activity 
(Dollars  in  $000) 


1993  1994  1995 

Actual     Appropriation      Estimate 

Liquidating  Account  (SLIA)     $47,631        $41,100         $56,620 


HEAL  Program  Account: 

Program  Activities 30 , 872  25 . 650  25 , 275 

Administrative  Expenses . .  2.946  2.946        2,946 

Total.  Program  Account...  33,818  28,596  28.221 
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Budget  Authority  by  Object 
Liquidating  Account  (SLIA) 


Increase 

1994 

1995 

or 

Appro, 

Estimate 

Decrease 

177 


Investments  and  loans. 


$41,100,000  $56,620,000  +$15,520,000 


Budget  Authority  by  Object 
Program  and  Financing  Account  1/ 


Full-time  equivalent 
employment  1/ 

Average  GS/GM  Grade 

Average  GS/GM  Salary 

Average  Commissioned  grade, 
established  by  Act  of 
July  1,  1944  (42  USC  207).. 

Average  commissioned  salary. 


Increase 

1994 

1995 

or 

ADoro . 

Estimate 

Decrease 

25 

25 

•  •  - 

11.8 

11.8 

... 

$59,125 

$62,541 

+$3,416 

06 

06 



$90,800 

$95,340 

+4,540 

Personnel  compensation: 

Full-time  permanent $917,000  $963,000      +46,000 

Personnel  benefits 183,000  193,000      +10,000 

Travel  and  transpor- 
tation of  persons 5,000  5,000 

Transportation  of  things .. .  2,000  2,000 

Printing  and  reproduction. .  7,000  7,000 

Other  services 1,786,000  1,730,000       -56,000 

Supplies  and  materials 4,000  4,000 

Equipment 42,000  42,000 

Insurance  claims  and 

indemnities 25.650.000  25.275.000      -375.000 

Total  Budget  Authority 28,596,000  28,221,000      -375,000 

1/  Includes  7  FTEs  in  FYs  1994  and  1995  for  the  Office  of  Default 
Reduction. 
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178 


Administrative  Costs 
(Budget  Authority) 


1994        1995 
Appropriation   Estimate     Change 


Personnel  compensation: 

Full-time  permanent  (11.1) $917,000 

Personnel  benefits  (12.1) 183.000 

Travel  and  transportation 

of  persons  (21.0) 5,000 

Transportation  of  things  (22.0)..  2,000 

Printing  and  reproduc- 
tion (24.0) 7,000 

Other  services  (25.2) 1.786.000 

Supplies  and  materials  (26.0) 4.000 

Total 2.904.000 


$963,000 
193,000 

+$46,000 
+10,000 

5.000 
2.000 



7.000 

1,730.000 

4.000 

-56,000 

2.904.000 

•  >  * 
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APPROPRIATIONS  HISTORY 
SLIA  Liquidating  Account 

Budget 
Estimate      House       Senate 
to  Conftress    Allowance    Allowance   Appropriation 

1986 

1987 

1988 

1989 

1990  ---   $25,000,000  $25,000,000  $24,870,000 

1991 

1992  35,502,000  48,000,000  48,000,000  48,000,000 

1993  54,432,000  54,432,000  54,432,000  47,631.000 

1994  64,878,000  64,878,000  64,878,000  64,878,000 

1995  56,620,000 


283 


181 


APPROPRIATIONS  HISTORY 
HEAL  Program  Accounc 

Budget 
Estimate  House  Senate 

^o  P9PKr?^?  AH9WW9?  Allowance       Appropriation 

1986 
1987 
1988 
1989 
1990 
1991 

1992  $23,313,000       $31,500,000     $31,500,000       $31,500,000 

1993  23,884.000         29,302,000       39.400.000         25,148,000 

1994  26.426.000         23,512.000       23,512.000         23.512,000 

1995  28.221.000 
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General  Statement 


Health  Education  Assistance  Loans  (HEAL) 

To  assist  In  training  students  In  various  health  fields,  the  HEAL  program  was 
authorized  to  provide  Insured  loans  for  students  enrolled  In  schools  of 
allopathic  and  osteopathic  medicine,  dentistry,  veterinary  medicine, 
optometry,  podiatry,  public  health,  pharmacy,  chiropractic,  and  graduate 
programs  in  health  administration,  clinical  psychology  and  allied  health. 

Eligible  student  borrowers  obtain  loans,  to  be  used  for  tuition  and  other 
reasonable  educational  and  living  expenses,  from  participating  commercial 
lenders,  educational  institutions.  State  agencies,  insurance  companies  and 
pension  funds.  The  repayjient  of  principal  and  interest  is  guaranteed  by  the 
Federal  Government  if  the  borrower  becomes  permanently  disabled,  dies,  or 
defaults  on  the  repayments. 

Student  Loan  Insurance  Account  (SLIA) 

The  SLIA  provides  repayments  to  the  lenders  on  defaulted  HEAL  loans,  and  for 
claims  due  to  the  death  or  disability  of  student  borrowers.  Deposits  to  the 
fund  are  derived  from  insurance  premiums  charged  to  the  borrowers  when  the 
loans  are  made,  repayments  of  defaulted  claims,  and  if  necessary,  from 
borrowing  authority  and/or  appropriations. 
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Health  Education  Assistance  Loans 

Authorizing  legislation  -  Public  Health  Service  Act,  Title  VII,  Sections 

701-720. 


Incraas* 

FY  1993 

FY  1994 

FY  1995 

or 

Actual 

Appropriation 
FTE           BA 

Eatlmata 

Dacraaaa 

FTE 

BA 

m 

BA 

FTE          BA 

Loan  Guarant»«  Limitation 

-- 

S3«0,000,000 

—  «37S,000,000 

— 

$375,000,000 

3 — 

Appropriation: 

Liquidating  Account 

-- 

«7, 631, 000 

♦1,100.000 

- 

56.620,000 

—  +15.520.000 

Ptosiam  Account 

- 

30.672.000 

25,650,000 

" 

25.275.000 

-375.000 

Adminiatrativa  Expanaaa 

IS 

2,946.000 

16     2,946,000 

16 

2.946.000 

.. 

Offica  of  Datault  Raduction   (2) 


(700.000)    (7)    (1.000.000)    (7)    (1.000.000)   (— ) 


(...) 


1995  Authorization.  .   Loan  Guarantee  Limitation  -  $425,000,000; 
Student  Loan  Insurance  Account  -  Such  sums  as  may  be  necessary. 


Purpose  and  Method  of  Operation 

Health  Education  Assistance  Loans  (HEAL) 

The  HEAL  program  Insures  loans  provided  by  non-Federal  lenders  to  students  In 
health  professions  schools.   Students  In  schools  of  allopathic  medicine, 
dentistry,  veterinary  medicine,  optometry,  podiatry,  public  health,  pharmacy, 
chiropractic,  and  graduate  programs  in  health  administration,  clinical 
psychology  and  allied  health  are  eligible  to  participate  in  this  program. 
Both  principal  and  interest  repayments  are  guaranteed  by  the  Federal 
Government . 


Students  may  borrow  up  to  $20,000  a  year  --  to  an  aggregate  total  of  $80,000 
(except  for  pharmacy,  chiropractic,  public  health,  allied  health,  graduate 
health  administration,  and  clinical  psychology  students  who  will  be  limited  to 
$12,500  a  year  -  to  an  aggregate  total  of  $50,000).   Student  borrowers  are 
required  to  begin  repayment  of  the  principal  nine  months  after  they  complete 
training  and  have  a  maximum  repayment  period  of  25  years.   Payment  of 
principal  and  interest  may  be  deferred  during  additional  periods  of  full-time 
study  and  for  up  to  4  years  for  internship  or  residency  training,  and  for  up 
to  3  years  service  in  the  armed  forces,  the  Peace  Corps  or  other  specified 
prograjn  as  a  full-time  volunteer  or  In  the  National  Health  Service  Corps. 
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This  budget  proposes  a  ceiling  of  $375,000,000  on  HEAL  loans  to  be  insured  in 
FY  1995. 

Student  Loan  Insurance  Account  (SLIA) 

The  Budget  Enforcement  Act  of  1990  (Credit  Reform)  has  altered  the  accounting 
method  for  the  HEAL  program.   Credit  reform  attempts  to  institute  a  consistent 
and  comparable  basis  of  measuring  the  costs  of  cash  and  credit  transactions  so 
that  informed  budgetary  decisions  can  be  made  on  the  use  of  available 
financial  resources. 

Consistent  with  the  Budget  Enforcement  Act  of  1990,  since  FY  1992,  the  SLIA 
consists  of  three  accounts.   The  liquidating  account  pays  obligations  which 
arise  from  loans  guaranteed  prior  to  FY  1992.  The  financing  account  pays 
obligations  and  collects  income  from  premiums  on  loans  guaranteed  in  FY  1992 
and  beyond.   Each  annual  cohort  of  loans  is  independently  tracked  in  this 
account.   The  program  account  is  appropriated  subsidy  budget  authority  needed 
to  support  payment  of  all  claims  arising  from  each  annual  cohort  of  loans 
guaranteed  since  FY  1992,  over  the  life  of  the  loan  cohort.  These  funds  are 
obligated  to  the  financing  account  upon  disbursement  of  loans. 

Funding  levels  for  the  past  five  years  were  as  follows: 

Program  Account  1/  2/      Liquidating  Account 


S 

FTE 

s 

FTE 

1990 

25,000,000 

1991 

— 

— 

1992 

31,500.000 

15 

37,772,000 

-- 

1993 

25,148,000 

18 

47,631,000 

1994 

28,596,000 

18 

41,100,000 

-- 

1/  Includes  program  management. 

2/  Excludes  Office  of  Default  Reduction. 

Rationale  for  the  Budget  Request 

The  FY  1995  request  will  fund  the  following: 

Loan  Guarantee  Limitation  -  $375.000.000  --  The  budget  proposes  a  ceiling 
of  $375,000,000  on  HEAL  loans  to  be  insured  In  FY  1995. 

SLIA: 

Liquidating  Account  -  $56.620.000  --  An  estimated  $70,000,000  in  claims 
(both  defaults  and  deaths/disabilities)  will  come  due  in  FY  1995  for  loans 
guaranteed  before  FY  1992.   Estimates  indicate  that  an  appropriation  of 
$56,620,000  will  be  required  in  FY  1995  to  pay  claims  from  HEAL  guarantees 
made  prior  to  FY  1992. 

Financing  Account  -  $28.221.000  --  The  financing  account  will  hold  HEAL 
premiums,  and  pay  claims  incurred  on  loans  guaranteed  in  FY  1995  over  the 
entire  life  of  the  loan  cohort.  Analyses  of  actual  HEAL  claims  data  served 
as  the  basis  for  cohort  based  default  estimates.   As  estimated,  a  subsidy 
of  $28,221,000  will  be  needed  to  pay  the  net  present  value  of  HEAL  claims 
arising  from  loans  made  in  FY  1995. 
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Propram  Account  --  The  estimated  subsidy  budget  authority  will  be 
appropriated  to  the  program  account  pursuant  to  the  Budget  Enforcement  Act 
of  1990.   Upon  disbursement  of  HEAL  guarantees,  subsidy  amounts  in  the  HEIAL 
program  account  will  be  obligated  to  the  HEAL  financing  account. 

HRSA  Credit  Reform  --  The  request  of  $2,946,000  will  allow  HRSA  to 
gradually  continue  implementation  of  credit  reform  for  the  HEAL  program. 
Funds  will  support  contractor  support  costs  to  begin  development  of  the 
information  management  system;  allow  HRSA  to  start  modifications  for  an 
automated  system;  meet  interfacing  requirements;  cover  the  costs  of 
increased  data  processing;  and  purchase  some  of  the  necessary  hardware. 
This  is  consistent  with  the  Federal  Credit  Reform  Implementation  Plan 
submitted  to  the  Office  of  Management  and  Budget  by  the  Department  in  1991. 

Office  of  Default  Reduction  --  The  request  includes  $1,000,000  to  be 
transferred  from  the  Financing  Account  to  the  Program  Account  to  provide 
administrative  funds  for  the  Office  of  Default  Reduction.   These  funds  will 
come  from  the  premiums  collected  under  the  Financing  Account. 


Loan  Disbursements  to  Students 
Number  of  Borrowers 
Average  Amount  per  Borrower 


FY  1993 

FY  1994 

FY  1S95 

Actual 

Appropriation 
FTE            BA 

Estimate 

FTE 

BA 

FTE 

BA 

-- 

$330,000, 

000 

--   $375,000,000 

-- 

$375,000, 

,000 

— 

30, 

,800 

35,0*6 

-- 

35, 

,0'i6 



SIO, 

,700 

S10.700 

-- 

$10, 

,700 

79-879  0-94-10 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

Vaccine  Injury  Compensation  Program 

Page 
FY  1995  Budget  -S^^ 

Appropriation  language 1^8 

Amounts  available  for  obligation 189 

Budget  authority  by  activity ^'0 

Budget  authority  by  object 190 

Authorizing  legislation 1*1 

Appropriation  history  table 192 

Justification: 

A.   Vaccine  injury  compensation  program 193 
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VACCINE  INJURY  COMPENSATION  PROGRAM  TRUST  FUND 

For  payments  from  the  Vaccine  Injury  Compensation  Program  Trust  Fund, 
such  sums  as  may  be  necessary  for  claims  associated  with  vaccine -related 
injury  or  death  with  respect  to  vaccines  administered  after  September  30, 
1988,  pursuant  to  subtitle  2  of  title  XXI  of  the  Public  Health  Service  Act,  to 
remain  available  until  expended:  Provided ,   That  for  necessary  administrative 
expenses,  not  to  exceed  $3,000,000  shall  be  available  from  the  Trust  Fund  to 
the  Secretary  of  the  Department  of  Health  and  Human  Services.  (Department  of 
Health  and  Human  Services  Appropriations  Act,    1994.) 


VACCINE  INJURY  COMPENSATION 

For  payment  of  claims  resolved  by  the  United  States  Claims  Court  related 
to  the  administration  of  vaccines  before  October  1,  1988,  $110,000,000,  to 
remain  available  until  expended.  (Department  of  Health  and  Human  Services 
Appropriations  Act,    1994.) 
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HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
Vaccine  Injury  Compensation  Program 

Amounts  Available  for  Obligation 


189 


1993 
Actual 


1994 
Appropriation 


1995 
Estimate 


Balance,  Start  of  Year: 

Cash ,  Beginning  of  Year 

U.S.  securities: 

Par  Value 

Total  Balance,  Start  of  Year... 

Receipts: 

Receipts 

Interest  Income 

Subtotal ,  Receipts 

Total  Balance/Net  Collections 

Appropriation  (Obligations).... 

Balance,  End  of  Year: 

Cash,  End  of  Year 

U.S.  securities: 

Par  Value 

Total  Balance,  End  of  Year 


$3,159,000      $3,159,000     $3,159,000 

598.405.000     640.068.000    730.102.000 
601,564,000     643.227,000    733,261,000 


37,868,000 
25.957.000 

63.825.000 

665,389,000 

-22,162,000 

3,159,000 
640.068.000 
643,227,000 


147,605,000 
19.200.000 


140,576,000 
21.900.000 


166.805.000  162.476.000 

810,032,000  895,737,000 

-76,771,000  -62,726,000 

3,159,000  3,159,000 

730.102.000  829.852.000 

733.261,000  833,011,000 
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Budget  Authority  by  Activity 
(Dollars  In  $000) 


Appropriation: 

Insurance  Claims  &  Indemnities: 
Pre- 10/1/88  claims 

Trust  Fund  Obligations: 

Post-10/1/88  claims 

Administrative  Expenses: 

HRSA  Direct  Operations 

Total  Obligations 


1993 
Actual 


$110,000 

14.993 

2.500 

$127,493 


1994 
Appropriation 


$110,000 

69,611 

3,000 

$182,611 


1995 
Estimate 


$110,000 

54,476 

3.000 

$167,476 


Insurance  claims  and 
indemnities  

Other  services 

Total 


Budget  Authority  by  Object 


1994 
Appro . 

1995 
Estimate 

Increase 

or 
Decrease 

$179,611, 
3.000, 

,000 
,000 
,000 

$164,476, 

3,000, 

$167,476, 

,000 
,000 
,000 

-$15,135,000 

$182,611, 

-$15,135,000 

Administrative  Costs 
(Budget  Authority) 


Other  Services  (25.2) 
Total 


1994 
Appro . 

1995 
Estimate 

$3,000,000 
3,000,000 

$3,000,000 
3.000,000 

Change 
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Authorizing  Legislation 

1994         1994        1995        1995 
Amount        Appro-       Amount       Budget 
Authorized     priatlon    Authorized    Request 
Vaccine  Injury  Compen- 
sation Program: 

(a)  PHS  Act,  Title  XXI, 
Subtitle  2,  Parts  A  and  D: 

Pre-FY  1989  Claims $110,000,000  $110,000,000  $110,000,000  $110,000,000 

Post-FY  1989  Claims Indefinite    69,611,000   Indefinite    54,476,000 

(b)  Sec.  6601(r)d  OBRA  of 
1989  (P.L.  101-239): 

HRSA  Operations Expired  1/    3,000,000    Expired  1/    3,000,000 

1/  Expired  9/30/92 
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1986 

1987 

1988 

1989 

1990 

1991 

Supplemental 

1992 

1993 

Supplemental 

1994 

1995 


APPROPRIATIONS  HISTORY 
(Vaccine  Injury  Compensation  Program) 


Budget 
Estimate       House 
to  ConEress   Allowance 


Senate 
Allowance   Appropriation 


$74,500,000  $74,500,000  $74,500,000  $74,500,000 

62,920,000   62,920,000  62,920,000  62,920,000 

17,000,000  17,000,000 

80,000,000  80,000,000  80,000,000 

80,000,000   80,000,000  80,000,000  80,000,000 

30,000,000          ---  30,000,000  30,000,000 

80,000,000   80,000,000  110,000,000  110,000,000 

110.000,000 
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Vaccine  Injury  Compensation  Program 
Authorizing  Legislation 


Title  XXI,  Subtitle  2,  Parts  A  and  D.  of  the  Public 
Health  Service  Act,  and  related  legislation; 
Section  9S10  of  the  Internal  Revenue  Code  as  amended 
by  the  Omnibus  Budget  Reconciliation  Act  (OBRA)  of 
1993;  Section  13632(b)  of  the  OBRA  of  1993. 


Appropriation: 

Fre-lO/l/eS  Claims 


FY  1993 
Actual 


SllO.OOO.OOO 


FY  1994 
Appropriation 


FY  1995 
Estimate 


Increase 

Or 
Decrease 


BA  FTE 


BA 


SllO.OOO.OOO 


$110,000,000 


Trust  Fund: 


Post-10/1/88  Claims 

HRSA  Administrative  Costs 


28 


14,993.000 
2.500.000 


27 


69.611.000 
3.000.000 


5«. 476. 000 
3.000.000 


-15.135.000 


FY  1995  Authorization: 

The  authorizing  legislation  for  the  transfer  of  funds  from  the  Vaccine  Injury 
Compensation  Trust  Fund  for  the  administrative  expenses  of  the  Program  expired 
as  of  September  30,  1992  (Section  6601  of  the  OBRA  of  1989  as  amended). 


Purpose  and  Method  of  Operation 

The  National  Childhood  Vaccine  Injury  Act  of  1986  amended  the  Public  Health 
Service  Act  to  establish  the  National  Vaccine  Injury  Compensation  Program 
(VICP)  to  provide  compensation  for  vaccine-related  injury  or  death.   The  Act 
requires  the  service  of  petitions  upon  the  Secretary  of  Health  and  Human 
Services  (HHS)  and  filing  with  the  United  States  Court  of  Federal  Claims  (the 
Court)  to  initiate  compensation  claims  proceedings,  which  must  be  completed 
within  420  days  (excluding  suspension  time)  of  the  service/filing  date.   The 
Secretary  of  HHS  is  the  respondent  in  compensation  claims  proceedings. 

The  Health  Resources  and  Services  Administration  (HRSA)  has  been  delegated  the 
authority  to  administer  Parts  A  and  D  of  Subtitle  2.   Consistent  with  this 
delegation,  HRSA: 

receives  petitions  for  compensation  served  on  the  Secretary; 

arranges  for  medical  review  of  each  petition  and  supporting 

documentation  by  physicians  with  special  expertise  in  pediatrics  and 

neurology  and  develops  recommendations  regarding  the  petitions  for 

compensation; 

publishes  notice  of  each  petition  received  in  the  Federal  Register: 

promulgates  regulations  to  modify  the  Vaccine  Injury  Table; 
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provides  administrative  support  to  the  Advisory  Commission  on  Childhood 
Vaccines,  composed  of  13  members  including  health  professionals,  PHS 
Agency  heads  (or  their  designees),  attorneys,  and  legal  representatives 
of  children  who  have  suffered  a  vaccine-related  injury  or  death; 
processes  award  payments  to  petitioners,  and  their  attorneys,  for 
judgments  entered  by  the  Court;  and 

compiles  data  for  submission  to  the  Congress  on  the  number  of 
compensation  awards  for  various  periods  following  implementation  of  the 
program. 

Funding  for  the  Vaccine  Injury  Compensation  program  during  the  last  five  years 
has  been  as  follows: 


Appropria 
Pre-10/1/88 

ition 
claims 

Trust 

Fund 

Post-10/1/88 

Claims 

HRSA  Admin. 

Costs 

s 

FTE 

s 

FTE 

$ 

FTE 

1990 

74,500.000 

-  -  _ 

1,480,000 

10 

1991 

79,920,000 

-- 

154,080,000 

-- 

2.500,000 

17 

1992 

80,000,000 

84,920,000 

2,500,000 

22 

1993 

110,000,000 

14,993,000 

2,500,000 

28 

1994 

110,000,000 

-- 

69,611,000 

-- 

3.000.000 

27 

Rationale 

for  the  Budge 

:t  Request 

Pre- 

■October  1.  1988 

Program 

The  HRSA  is  requesting  an  appropriation  of  $110  million  to  cover  payment  of 
pre-1988  claims.   As  proposed  in  the  President's  Immunization  Initiative, 
Congress  has  taken  action  (OBRA  of  1993)  to  increase  the  annual 
authorization  and  appropriation  for  the  payment  of  pre-1988  claims  to  $110 
million.   Therefore,  the  pre-1988  funding  crisis  of  previous  years  has  been 
abated,  and  the  $110  million  requested  will  be  sufficient  to  provide  full 
funding  for  awards  entered  by  the  U.S.  Court  of  Federal  Claims. 

Post-October  1.  1988  Program 

Payments  for  post-October  1,  1988  (post- 1988)  claims  are  made  from  the 
Vaccine  Injury  Compensation  Trust  Fund  (the  Trust  Fund)  authorized  by  the 
Congress  for  the  payment  of  claims  to  individuals  injured  by  vaccines 
administered  after  September  30,  1988. 

The  HRSA  is  requesting  budget  authority  for  such  sums  as  may  be  necessary 
from  the  Trust  Fund  for  the  payment  of  awards  due  to  vaccine-related 
injuries  or  deaths  resulting  from  vaccines  administered  after 
September  30,  1988.   The  current  estimate  is  that  $54.5  million  will  be 
paid  out  of  the  Trust  Fund  for  FY  1995. 

Administrative  Expenses 


The  HRSA  is  also  requesting  $3,000,000  from  the  Trust  Fund  for  necessary 
administrative  expenses  borne  by  the  Department  of  Health  and  Hunan 
Services  that  are  associated  with  the  internal  medical  review  of  claims, 
external  medical  review  of  claims  by  outside  consultants  (including,  where 
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warranted,  expert  testimony  to  the  Court),  professional  and  administrative 
support  to  the  Advisory  Commission  on  Childhood  Vaccines,  meeting  specific 
administrative  requirements  of  the  Act,  processing  award  payments, 
maintaining  necessary  records,  and  reporting,  as  required  by  Congress. 


Tuesday,  April  26,  1994. 

CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

WITNESSES 

DAVID  SATCHER,  M.D.,  PH.D.,  DIRECTOR 

WILLIAM  BELDON,  DIRECTOR,  DIVISION  OF  BUDGET,  OFFICE  OF  THE 
SECRETARY 

CLAUDE  PICKELSIMER,  DIRECTOR,  OFFICE  OF  FINANCIAL  MANAGE- 
MENT 

Mr.  Smith.  Dr.  Satcher,  you  may  proceed. 

Introduction  of  Witnesses 

Dr.  Satcher.  Thank  you,  Mr.  Chairman.  I  am  very  pleased  to 
have  this  opportunity  to  appear  before  this  Committee  for  my  first 
time  as  Director  of  the  Centers  for  Disease  Control  and  Prevention 
and  Administrator  of  the  Agency  for  Toxic  Substances  and  Disease 
Registry. 

With  me,  I  have  Mr.  William  Beldon,  who  is  Director  of  the  Divi- 
sion of  Budget  for  the  Assistant  Secretary  and  I  have  Mr.  Claude 
Pickelsimer,  who  is  the  Director  of  the  Office  of  Financial  Manage- 
ment at  CDC. 

Opening  Statement 

I  will  give  a  brief  summary  of  our  presentation  and  then  respond 
to  questions. 

The  vision  of  CDC  is  "Healthy  People  in  a  Healthy  World- 
Through  Prevention,"  and  I  think  during  this  time  of  health  care 
reform  it  is  especially  critical  for  us  to  keep  in  perspective  the  im- 
portance of  prevention.  We  are  very  pleased  that  the  President  has 
included  in  his  health  care  reform  proposal  a  core  public  health  ini- 
tiative which  recognizes  the  importance  of  population-based  public 
health  in  order  to  assure  improvements  in  the  health  of  the  Amer- 
ican people. 

CDC  PRIORITIES 

At  CDC,  we  have  identified  four  priorities  which  I  would  like  to 
share  with  you  briefly.  The  first  priority  for  this  year  is  to 
strengthen  the  core  functions  of  public  health,  and  among  those 
core  functions  we  include  the  area  of  surveillance  where  we  mon- 
itor disease  in  the  population.  We  include  laboratory  diagnosis  test- 
ing. We  include  quality  assurance.  We  include  health  education 
and  community  mobilization,  and  especially  during  this  period  of 
time,  we  are  concerned  not  only  about  having  data  systems  in  place 
that  keep  the  American  people  informed  in  terms  of  health  status 
but  also  data  systems  which  can  communicate  with  each  other.  So 
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better  coordination  of  data  systems,  and  finally  training  and  lead- 
ership development. 

CDC,  of  course,  historically  is  known  for  its  outstanding  training 
urograms,  the   premier,   of  course,   was   the   Epidemiology  Intel- 

igence  Service  started  by  Alec  Langmuir  back  in  1951.  As  you 
mow,  he  passed  away  this  year.  Last  year  we  had  the  first  Alec 

-.angmuir  Memorial  Lecture  to  develop  training  programs.  And 
this  year  we  had  the  Public  Health  Leadership  Institute,  which  is 
a  program  in  which  we  bring  together  State  and  local  health  de- 

Eartment  directors  for  one  week  to  discuss  leadership  initiatives 
ut  then  they  communicate  for  a  whole  year  by  computer  termi- 
nals. They  communicate  with  the  faculty  and  with  each  other  in 
terms  of  solving  problems. 

The  second  priority  at  CDC  is  to  strengthen  and  enrich  our  ca- 
pacity to  respond  to  urgent  threats  to  health.  Now  just  to  give  a 
few  examples  of  urgent  threats  to  health  that  we  are  concerned 
about,  this  past  year  in  1993  we  dealt  with  new  and  emerging,  in 
some  cases  reemerging,  infections. 

HANTAVIRUS 

Figure  one  is  location  of  cases  of  hantavirus.  As  you  will  remem- 
ber, in  the  southwestern  part  of  the  United  States  we  had  the  out- 
break of  this  acute  respiratory  disease  that  led  to  the  death  of 
about  60  percent  of  the  people  who  have  been  impacted.  CDC 
moved  rapidly  to  identify  this  as  a  new  hantavirus  and  then  to 
identify  the  deer  mouse  as  the  carrier.  But  what  it  represents  is 
another  threat  to  the  health  of  the  American  people  and  it  tells  us 
that  we  still  have  a  need  to  monitor  and  to  be  diligent  in  our  sur- 
veillance of  infectious  diseases. 

URGENT  THREATS 

Another  area  of  urgent  threats  to  health,  of  course,  is  the  area 
of  injuries,  intentional  and  unintentional  injuries.  We  have  been  es- 
pecially concerned  with  violence  where  20,000  people  a  year  are 
being  killed  in  terms  of  homicide  and  over  30,000  suicides,  with 
suicide  increasing  rapidly  in  teenagers  and  young  adults. 

But  the  important  thing  about  this  chart  that  we  have  put  up 
for  you  is  the  recognition  of  the  fact  that  injuries,  intentional  and 
unintentional,  represent  the  leading  cause  of  years  of  life  lost  in 
this  country  by  far  because  they  affect  such  a  young  population. 

For  example,  violence  is  the  second  leading  cause  of  death  among 
people  between  the  ages  of  15  and  34.  Among  African-Americans, 
it  is  the  leading  cause  of  death  and  it  is  in  this  group,  the  young 
population,  that  we  have  seen  the  increase  in  violence  in  the  last 
10  years.  CDC  views  violence  as  a  public  health  problem.  And  we 
have  tried  to  initiate  programs  to  respond  to  it  as  a  public  health 
problem. 

A  new  example  of  urgent  threats  to  the  health  of  the  American 
people  has  been  tuberculosis  and  its  reemergence.  As  you  can  see 
going  back  to  1953,  we  had  about  80,000  new  cases  of  tuberculosis 
a  year,  and  over  the  next  30  years  we  witnessed  a  significant  de- 
crease, so  by  the  end  of  1985  we  were  having  only  about  22,000 
new  cases.  Since  1985,  we  have  had  a  20  percent  increase  in  tuber- 
culosis in  this  country,  about  53,000  excess  cases. 
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And  briefly,  there  are  four  issues  involved  with  this  reemergence 
of  tuberculosis.  Obviously  HIV/AIDS  and  its  impact  on  the  immune 
system  is  one  of  the  problems.  In  addition  to  that  is  immigration. 
About  25  to  30  percent  of  new  cases  of  TB  have  come  across  the 
border. 

The  third  area,  of  course,  represents  a  lot  of  the  social  prob- 
lems— the  crowded  situations  in  our  prison  systems  and  our  jails 
which  lead  to  the  rapid  spread  of  tuberculosis,  substance  abuse  and 
homelessness — that  make  it  difficult  to  complete  a  course  of  treat- 
ment for  tuberculosis. 

Finally,  there  has  been  a  development  of  multi-drug  resistant  or- 
ganisms, so  tuberculosis  is  a  concern.  There  are  a  lot  of  environ- 
mental problems  that  we  also  list  as  urgent  threats. 

PREVE>mON  NETWORKS 

The  third  priority  for  CDC  is  to  develop  nationwide  prevention 
networks  and  strategies.  Probably  the  best  example  of  that  has 
been  our  AIDS  prevention  marketing  initiative  with  which  we  have 
developed  networks  throughout  the  country  at  every  level  to  imple- 
ment this  program  of  education  and  prevention. 

Another  example  is  the  initiative  that  we  announced  last  week 
from  the  White  House,  the  Infant  Immunization  Week  initiative 
whereby  we  intend  by  the  year  2000  to  see  that  every  child  by  the 
age  of  two  is  fully  immunized.  So  the  goal  is  to  have  90  percent 
of  the  children  by  the  age  of  two  by  the  year  2000.  As  you  know, 
today  about  one-third  of  children  are  not  adequately  immunized  by 
the  age  of  two. 

Those  are  examples  of  prevention  marketing  initiatives.  We  also 
have  several  prevention  centers  developing  throughout  the  country 
which  we  can  discuss. 

WOMEN  AND  CHILDREN'S  HEALTH 

And  finally  among  our  priorities  is  women  and  children's  health. 
In  terms  of  women's  health,  we  are  concerned  about  areas  of  ne- 
glect, sexually  transmitted  diseases,  chlamydia  and  others,  which 
are  now  responsible  for  about  150,000  women  becoming  infertile 
every  year  in  this  country.  We  have  demonstrated  that  we  can  di- 
agnose and  treat  chlamydia  and  we  hope  to  move  to  do  that  more 
effectively.  Other  problems  involve  domestic  and  workplace  vio- 
lence, as  well  as  breast  and  cervical  cancer  screening  in  women. 

So  those  are  our  priorities.  As  we  deal  with  those  four  priorities, 
there  are  also  some  crosscutting  strategies.  New  partnership  devel- 
opment is  a  major  crosscutting  strategy  for  us.  A  good  example 
again  is  in  the  AIDS  program.  Work  force  diversity  is  a  cross- 
cutting  strategy.  Improving  health  communication  and  marketing 
of  good  health  behavior  all  represent  crosscutting  strategies. 

It  is  true  that  we  have  to  deal  with  the  reduction  of  FTEs.  We 
have  to  reduce  our  force  by  about  5  to  6  percent  by  the  end  of  1995. 
And  we  are  moving  to  do  that.  We  would  be  happy  to  respond  to 
any  questions  or  comments. 

[The  prepared  statement  and  biography  of  Dr.  David  Satcher  fol- 
lows:] 
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Introduction 

I  am  pleased  to  testify  before  this  committee  for  the  first 
time  as  the  director  of  the  Centers  for  Disease  Control  and 
Prevention  (CDC) .   CDC  is  an  internationally  renowned  agency  whose 
achievements  have  dramatically  improved  the  health  of  people,  both  in 
the  United  States  and  around  the  world.   It  is  an  organization  that  I 
am  proud  to  lead. 

CDC's  vision  of  "Healthy  People  in  a  Healthy  World- -Through 
Prevention"  is  particularly  timely  as  we  as  a  nation  strive  to 
improve  health  and  ensure  universal  access  to  health  care  for  all 
citizens.   The  Administration  has  articulated  clearly  the  importance 
of  prevention  in  health  care  reform  and  has  indicated  its  commitment 
in  this  budget.   As  the  nation's  prevention  agency,  CDC  welcomes  the 
challenge  and  will  strive  to  strengthen  its  public  health  activities 
and  to  make  prevention  a  cornerstone  of  the  new  Americcui  health  care 
system.   We  fully  believe  that  through  effective  prevention  and 
health  promotion  efforts,  we  can  not  only  add  years  to  our  lives  but 
also  add  life  to  our  years. 

CDC  is  a  dynamic  agency  dedicated  to  meeting  the  changing  and 
increasingly  complex  public  health  needs  of  the  nation.   As  such, 
CDC's  priorities  must  evolve  to  meet  these  needs.   We  have  identified 
four  priorities  that  require  the  immediate  attention  of  the  agency. 
CDC  will  strive  to  strengthen  core  public  health  functions,  enrich 
our  capacity  to  respond  to  urgent  threats  to  health,  develop 
nationwide  prevention  strategies,  and  promote  women's  health. 

To  fulfill  these  goals,  the  agency  will  employ  five  strategies 
identified  through  a  "strategic  thinking"  process.   First,  we  will 
develop  new  partnerships  with  groups  such  as  churches,  school 
systems,  and  businesses  as  we  strengthen  our  traditional  ties  with 
state  and  local  public  health  agencies,  voluntary  and  professional 
orgeinizations,  and  academia.   Next,  CDC  will  seek  new  ways  to 
integrate  and  coordinate  the  delivery  of  public  health  programs. 
Third,  we  are  building  health  communication  eind  marketing  strategies 
into  our  programs,  particularly  those  that  try  to  prevent  disease  and 
injury  by  reducing  harmful  behaviors.   Fourth,  the  agency  will 
continue  to  conduct  prevention  effectiveness  studies  to  discover 
activities  that  are  both  effective  aind  efficient  uses  of  our  limited 
health  resources.   Finally,  CDC  is  committed  to  ensuring  diversity  in 
our  workforce  so  that  we  can  effectively  serve  our  diverse 
population. 

Strengthen  Core  Public  Health  Functions 

CDC's  first  priority  is  to  strengthen  core  public  health 
functions.   As  a  public  health  professional,  I  am  particularly 
pleased  to  see  the  increased  attention  being  given  to  public  health 
and  its  activities  in  the  President's  Health  Security  Act.   Title  III 
of  the  Act  describes  both  the  purposes  and  the  functions  of  pxoblic 
health.   The  Act  recognizes  the  important  role  that  public  health 
will  play  in  protecting  Ttaiericans  against  communiceible  diseases, 
chronic  diseases,  and  environmental  health  hazards;  identifying  and 
controlling  outbreaks  of  infectious  diseases;  informing  and  educating 
the  public  about  important  health  issues;  and  reducing  behavior- 
related  health  problems. 

One  of  the  most  essential  functions  of  public  health  is  to 
collect  data  and  monitor  health.   CDC  professionals  are  currently 
working  to  develop  an  integrated  information  system  for  public  health 
action.   This  system  will  use  electronic  technology  to  simplify 


302 


current  public  health  reporting  requirements  auid  provide  better,  more 
timely  information  for  decision  makers  cind  public  health  officials. 

Another  public  health  function  is  to  provide  training  and 
education  to  public  health  officials.   CDC  provides  such  training  to 
state,  local,  and  international  officials.   I  recently  participated 
in  the  third  annual  Public  Health  Leadership  Institute  for  state  euid 
local  health  officials.   This  year-long  scholars  progreun  provides 
public  health  officials  with  the  knowledge  and  skills  needed  to 
determine  local  public  health  problems  and  develop  locally  viable 
efforts  to  address  them.   We  also  train  officials  in  state-of-the-art 
methods  to  measure  exposures  to  harmful  chemicals,  to  test  for  causes 
of  disease  outbreaks,  to  assess  health  care  needs  in  their 
communities,  euid  to  measure  the  extent  to  which  those  needs  are  being 
met . 

Enrich  Our  Capacity  to  Respond  to  Urgent  Threats  to  Health 

CDC  works  to  enrich  our  capacity  to  respond  to  urgent  threats 
to  health.   CDC  and  its  partners,  state  cind  local  health  departments, 
are  vigilant  against  emerging  threats  to  public  health. 
Epidemiologic  investigations  aind  laQDoratory  work  done  by  CDC  auid  the 
state  cind  local  health  departments  eneible  us  to  address  these 
problems  quickly  aund  effectively. 

An  excunple  of  the  importauice  of  these  efforts  occurred  last 
summer  when  clinicians  detected  unusual  fatal  cases  of  adult 
respiratory  distress  syndrome  (ARDS)  in  young  adults  in  the 
southwestern  United  States.   CDC  was  called  in  to  investigate  the 
disease  in  coordination  with  state,  local,  and  tribal  governments. 
Many  possible  causes,  including  infectious,  noninfectious,  and 
environmental  threats,  were  investigated  before  the  cause  of  the 
illness  was  determined.   Extensive  testing  of  specimens  at  CDC 
revealed  the  cause  of  infection  to  be  a  previously  unrecognized 
hantavirus.   The  virus  was  found  to  be  carried  by  the  deer  mouse,  a 
rodent  common  in  most  of  North  America.   Through  March  2,  1994,  62 
cases  of  hantavirus-associated  illness  were  confirmed.  (Figure  1) 
Nearly  60  percent  of  these  were  fatal.   CDC  involvement  has  not 
stopped  with  determination  of  cause.   Because  there  is  no  known 
effective  treatment,  CDC  has  implemented  public  cind  professional 
educational  efforts  to  teach  people  how  to  avoid  exposure  to  rodents, 
developed  rodent  control  strategies,  expatnded  diagnostic 
capabilities,  conducted  national  surveillance  of  hantavirus 
infection,  and  assessed  treatments  for  suspected  cases.  New  cases  are 
being  detected  in  other  parts  of  the  country;  clearly  this  battle  is 
not  over  yet . 

Injuries,  including  those  resulting  from  violence,  are  a  major 
threat  to  the  health  of  our  nation.   Every  year,  150,000  people  die 
from  injuries,  and  violence  is  the  plague  of  our  times  --  claiming 
over  56,000  lives  einnually  with  devastating  effects  on  families  and 
communities.   Those  most  affected  by  injury  are  children  and  youth, 
making  injury  the  leading  cause  of  premature  death  in  the  United 
States.  (Figure  2)   Also,  each  year,  one  in  four  persons  suffers  a 
nonfatal  injury.   Yet  many  of  these  deaths  and  injuries  are 
preventable.   For  example,  CDC  is  promoting  the  universal  use  of 
child  safety  seats,  which  saved  180  lives  and  prevented  70,000 
injuries  while  saving  $221,000,000  in  medical  care  costs  in  1991.   If 
all  children  aged  0-4  were  buckled  into  child  safety  seats  or 
safety  belts  while  in  moving  vehicles,  another  200  deaths  would  be 
prevented  each  year  and  an  additional  $70,000,000  saved  in  medical 
care  costs.   And  we  are  supporting  25  community  violence  prevention 
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demonstration  and  evaluation  projects  in  19  states.   The  President's 
budget  includes  $39,308,000  for  programs  to  prevent  unintentional 
injuries  such  as  motor  vehicle  crashes  and  falls,  and  intentional 
violent  injuries  such  as  homicide  eind  suicide,  including  efforts 
begun  this  fiscal  year  to  prevent  violence  against  women. 

Tuberculosis  (TB)  is  an  urgent,  reemerging  health  threat. 
After  three  decades  of  steady  decline,  reported  cases  of  TB  have 
increased  in  the  United  States  by  20  percent,  from  a  low  of  22,201 
cases  in  1985  to  a  high  of  26,673  cases  in  1992.  (Figure  3) 
Deterioration  of  the  public  health  system,  TB  cases  associated  with 
HIV,  TB  cases  in  foreign-bom  persons,  auid  a  rise  in  TB  trauismission 
in  hospitals,  prisons,  cind  homeless  shelters  all  have  contributed  to 
this  increase.   The  problem  has  been  compounded  by  outbreaks  of 
multi-drug  resisteint  TB.    In  1993,  CDC  greatly  increased  its  TB 
prevention  activities,  particularly  the  support  it  provided  to  state 
and  local  health  departments.   The  President's  budget  requests  an 
additional  $4,000,000  to  strengthen  TB  prevention,  control,  and 
elimination  programs;  expand  development  of  outreach  and  screening  in 
foreign-bom  persons  at  high  risk  for  developing  TB;  ctnd  continue 
collaboration  with  international  organizations  to  address  issues 
associated  with  immigration  and  tuberculosis. 

Injuries  and  TB  are  also  examples  of  the  threats  to  the  health 
and  safety  of  our  nation's  workers  that  challenge  us.   More  than 
50,000  workers  lose  their  lives  each  year  to  disease  and  injury 
hazards  on  the  job.   More  than  3  million  Americans  suffer  disabling 
work  injuries  or  illnesses,  resulting  in  tens  of  billions  of  dollars 
in  preventable  health  care  costs.   The  President's  budget  provides  a 
$5,000,000  increase  to  expauid  our  capacity  to  respond  to  these 
threats.   This  increase  will  help  us  continue  to  build  state-of-the- 
art  research  activities  in  four  critical  areas:   1)  developing 
medical  tests  to  identify  hazardous  work  exposures  at  pre-clinical 
stages  when  disease  can  still  be  prevented;   2)  advancing  technology 
for  monitoring  the  worker's  environment  so  that  associations  between 
the  work  environment  ctnd  diseases  can  be  identified  and  so  that 
workers  can  be  warned  immediately  of  hazardous  conditions;   3) 
designing  engineering  solutions  for  preventing  work-related  injuries 
and  diseases,  targeted  to  the  needs  of  small  businesses;   eind  4) 
improving  the  effectiveness,  safety,  and  practicality  of  personal 
protective  equipment,  including  respirators.   Exemplifying  one  of  the 
aims  of  this  developing  prograim,  we  are  presently  engineering  new 
"roll-over  protection"  to  protect  farmers  operating  tractors.   One  in 
every  5,000  farmers  dies  each  year  from  an  injury  on  the  farm,  and 
the  leading  cause  of  these  deaths  is  tractor  roll-overs.   We  are 
creating  a  device  that  will  make  the  safety  equipment  on  tractors 
easier  to  use,  thus  reducing  the  potential  for  misuse  that  caui  result 
in  fatal  injuries. 

Public  health's  ability  to  respond  to  these  urgent  threats 
depends  on  strategies  for  prevention,  adequate  resources,  contingency 
planning,  and  trained  personnel.   CDC  works  to  ensure  that  public 
health  laboratories  have  top-quality  facilities  and  well-trained 
personnel.   Our  global  disease  detection  networks  position  us  to 
respond  to  domestic  aind  international  emergencies  such  as  unknown 
disease  cind  natural  and  man-made  disasters. 

Develop  Nationwide  Prevention  Strategies 

A  strengthened  public  health  system  enaibles  CDC  to  achieve  its 
third  priority,  to  develop  nationwide  prevention  strategies.   To 
capitalize  on  the  long-term  benefits  of  prevention,  a  number  of  CDC 
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programs  focus  on  children  and  youth:  for  example,  immunization,  lead 
poisoning  prevention,  school  health  education,  deterrence  of  tobacco 
use,  euid  HIV  prevention.   Improving  health  requires  that  we  develop 
effective  prevention  programs  aind  support  the  efforts  of  state  and 
local  health  departments  as  they  plan  for  prevention  in  their 
communities. 

The  President's  Childhood  Immunization  Initiative  promotes  one 
of  the  most  effective  and  efficient  nationwide  public  health 
programs.   For  every  dollar  spent  on  diphtheria-tetanus-pertussis 
(DTP)  vaccinations,  $6.20  is  saved  in  health  care  costs,  and  $30.10 
is  saved  in  total  costs  (when  productivity  and  other  factors  are 
considered) .   For  every  dollar  spent  on  childhood  vaccination  for 
measles,  mumps,  and  rubella,  $16.30  is  saved  in  health  care  costs, 
cind  $21.30  is  saved  in  total  costs.   For  every  dollar  spent  on  oral 
polio  vaccine,  $3.40  is  saved  in  health  care  costs  and  $6.10  is  saved 
in  total  costs.   This  program  is  now  well  under  way  with  goals  of  a 
90  percent  rate  of  coverage  for  all  children  by  age  two  and 
elimination  of  indigenous  cases  of  wild-virus  polio,  measles, 
rubella,  congenital  nibella  syndrome,  diphtheria,  and  tetanus  by 
1996.   The  President's  budget  requests  $464,143,000  for  the 
immunization  initiative  for  FY  1995.   These  funds  will  be  used  to  (1) 
improve  the  vaccine  delivery  infrastructure,  (2)  develop  a  national 
campaign  of  information,  education,  outreach,  and  community 
mobilization  to  reach  those  who  might  not  otherwise  immunize  their 
children,  (3)  assess  progress  and  evaluate  effectiveness  of 
immunization  efforts,  and  (4)  continue  immunization  and  vaccine 
research. 

The  President's  Vaccines  for  Children  Program,  that  will  be 
launched  on  the  first  day  of  FY  1995,  will  use  Medicaid  funds  to 
purchase  vaccines  for  needy  children.   This  program  will  ensure 
access  to  vaccines  for  those  children  who  are  the  least  li]cely  to  be 
immunized. 

Lead  poisoning  is  another  threat  to  the  health  of  our  children. 
It  is  the  most  common  environmental  disease  of  young  children, 
affecting  millions  of  children  in  the  United  States  and  leading  to 
slowed  mental  development.   The  President's  budget  provides 
$34,683,000  for  the  support  of  CDC's  national  lead  poisoning 
prevention  program.   With  this  money  CDC  will  support  state-  and 
community -based  health  agency  efforts  to  screen  young  children  for 
lead  poisoning,  identify  possible  sources  of  lead  exposure,  and 
develop  strategies  to  eliminate  childhood  lead  poisoning.   In 
addition,  CDC  will  support  national  surveillance  for  lead  poisoning 
and  evaluation  of  prevention  programs  for  effectiveness. 

Another  effective  prevention  program  is  comprehensive  school 
health.   Rigorous  studies  have  shown  that  comprehensive  school  health 
education  is  effective  in  reducing  the  prevalence  of  risk  behaviors 
among  young  people.   Preliminary  results  of  a  recent  study 
demonstrated  that  for  every  $1  spent  on  school  health  education,  $14 
are  saved  in  avoided  health  care  costs.   In  FY  1995,  CDC  will  support 
comprehensive  school  health  programs  in  11  states  and  school  health 
education  programs  to  prevent  the  spread  of  AIDS  in  all  50  states. 

We  must  communicate,  motivate,  and  activate  American  citizens 
to  avoid  risks  to  health  by  adopting  healthier  lifestyles  and 
preventive  measures.   One  method  to  promote  prevention  nationwide  is 
through  health  communications.   CDC's  Office  on  Smoking  and  Health  is 
an  innovator  in  this  field.   National  efforts  to  communicate  the 
harmful  effects  of  tobacco  use  have  led  to  a  decrease  in  the 
percentage  of  Americans  who  now  smoke.   However,  despite  these 
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efforts,  28%  of  men  and  24%  of  women  still  smoke,  eind  em  estimated 
3,000  young  people  start  smoking  every  day.  (Figure  4)   For  the  first 
time  in  its  history,  this  year's  Surgeon  General's  Report  on  the 
health  consequences  of  tobacco  use.  Preventing  Tobacco  Use  Among 
Young  People,  focused  on  young  people  and  tobacco.   The  President's 
budget  has  recognized  the  importance  of  these  efforts  and  provides 
resources  for  their  continuation. 

CDC  also  uses  health  communications  to  prevent  the  spread  of 
HIV  infection.   An  estimated  one  million  TUnericans  are  infected  with 
the  virus  that  causes  AIDS;   more  thsin  204,390  people  have  died  from 
the  disease.   Each  year  an  estimated  40,000  or  more  people  become 
infected  with  HIV.   AIDS  cases  are  rising,  especially  among  young 
adults  aged  18  to  24,  mainy  of  whom  most  likely  acquired  their 
infections  during  adolescence.   There  is  no  known  cure  or  vaccine  to 
prevent  HIV  infection;  thus  prevention  remains  our  best  strategy. 
Last  fall  CDC  launched  its  Prevention  Marketing  Initiative.   This 
bold  new  effort  is  designed  to  educate  and  inform  young  adults  of  the 
risks  of  HIV  and  the  measures  they  cem  take  to  protect  themselves, 
including  cibstinence,  and  for  those  who  remain  sexually  active,  the 
correct  and  consistent  use  of  condoms.   The  President's  budget 
provides  $543,253,000  for  CDC  activities  directed  at  HIV.   With  these 
resources,  CDC  will  (1)  continue  to  inform  and   educate  the  public, 
(2)  monitor  the  epidemic,  (3)  prevent  risk  behaviors  among  students, 
(4)  prevent  and  reduce  behaviors  which  transmit  HIV,  cind  (5)  increase 
individual  knowledge  of  HIV  status  and  improve  efforts  to  refer 
people  for  treatment . 

These  are  but  a  few  of  the  national  prevention  programs 
supported  by  CDC.   We  know  meiny  diseases  can  be  prevented  by  adopting 
healthy  behaviors.   Other  diseases  may  be  prevented  by  avoiding 
harmful  exposures  amd  by  treating  individuals  to  prevent  the  spread 
of  infectious  diseases.   The  harmful  effects  of  still  other  diseases, 
such  as  diabetes,  are  mitigated  through  early  detection  and 
treatment.   The  President's  budget  will  provide  support  to  current 
national  programs  to  prevent  sexually  transmitted  diseases, 
tuberculosis,  lead  poisoning,  injuries,  occupational  diseases  eind 
injuries,  and  birth  defects  and  developmental  disabilities. 

ProHiote  Women's  Health 

While  all  of  the  activities  that  I  have  discussed  include 
women,  issues  specific  to  women's  health  have  not  always  received 
appropriate,  special  attention.  For  this  reason,  I  have  designated 
promoting  women's  health  as  a  priority  at  CDC.   CDC  has  identified 
seven  priority  issues  of  special  concern  for  women.   These  include 
sexually  trainsmitted  diseases  (STDs)  ,  HIV/AIDS,  breast  eind  cervical 
cancer,  reproductive  threats  --  including  industrial  substcinces  eind 
chemicals  to  which  women  may  be  exposed  at  work,  tobacco  use, 
domestic  and  workplace  violence,  and  conditions  associated  with 
aging.   This  year,  46,000  women  will  die  from  breast  cancer  in  the 
United  States.   An  estimated  4,600  women  die  from  cervical  cancer 
annually.   While  we  do  not  yet  know  how  to  prevent  these  cancers,  we 
do  know  that  early  detection  and  treatment  greatly  improve  a  womein's 
chance  of  survival.   In  FY  95  CDC  will  enter  the  fourth  year  of  its 
Breast  and  Cervical  Cancer  Early  Detection  and  Control  Program.   This 
national  progreun  brings  critical  breast  and  cervical  cancer  screening 
services  to  all  women,  particularly  women  of  low  income,  the  elderly, 
minorities,  and  Native  Americauis .   The  President's  budget  for  FY  95 
will  enable  CDC  to  establish  greater  access  to  screening  eind  follow- 
up  services,  increase  education  programs  for  women  and  health  care 
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providers,  and  improve  quality  assurance  measures  for  mammography  and 
cervical  cytology.   Currently  45  states  participate  at  some  level. 
Another  health  problem  threatening  women  is  infertility  and 
ectopic  pregnancy  caused  by  STDs .   Every  year,  approximately  125,000 
women  become  infertile  because  of  STD-related  pelvic  infections, 
nearly  one  of  every  ten  first  pregnancies  is  ectopic,  and  ectopic 
pregnancy  is  the  leading  cause  of  pregnancy- related  deaths  in 
African-American  women.   A  demonstration  project  supported  by  CDC,  in 
conjunction  with  the  Office  of  Population  Affairs,  has  already 
decreased  the  prevalence  of  chlamydia  by  50  percent  in  the  targeted 
states  of  Alaska,  Idaho,  Oregon,  and  Washington.   The  President's 
budget  includes  $8,300,000  to  continue  this  effort  to  prevent 
infertility  in  women. 

Conclusion 

The  ability  to  conduct  prevention  research  and  translate 
research  results  is  vital  to  all  of  our  prevention  programs. 
Prevention  research  at  CDC  has  always  been  linked  to  answering  the 
needs  of  prevention  programs,  such  as  needs  for  improved  diagnostic 
methods,  for  more  effective  interventions  to  prevent  outbreaks,  for 
evaluation  of  program  effectiveness,  including  quantitative  policy 
analysis,  and  for  effective  communication  techniques.   CDC  has  been 
fortunate  in  attracting  a  large  cadre  of  superb  scientists  from  a 
wide  variety  of  disciplines,  and  has  had  the  opportunity  to  use  very 
diverse  settings,  from  laboratories  and  health  department  clinics  in 
Atlanta  to  villages  in  Alaska  and  Africa,  for  such  research.   Over 
time,  the  complexity  and  sophistication  of  prevention  research 
studies  undertaken  by  CDC  has  increased,  requiring  more  resources,  a 
more  diverse  work  force,  greater  academic  training,  and  up-to-date 
equipment.   Despite  these  challenges,  CDC  has  maintained  and 
strengthened  its  prevention  research  capacity  over  the  years.  Whether 
we  are  developing  new  instruments  for  measuring  blood  lead  levels  in 
children  or  new  techniques  for  diagnosing  viruses,  CDC's  research  is 
unique  because  our  agenda  is  driven  by  the  need  to  implement 
effective  prevention  programs  throughout  this  country. 

CDC  is  committed  to  prevention  of  disease,  injury,  disai.»ility, 
and  death.   Mr.  Chairman,  with  your  support  for  the  President's 
budget  request  for  $1,983,132,000  for  CDC,  the  agency  will  be  able  to 
make  prevention  a  reality  for  more  Americans.   I  will  be  happy  to 
answer  einy  questions  now. 
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TUBERCULOSIS  STRAINS 

Mr.  Smith.  Tuberculosis,  is  this  a  new  strain  or  stronger  strain? 

Dr.  Satcher.  I  think  it  is  a  combination  of  a  new  strain  in  the 
sense  that  about  12  to  15  percent  of  the  organisms  we  are  seeing 
today  are  resistant  to  the  drugs  that  have  been  effective  in  the 
past. 

Mr.  Smith.  So  how  will  they  be  treated,  then? 

Dr.  Satcher.  Well,  a  combination  of  developing  new  drugs  in  the 
marketplace  or  developing  new  combinations  of  drugs  and  trying  to 
see  if  we  can  get  on  top  of  the  drug  resistance. 

Mr.  Smith.  Now,  the  law  of  the  balsince  of  nature  dictates  that 
when  one  species  becomes  too  numerous,  some  other  species  in- 
creases to  put  the  first  one  back  in  its  place,  or  else  a  new  disease 
comes  along  to  level,  in  fact,  this  position  where  it  needs  to  be  to 
bsdance  out  nature. 

And  the  human  species  is  becoming  more  and  more  numerous. 
We  are  manipulating  agriculture  so  as  to  eliminate  many,  many 
species  in  order  to  feed  the  hum£in  species,  and  in  the  chain  of  life 
we  are  getting  things  all  upset.  Now,  will  these  diseases  that  we 
think  we  may  have  conquered  emerge  in  stronger  strains  or  will 
new  diseases  occur?  How  is  the  balance  of  nature  going  to  handle 
this  and  where  is  your  place  in  it? 

Dr.  Satcher.  I  really  wish  I  could  answer  that  one.  I  think  it  is 
true  that  viruses  and  bacteria  have  an  unusual  ability  to  change 
and  to  adapt  and  therefore  to  survive.  And  so  we  have  a  combina- 
tion of  new  organisms  and  changes  in  old  organisms  that  are 
changing  all  the  time. 

I  think  there  was  a  time  after  penicillin  and  eradication  of  small- 
pox that  we  felt  we  had  almost  conquered  infectious  diseases.  I 
think  we  have  learned  it  is  virtually  impossible  to  conquer  infec- 
tious diseases  because  they  do  have  this  ability  to  change,  to  mu- 
tate, and  to  adapt  to  antibiotics  that  we  have  developed. 

So  last  week  we  came  out  with  our  report  on  emerging  infections 
and  basically  the  essence  of  that  report  is  we  really  need  to  develop 
strong  surveillance  systems  throughout  the  world  to  detect  new  in- 
fections early  so  we  can  get  on  top  of  them  and  treat  them. 

We  also  need  to  have  applied  research  to  develop  new  treat- 
ments. One  of  the  problems  we  have  with  resistant  organisms  is  we 
overutilize  antibiotics.  That  is  due  to  a  combination  of  the  way 
some  physicians  practice,  and  in  many  cases,  public  demand  for 
antibiotics  for  the  common  cold  for  example.  These  factors  all  help 
to  increase  drug  resistance  among  organisms.  So  we  are  strongly 
recommending  strengthening  the  public  health  infrastructure  in 
order  to  be  able  to  deal  more  effectively  with  infectious  diseases. 

Mr.  Smith.  Are  you  eQso  recommending  not  prescribing  medicines 
that  are  not  needed? 

Dr.  Satcher.  That  is  a  part  of  our  strategy.  We  are  really  im- 
proving our  communications  with  physicians  at  every  level  through 
education  and  motivation  and,  hopefully,  with  health  care  reform, 
different  kinds  of  incentives  in  the  health  care  system  so  that  peo- 
ple will  not  have  incentives  to  overtreat. 

Mr.  Smith.  Well,  Mel  Laird  and  I  were  delegates  to  the  World 
Health  Organization  a  few  times  a  good  many  years  ago.  In  the 
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World  Health  Organization,  they  were  dreaming  about  the  time 
when  we  would  eliminate  all  these  infectious  diseases  worldwide. 
Coming  from  the  background  I  have  in  agriculture,  I  knew  they 
were  dreaming.  The  balance  of  nature  is  awfully  strong. 

Dr.  Satcher.  Right.  But  we  are  making  progress  in  some  ways. 
For  example.  We  still  are  very  close  to  eradicating  polio.  There  has 
not  been  a  new  case  of  wild-virus  polio  reported  in  the  western 
hemisphere  since  August,  1991. 

Mr.  Smith.  That  is  a  laudable  objective.  It  will  either  reappear 
in  a  different  form  or  a  stronger  strain  or  else  there  will  be  another 
disease  that  will  take  its  place;  isn't  that  right? 

Dr.  Satcher.  Well,  that  is  an  interesting  perspective.  I  mean, 
based  on  what  we  have  seen,  we  would  almost  have  to  agree  with 
you. 

Mr.  Smith.  So  we  have  to  continue  to  survey  and  continue  to  look 
for  ways  to  fight  whatever  comes  up. 

Dr.  Satcher.  That  is  exactly  right. 

Mr.  Smith.  As  long  as  we  have  as  many  people  as  there  are  in 
the  world. 

Dr.  Satcher.  Right.  You  know,  it  is  a  very  good  investment.  I 
think  we  estimate  that  in  the  process  of  wiping  out  smallpox,  we 
spent  somewhere  around  $32  million.  We  have  saved  $3  billion 
since  that  time  in  the  cost  of  vaccine,  vaccine  administration  ,  and 
related  medical  care.  So  if  we  are  able  to  eradicate  polio  and  not 
have  to  immunize  against  it,  we  save  a  significant  amount  of 
money.  So  these  represent  very  cost-effective  strategies. 

HANTAVIRUS  DISCOVERY 

Mr.  Smith.  I  am  using  too  much  time  but  I  want  to  ask  one  more 
question.  Tell  us  about  this  hantavirus — how  did  you  discover  that? 

Dr.  Satcher.  I  think  it  is  one  of  the  best  examples  of  teamwork 
that  we  have  seen.  Some  of  the  team  in  Indian  Health  Services 
working  on  reservations,  saw  patients  very  early  and  took  samples 
and  tried  to  project  what  could  be  the  causes,  whether  it  was  an 
old  infection  or  a  new  one.  They  then  sent  samples  to  CDC.  CDC 
staff  worked  very  fast,  like  within  six  weeks  using  the  most 
modem 

Mr.  Smith.  Is  it  a  common  occurrence  when  something  like  that 
happens,  to  send  you  samples? 

Dr.  Satcher.  CDC  is  sort  of  the  world's  reference  laboratory  in 
many  ways  when  it  comes  to  these  kinds  of  problems.  But  I  think 
CDC  brought  to  bear  some  talent  and  some  techniques,  including 
the  polymerase  chain  reaction  for  which  the  Nobel  Prize  was 
awarded,  in  diagnosing  this  as  a  new  strain  of  hantavirus.  People 
cooperated  and  moved  very  fast. 

CDC  set  I  think  about  400,000  traps  out  in  the  Southwest.  They 
caught  the  deer  mouse,  and  determined  that  one-third  of  them 
were  infected  with  this  virus.  So  within  a  very  short  period  of  time, 
we,  working  with  our  colleagues,  had  identified  the  virus  and  iden- 
tified the  carrier  organism.  That  is  why  this  disease  hasn't  spread 
more  rapidly  than  it  would  have  otherwise.  So  it  is  an  example  of 
a  very  effective  system  of  cooperation  in  dealing  with  an  infectious 
disease. 
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Mr.  Smith.  Well,  if  a  doctor  in  Podunk  Center  is  puzzled  about 
some  disease  or  some  problem  he  has,  does  he  automatically  con- 
tact you  or  is  there  something  in  between? 

Dr.  Satcher.  There  are  the  local  and  State  health  departments 
which  are  our  partners. 

Mr.  Smith.  So  he  would  first  contact  the  State  health  depart- 
ment. 

Dr.  Satcher.  In  most  cases,  it  depends.  As  you  know,  we  have 
allowed  our  public  health  infi*astructure  to  deteriorate  in  this  coun- 
try, so  there  are  State  and  local  health  departments  that  do  not 
have  the  personnel  or  the  laboratories  to  do  some  of  the  tests  that 
need  to  be  done. 

Mr.  Smith.  Do  all  physicians  know  that  they  can  contact  you  di- 
rectly? 

Dr.  Satcher.  I  think  so.  Certainly  the  overwhelming  majority  of 
physicians  know  what  role  CDC  plays.  We  distribute  information 
throughout  this  country.  For  example,  our  weekly  morbidity  and 
mortality  report  is  an  attempt  to  keep  health  departments  and  oth- 
ers informed  about  all  the  latest  information  not  only  about  infec- 
tious diseases  but  chronic  diseases. 

Mr.  Smith.  Is  that  printed  in  medical  journals  too? 

Dr.  Satcher.  Yes,  the  Journal  of  the  American  Medical  Associa- 
tion carries  a  weekly  CDC  report,  and  we  have  a  24-hour  hot  line. 
We  get  5,000  calls  a  day,  for  example,  relative  to  HIV/AIDS.  So  the 
communications  are  good.  We  are  always  trying  to  work  to 
strengthen  it,  but  I  think  it  is  one  of  the  best  communication  sys- 
tems that  we  have. 

Mr.  Smith.  Mr.  Porter. 

Mr.  Porter.  Thank  you,  Mr.  Chairman. 

VACCINE  E^mTLEME^^^ 

Dr.  Satcher,  I  am  concerned  about  several  aspects  of  the  new 
vaccine  entitlement  program.  I  am  concerned  that  CDC  has  under- 
estimated the  costs  of  purchasing  vaccines  and  establishing  a  dis- 
tribution system,  and  I  wonder  why  the  Federal  Government 
should  have  its  own  distribution  network  at  all,  very  frankly. 

I  understand  that  CDC  has  budgeted  $33  million  from  HCFA 
program  funding  for  establishing  a  distribution  network  for  the 
new  vaccine  entitlement.  $13  million  of  that  would  be  for  a  ware- 
house and  $20  million  for  a  data  system,  FTEs,  and  shipping  costs. 

However,  according  to  industry  experts  who  have  experience  in 
establishing  and  operating  a  vaccine  distribution  system,  a  more 
credible  estimate  of  the  cost  I  am  told  would  be  $112  million.  Or 
perhaps  about  four  times  as  much  as  the  budget  estimate. 

How  does  CDC  expect  to  fulfill  its  mandate  by  October  1,  1994, 
and  what  economies  will  you  achieve  to  contain  costs  to  $33  mil- 
lion? 

Dr.  Satcher.  It  is  a  very  critical  issue  and  one  that  we  are 
spending  a  lot  of  time  with.  To  answer  one  of  your  questions  about 
why  should  the  Federal  Government  be  in  the  business  of  distribu- 
tion, let  me  say  that  it  relates  to  costs.  I  think  one  example  of  a 
cost-effective  Federal  Government  intervention  is  distribution.  The 
Federal  Government  is  in  a  position  to  distribute  throughout  the 
country  and  significantly  decrease  the  cost  of  the  distribution.  We 
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have  gotten  bids  already  on  the  costs  of  warehouse  and  distribution 
from  GSA,  so  we  know  that  we  can  do  it  for  what  we  have  esti- 
mated because  we  already  have  the  bids  and  the  agreements. 

Mr.  Porter.  This  is  one  of  the  kinds  of  things  that  we  are  look- 
ing at  now  before  it  is  done  and  then  we  can  see  how  it  goes  and 
compare  £ind  really  determine  whether  the  Federal  Grovemment 
really  can  doJ:his  or  not. 

Dr.  Satcher.  I  believe  that  this  is  one  example  of  something  that 
the  Federal  Government  is  in  a  better  position  to  do  because  if 
every  State  had  to  have  its  own  distribution  system,  and  some 
States  will,  then  I  think  the  economies  of  scale  would  be  far  dif- 
ferent than  having  a  central  distribution  system  and  being  able  to 
monitor  it  and  to  be  accountable  and  to  assess  the  packaging,  for 
example,  of  the  vaccine.  So  we  believe  the  strategy  is  the  best  one 
for  distribution. 

Mr.  Porter.  Well,  I  have  a  number  of  questions  on  the  particu- 
lars of  this  but  I  don't  think  the  alternative  is  between  the  Federal 
Government  doing  it  and  the  States  doing  it.  I  think  the  alter- 
native is  between  the  Federal  Government  buying  it  from  existing 
distribution  systems  and  simply  paying  the  manufacturers  to  do 
the  distribution  rather  than  setting  up  our  own  system. 

Dr.  Satcher.  But  what  we  are  doing  is  comparable  to  doing  that. 
We  are  entering  into  an  agreement  with  GSA  who  has  a  lot  of  ex- 
perience in  doing  that.  The  other  problem  is  that  if  we  do  it 
through  the  manufacturers,  they  would  have  to  absorb  the  cost  of 
distribution  within  the  capped  price  for  each  vaccine.  So  we  have 
already  tested  that  strategy  and  we  know  that  if  we  had  done  it 
that  way  the  cost  would  be  greater. 

VACCINE  distribution 

Mr.  Porter.  Let  me  go  through  these  questions  or  statements 
and  let  you  respond  to  them. 

Since  it  has  taken  private  manufactures  15  months  or  longer  to 
build  warehouses,  to  develop  software  and  obtain  computerized 
records  listing  physicians'  offices,  street  addresses  and  hours  of  op- 
eration— the  necessary  components  of  a  distribution  system — be- 
cause you  can't  distribute  a  vaccine  that  has  to  be  refrigerated  on 
a  Saturday  when  nobody  is  there  and  you  can't  distribute  it  to  a 
rural  route,  you  have  got  to  know  where  you  are  going — ^why  do 
you  believe  the  CDC  can  have  such  a  system  up  and  running  by 
October? 

Dr.  Satcher.  Well,  based  on  the  information  that  we  have  rel- 
ative to  the  GSA  system,  they  really  have  enough  hardware  and 
data  systems  in  place  that  we  feel  confident  that  we  can  have  this 
system  in  place  by  October  1.  Our  people  have  looked  at  that  very 
critically  and  based  on  our  assessment  we  do  believe  we  can  have 
it  in  place. 

Mr.  Porter.  We  are  now  in  April.  That  is  six  months  from  now. 
Private  manufacturers  say  15  months  is  about  the  time  that  it 
takes.  It  seems  to  me  that  we  can  do  this  much  better  by  simply 
asking  the  manufacturers  to  do  the  distribution  because  they  have 
already  been  distributing  rather  than  to  try  to  set  it  up  ourselves. 

Dr.  Satcher.  I  am  sure  that  there  are  many  who  would  agree 
with  you,  but  I  think  in  looking  at  the  situation  in  terms  of  costs 
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and  the  best  way  to  maintain  the  costs  in  this  system  so  that  we 
can  reach  the  maximum  number  of  children,  I  think  the  strategy 
that  we  are  using  is  going  to  work  and  I  think  it  is  going  to  be  cost- 
effective. 

Mr.  Porter.  All  of  us  want  to  get  the  job  done.  There  is  no  dis- 
agreement on  that.  It  is  a  very  important  thing  for  us  to  do.  But 
the  question  I  have  is  whether  this  is  the  best  way  to  get  the  job 
done  and  the  least  expensive  way. 

Dr.  Satcher.  We  will  continue  to  look  at  that,  let  me  tell  you. 
Right  now  it  seems  we  are  headed  in  the  right  direction,  but  if  at 
any  time  it  seems  we  are  not,  we  will  certainly  not  hesitate  to 
change. 

VACCINE  PURCHASE  COSTS 

Mr.  Porter.  Let  me  look  at  the  costs  of  the  vaccine  purchases. 
I  am  concerned  that  you  have  underestimated  the  costs. 

For  instance,  CDC  is  requesting  $98  million  for  the  purchase  of 
the  measles,  mumps  and  rubella  (MMR)  vaccine.  Only  one  manu- 
facturer makes  this  vaccine.  The  May  1993  CDC  price  for  the  vac- 
cine was  $10.89.  Assuming  the  manufacturer  takes  the  inflation  in- 
crease of  3  percent  allowed  under  the  law,  the  new  price  would  be 
$11.22  per  dose,  plus  a  $4.44  excise  tax,  for  a  total  of  $15.66. 

Therefore,  using  the  $98  million  request,  CDC  would  purchase 
about  6.3  million  doses  of  MMR,  or  about  1.7  million  doses  short 
of  the  8  million  required  to  immunize  the  entitled  population. 
Therefore,  the  actual  cost  to  serve  the  entitled  population  would  be 
about  $26.6  million  more  than  that  estimated  in  the  budget.  That 
figure  does  not  include  another  2  million  doses  necessary  to  get  the 
stockpile  up  to  six  months  from  the  current  three-month  level. 

If  you  factor  out  the  tax  on  the  stockpile,  that  would  require  an- 
other $22.4  million  or  a  total  of  $49  million  in  addition  to  funding 
the  entitlement.  How  will  you  handle  there  costs? 

Dr.  Satcher.  Well,  let  me  just  respond  by  saying  that  I  think  we 
have  gone  through  those  calculations  and  I  will  be  happy  to  provide 
you  how  we  arrived  at  our  estimates  of  that  cost  because  we  have 
taken  that  into  consideration. 

My  understanding  is  that  there  is  more  than  one  provider  of 
MMR,  but  we  will  provide  you  the  data  as  to  how  we  arrived  at 
our  estimate. 

[Information  submitted  after  the  hearing  indicates  there  is  only 
one  provider  of  MMR.] 

Mr.  Porter.  Does  what  I  am  saying  not  make  sense  to  you? 

Dr.  Satcher.  Well,  it  makes  sense  given  your  assumptions,  yes. 

Mr.  Porter.  Which  assumptions  are  wrong? 

Dr.  Satcher.  We  are  dealing  here  with  three  sources  of  funding. 
We  are  dealing  with  the  Vaccines  For  Children  Program,  which 
will  probably  provide  about  60  percent  of  the  vaccine.  We  are  deal- 
ing with  the  State  funds  which  come  out  of  their  own  budgets,  and 
we  are  dealing  with  317  funds  and  the  relative  provisions  of  those. 
As  I  said,  most  of  them  will  come  from  the  Vaccines  For  Children 
funds. 

Using  that  strategy,  we  have  arrived  at  our  estimates  and  we 
will  be  happy  to  provide  you  with  the  details,  because  I  think  we 
need  to  sit  down  with  your  figfures  and  our  figures.  I  am  not  ques- 
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tioning  your  figures;  I  am  just  saying  that  we  need  to  sit  down  with 
your  figures  and  our  figures  and  our  strategy  and  go  over  them  to- 
gether. 

[The  information  follows:] 

CDC's  estimate  of  $98  million  was  based  on  information  provided  by  States  in 
CDC's  Vaccines  for  Chidren  Survey.  The  States  indicated  that  they  needed  about 
6.3  million  doses  of  MMR  vaccine.  The  States  also  estimated  that  the  Vaccines  for 
Children  (VFC)  Program  would  serve  approximately  60  percent  of  all  children  or  ap- 
proximately 2.5  million  children  per  bith  cohort  (60  percent  of  the  4.1  million  chil- 
dren in  a  birth  cohort).  Therefore,  appoximately  5  million  doses  (2  doses  of  MMR 
vaccine  multiplied  approximately  5  million  doses  (2  dosei  of  MMR  vaccine  multi- 
plied by  2.5  million  children)  would  be  needed  to  fully  immunize  one  birth  cohort 
of  children  covered  by  the  VFC  Program.  The  request  includes  additional  vaccine 
needed  to  bring  children  who  were  behind  on  their  immunizations  up-to-date  and 
to  account  for  vaccine  wastage. 

Mr.  Porter.  The  law  doesn't  permit  commingling  of  the  entitle- 
ment funds  and  the  nonentitlement  funds. 
Dr.  Satcher.  No,  I  am  just  saying  the  relative  purchase. 

VACCINE  STOCKPILE 

Mr.  Porter.  Let  me  say  that  the  important  point  here  is  that  we 
get  the  job  done  ar.d  that  we  don't  fall  short  and  that  we  don't 
come  back  and  say,  "oh,  gee,  we  vastly  underestimated  this  and  we 
need  all  this  additional  money."  So  I  would  ask  you  to  look  very 
carefully  at  the  work  that  your  economists,  your  financial  people 
are  doing  because  I  think  that  looking  at  it,  it  looks  far  short  of 
what  is  needed. 

Why  does  the  budget  request  not  contain  funding  to  bring  the 
MMR  stockpile  up  to  the  six-month  requirement  in  the  law,  and 
where  will  this  funding  come  from? 

Dr.  Satcher.  Well,  as  you  know,  a  lot  of  the  research  that  is 
going  on  now  is  into  a  combination  of  vaccines  and  I  think  we  are 
very  hesitant  in  terms  of  the  stockpile  action  before  we  actually 
know  what  the  final  combinations  are  going  to  be  like.  So  there  are 
a  combination  of  things,  vaccines,  that  are  left  over  and  vaccines 
that  we  have  to  have  to  get  into  the  stockpile  but  we  are  also  try- 
ing to  monitor  this  very  closely. 

I  agree  with  you,  it  is  a  delicate  balance  to  make  sure  that  we 
have  the  adequate  supply  and  that  we  not  overfund.  I  think  the 
manufacturers  estimate,  for  example,  that  the  Vaccines  For  Chil- 
dren Program  will  provide,  they  say,  140  percent  of  the  birth  cohort 
needs  and  that  is  one  of  their  criticisms  of  the  program. 

Mr.  Porter.  But  Dr.  Satcher,  we  have  a  law  that  requires  a  six- 
month  stockpile  and  you  have  a  budget  request  that  contains  no 
funding  and  we  have  a  current  three-month  stockpile,  so  how  do 
we  get  from  three  months  to  six  months?  It  seems  to  me  it  is  going 
to  cost  some  money  and  yet  the  budget  request  contains  zero.  So 
that  seems  to  me  to  be  simply  ignoring  a  requirement  of  the  law 
unless  you  have  some  way  to  do  this  that  I  can't  understand  or 
don't  understand. 

The  budget  request  does  not  contain  an  estimate  for  the  distribu- 
tion costs  of  nonentitlement  vaccines  purchased  by  States  choosing 
the  universal  purchaser  option.  Will  States  be  asked  to  bear  these 
costs? 
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Dr.  Satcher.  As  you  know,  many  States  have  committed  to  uni- 
versal coverage,  which  means  that  they  will  bear  a  significant 
amount  of  the  costs,  but  in  terms  of  distribution,  we  feel  that  we 
do  have  the  costs  covered,  as  I  said  before,  in  terms  of  our  central 
purchasing  and  central  distribution  of  the  vaccine. 

Mr.  Porter.  Well,  if  the  answer  isn't  yes,  then  there  ought  to  be 
some  item  in  the  budget  to  cover  that  cost.  Because  that  is  a  cost 
that  is  simply  not  reflected  in  your  figures  that  I  can  see. 

VACCINES  FOR  CHILDREN  PROGRAM 

Finally,  let  me  make  this  statement:  I  am  concerned  about  the 
entire  program.  I  think  if  we  can — the  President  can,  see  his  way 
clear  to  sit  down  and  hammer  out  where  we  can  agree  on  health 
care  reform,  I  feel  fairly  certain  that  we  are  going  to  all  agree  on 
the  need  to  provide  vaccines  to  all  the  children  in  this  country 
through  this  program. 

In  the  meantime,  we  are  going  to  be  building  a  huge  warehouse 
and  a  distribution  system  that  seems  to  me  will  become  quickly  ir- 
relevant. Why  do  we  want  to  make  this  investment?  Why  not  sim- 
ply use  the  existing  distribution  system  instead  of  making  this  kind 
of  investment?  See  where  we  go  with  health  care  reform.  If  I  am 
correct,  it  seems  to  me,  we  are  going  to  get  this  problem  solved  and 
not  have  a  distribution  system  that  will  take  a  great  deal  of  start- 
up costs,  involve  a  great  deal  of  investment,  and  I  don't  think  can 
be  anywhere  near  completed  by  next  October  1.  It  seems  to  me  that 
we  are  going  off  on  throwing  caution  to  the  wind  and  not  looking 
at  where  we  are  likely  to  end  up  in  terms  of  solving  this  problem 
in  any  case. 

Dr.  Satcher.  Well,  I  think  that  is  an  interesting  perspective. 
Our  perspective  is  related  in  that  in  the  immunization  initiative  we 
really  are  facing  virtually  all  of  the  challenges  that  we  will  face  in 
the  health  care  reform.  And  I  think  the  experience  that  we  have 
will  be  informative  to  Congress  in  many  ways. 

For  example,  we  are  facing  the  challenge,  you  point  out,  of  uni- 
versal coverage.  We  are  facing  the  challenge  of  choice  and,  there- 
fore, we  try  to  set  up  systems  that  assure  that  parents  will  have 
a  choice  of  where  they  can  take  their  children  for  vaccines.  So  we 
really  developed  a  public-private  relationship  in  this  program  as 
never  before.  We  are  dealing  with  the  issue  of  responsibility.  So  we 
have  this  major  outreach  program  to  educate  parents  and  providers 
so  that  they  can  take  responsibility  for  being  successful  in  terms 
of  getting  this  done. 

So  if  you  go  down  the  list  simplistically,  we  are  trying  to  reduce 
the  administrative  burden  on  physicians  in  terms  of  reporting,  and 
that  is  going  to  be  a  major  challenge  in  health  care  reform. 

Quality,  obviously,  is  a  challenge.  That  is  why  we  are  trying  to 
put  together  the  best  packages  of  vaccines  that  we  can  get  in  terms 
of  combination,  and  the  issue  that  we  are  sort  of  debating  here  is 
the  issue  of  cost  and  how  can  we  mininize  costs  in  carrying  out  this 
program.  So  we  see  all  the  challenges  of  health  care  reform  re- 
flected in  this  immunization  program  and  we  think  it  is  critical 
that  we  move  rapidly  and  get  these  children  immunized  but  we 
also  have  an  opportunity  to  learn  a  lot  of  lessons. 
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Mr.  Porter.  That  is  critical  and  there  is  no  doubt  about  the 
agreement  on  the  need  to  do  it.  The  question  is  how  to  do  it  best. 

Dr.  Satcher.  I  agree  that  is  the  question. 

Mr.  Porter.  And  it  seems  to  me,  and  this  is  a  philosophical  dif- 
ference with  this  administration,  I  think  that  what  you  do  instead 
of  relying  upon  government  to  do  it,  and  especially  to  start  this 
from  scratch  at  a  time  when  everything  is  in  flux  is  not  wise.  You 
use  an  existing  system  that  works  well  in  the  private  sector. 

Dr.  Satcher.  You  think  the  system  is  working  well  in  the  pri- 
vate sector? 

Mr.  Porter.  Well,  it  could  work  well. 

Dr.  Satcher.  Many  of  the  children  who  are  not  fully  immunized 
have  been  seen  by  physicians. 

Mr.  Porter.  I  am  talking  about  the  distribution.  How  to  get  the 
vaccine  from  the  manufacturer  into  the  children. 

Dr.  Satcher.  I  think  that  is  a  valid  point.  I  think  it  is  a  valid 
disagreement. 

Mr.  Porter.  This  is  one  of  those  things  where  we  are  going  to 
apparently  see  how  it  works  and  I  am  going  to  be  looking  over  your 
shoulder,  I  am  afraid.  Thank  you  for  answering  the  questions. 

Dr.  Satcher.  Thank  you.  Very  important  questions. 

Ms.  Pelosi  [presiding].  Is  that  it,  Mr.  Porter,  no  further  ques- 
tions? Thank  you,  Mr.  Porter. 

HIV  prevention 

Welcome,  Dr.  Satcher,  and  congratulations  on  your  appointment 
as  Director  of  the  CDC.  As  you  know,  I  hope  you  are  aware  your 
appointment  has  really  brought  hope  to  so  many  people  because  of 
your  vision  for  prevention  and  improving  the  health  of  the  people 
of  our  country.  In  my  own  district,  I  hope  we  can  have  you  visit 
there  soon,  you  are  well  known  and  well  respected.  I  look  forward 
to  working  with  you  and  hope  you  will  visit  us  soon. 

Please  let  me  begin  by  also  commending  the  CDC  for  the  exten- 
sive reforms  that  have  occurred  in  the  last  year  aimed  at  improv- 
ing the  effectiveness  of  the  HIV  prevention  programs.  Clearly,  the 
40,000  new  HIV  infections  CDC  projects  in  the  next  year  can  large- 
ly be  prevented  with  more  focused  prevention  programs. 

As  you  may  know,  I  have  introduced  comprehensive  legislation 
on  HIV  prevention,  and  CDC  has  begun  to  implement  much  of  this 
legislation  through  program  guidance  to  State  and  local  health  de- 
partments. The  new  emphasis  on  community  level  planning,  in- 
cluding needs  assessments  and  local  priority  setting,  make  me  opti- 
mistic that  the  number  of  new  HFV  infections  can  be  greatly  re- 
duced in  the  next  two  years.  Could  you  briefly  describe  the  current 
status  of  the  CDC's  HIV  prevention  community  planning  initiative 
and  what  plan  CDC  has  for  the  remainder  of  this  year?  When  will 
comprehensive  plans  for  each  State  and  local  health  departments 
be  completed? 

Dr.  Satcher.  Well,  we  feel  that  perhaps  the  strongest  aspect  of 
our  strategy  has  been  the  involvement  of  people  at  the  local  level 
planning.  As  you  know,  we  have  made  it  a  condition  for  State  and 
local  health  department  funding  that  they  give  evidence  of  commu- 
nity planning. 
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We  have  gotten  a  lot  of  insight  from  people  at  the  community 
level  in  terms  of  what  strategies  will  work  best  in  terms  of  HIV 
prevention  and  modifying  risky  behaviors  and  whether  it  is  in 
young  people,  teenagers,  or  young  adults,  or  others.  So  it  has  been 
a  very  important  program. 

As  it  relates  to  the  current  year,  I  believe  we  have  received  30 
State  plans,  30  plans  from  30  States  in  terms  of  the  community 
planning.  What  we  are  finding  is  that  many  of  these  plans  are 
statewide  plans.  Others  of  the  plans  are,  in  fact,  being  imple- 
mented at  local  levels.  It  depends  upon  the  involvement  of  particu- 
lar local  health  departments.  We  can  get  you  the  specifics  as  of 
today  as  to  where  we  are. 

Ms.  Pelosi.  I  would  appreciate  that.  Thank  you. 

[The  information  follows:] 

On  January  1,  1994,  CDC  awarded  $12  million  in  supplemental  HIV  Prevention 
Community  Planning  Funds  to  65  State,  territorial  and  local  health  departments  to 
help  them  establish  plans  for  the  use  of  future  HIV  prevention  resources.  These 
funds  were  restricted,  pending  the  submission  to  CDC  by  February  28,  of  grantees' 
plans  for  conducting  the  process  in  their  jurisdictions.  Sixty-four  of  65  grantees  sub- 
mitted their  plans  in  compliance  with  this  request. 

Based  on  the  plans,  it  is  estimated  that  about  230  community  planning  groups 
will  be  convened  this  fiscal  year  by  the  65  project  areas.  The  large  city  grantees  will 
each  convene  one  area-wide  planning  group;  36  of  the  59  States  and  territories  will 
convene  a  single  community  planning  group;  and  23  of  the  States  and  territories 
will  convene  multiple  local  and  regional  groups. 

STATE  AND  LOCAL  HIV  PREVENTION 

Ms.  Pelosi.  I  am  very  disappointed  that  the  President's  budget 
does  not  include  additional  resources  to  fund  the  priority  programs 
identified  in  the  new  State  and  local  HIV  prevention  plans.  If  the 
Congress  were  to  provide  additional  funds  for  CDC's  HIV  preven- 
tion program,  how  would  CDC  prioritize  the  allocation  of  any  new 
funds? 

Dr.  Satcher.  I  think  we  are  now  convinced  that  the  best  strat- 
egy for  dealing  with  this  problem  is  the  community  planning  inter- 
vention that  we  have  made.  We  would  like  to  continue  to  expand 
that  strategy  and  that  is  primarily  how  we  would  use  the  program. 

The  other  thing,  of  course,  you  probably  have  seen  the  report 
which  we  received  from  the  External  Review  Committee,  and  that 
report  points  out  several  things.  Among  them  is  the  need  for  us  to 
do  more  targeting  of  hard-to-reach  communities. 

As  you  know,  we  started  out  by  focusing  on  the  school  system. 
We  need  to  continue  the  education  strategy  within  the  schools.  We 
have  programs  now  in  all  50  States  but  what  is  very  clear  is  that 
some  of  the  most  important  teenagers  and  other  people  that  we 
need  to  reach  are  not  in  the  schools.  So  we  want  to  continue  to 
work  at  identifying  the  hard-core  populations  that  are  most  at  risk 
for  the  spread  of  the  HIV  virus  and  to  target  programs  to  them, 
as  we  learned  from  these  community  planning  efforts. 

What  we  are  learning  is  that  there  are  strategies  for  getting  to 
those  hard-core  groups  and  we  would  like  to  implement  those  strat- 
egies. We  would  expand  our  community  planning  strategy. 

Ms.  Pelosi.  And  you  see  a  need  for  that? 

Dr.  Satcher.  Most  definitely. 
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INJURY  CONTROL 

Ms.  Pelosi.  On  a  different  subject,  last  year  this  Committee  pro- 
vided CDC  with  an  additional  $7.5  million  for  injury  control  to 
begin  a  systematic  program  looking  at  domestic  violence  identifica- 
tion and  prevention.  Could  you  tell  us  what  activities  CDC  has  ini- 
tiated to  date  and  what  plans  are  included  in  the  injury  control 
line  item  for  domestic  violence  prevention  in  fiscal  year  1995?  I 
know  you  have  $39  million  in  for  the  injury  control  line,  but  I  was 
hoping  that  at  least  the  $7.5  million  for  domestic  violence  identi- 
fication would  be  included. 

Dr.  Satcher.  In  1994,  we  have,  I  think,  entered  into  12  new 
agreements  in  injury  prevention  and  virtually  all  of  those  are  in 
the  area  of  domestic  violence.  We  have  spent  or  committed  I  think 
$7.3  million  for  domestic  violence  control. 

We  had  a  very  interesting  conference  in  conjunction  with  the 
American  Medical  Association  and  the  Department  of  Justice  look- 
ing at  this  issue  of  domestic  violence.  We  brought  together  people 
from  several  different  components  of  community  planning  and  in 
professional  groups,  so  we  are  pursuing  domestic  violence.  And 
what  we  are  doing,  of  course,  is  we  have  demonstration  projects  in 
some  communities  throughout  the  country.  I  think  we  now  have  25 
different  programs  in  19  different  States  where  virtually  all  of  the 
new  programs  for  1994  were  in  the  area  of  domestic  violence. 

Ms.  Pelosi.  And  we  can  be  assured  that  those  activities  will  con- 
tinue under  the  injury  control  item  that  is  within  the  $39  million 
for  next  year? 

Dr.  Satcher.  Well,  yes,  obviously,  like  everyone  else,  we  are 
struggling  with  our  budget. 

Ms.  Pelosi.  Do  you  have  any  estimate  of  how  much  would  be  al- 
located to  domestic  violence  identification? 

Dr.  Satcher.  Certainly  we  anticipate  allocating  the  same 
amount  as  in  1994. 

NEW  AND  REEMERGING  THREATS 

Ms.  Pelosi.  Thank  you;  that  is  the  answer  I  wanted. 

You  know,  in  your  testimony  you  mentioned  CDC's  commitment 
to  strengthen  core  public  health  functions.  As  you  know,  the  Insti- 
tute of  Medicine  has  issued  a  report  on  new  and  reemerging 
threats  to  public  health.  It  is  my  understanding  that  CDC  has  pre- 
pared a  detailed  response  to  the  lOM  recommendations.  When  will 
this  action  plan,  this  response  be  released? 

Dr.  Satcher.  It  was  released  last  week,  April  20th.  It  was  pub- 
lished in  the  Journal  of  Science  last  week.  But  the  April  20th  mor- 
bidity and  mortality  report  contained  a  detailed — in  fact,  I  would 
be  happy  to  leave  this  with  you — ^very  detailed  description.  I  can 
summarize  for  you. 

There  are  four  major  recommendations  in  here  in  terms  of  deal- 
ing with  the  emerging  infections.  One  is  to  improve  our  surveil- 
lance systems  in  this  country  and  throughout  the  world,  trying  to 
identify  the  laboratories  throughout  the  world  that  can  help  us 
with  early  identification. 

The  second  recommendation  is  that  we  strengthen  our  applied 
research  in  this  area.  So  when  it  comes  to  diagnosis  and  treatment 
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and  dealing  with  drug  resistance,  we  will  be  able  to  be  more  effec- 
tive. 

Thirdly,  is  the  whole  area  of  communications,  and  I  think  Chair- 
man Smith  was  asking  about  our  communication  with  physicians 
but  also  public  health  communication,  public  education. 

And  the  fourth  recommendation  is  that  we  strengthen  the  public 
health  infrastructure  in  this  country  in  order  to  better  deal  with 
infectious  diseases. 

Ms.  Pelosi.  I  appreciate  that.  Now,  what  are  the  budget  rami- 
fications of  this  plan?  Is  the  plan  contained  within  our  budget  re- 
quest? Will  more  funding  be  needed?  I  know  part  of  this  funding 
used  to  come  out  of  the  Foreign  Operations  appropriations  and  of 
course  you  know  that  that  is  being  diminished  all  the  time. 

Dr.  Satcher.  No.  This  report  came  out  last  week.  It  is  estimated 
that  in  order  to  implement  the  strategy,  we  would  need  an  average 
of  $75  million  to  $125  million  a  year  for  the  next  three  to  five 
years.  That  was  not  a  part  of  this  year's  budget  because  the  report 
was  not  ready  for  our  budget  preparation  for  this  year.  However, 
as  you  know,  in  this  year's  budget,  we  are  asking  for  an  increase 
of  $4  million  for  tuberculosis.  So  there  are  components  of  this 
year's  budget  that  relate  to  some  of  the  recommendations  made 
here  and  that  is  one  example.  But  this  report  was  not  a  factor  in 
preparing  this  year's  budget. 

EARLY  SURVEILLANCE  SYSTEMS 

Ms.  Pelosl  What  are  your  recommendation  to  the  Public  Health 
Service  to  strengthen  early  surveillance  and  identification  pro- 
grams, particularly  international  programs? 

Dr.  Satcher.  One  other  thing  I  need  to  say  is  that  the  average 
of  $100  million  a  year  that  we  estimate  is  not  considered  to  be  all 
public  money.  As  you  know,  many  of  the  private  foundations,  and 
even  the  Rotary  Club,  for  example,  has  invested  about  $250  million 
in  the  polio  eradication  program,  so  when  we  estimate  $100  million 
a  year,  we  are  not  saying  that  this  all  needs  to  be  public  funds. 
However,  we  believe  that  about  50  percent  of  it  needs  to  go  to 
strengthen  State  and  local  health  departments. 

We  believe  the  real  thrust  of  this  proposal  is  what  happens  at 
the  State  and  local  level.  We  must  strengthen  the  ability  of  State 
and  local  health  departments  to  carry  out  surveillance  and  report- 
ing. We  need  to  strengthen  laboratories  and  personnel.  We  need  to 
strengthen  data  systems  at  this  level. 

Ms.  Pelosl  I  appreciate  that,  and  I  think  that  is  very  wise.  But 
I  do  not  want  to  minimize  the  international  component  of  that  as 
well. 

Dr.  Satcher.  I  agree. 

Ms.  Pelosl  So  there  would  be  significant,  sufficient,  shall  we 
say,  resources  to  do  the  international  surveillance? 

Dr.  Satcher.  That  is  the  difiicult  part  we  are  working  on  with 
the  World  Health  Organization.  CDC  now  has  12  field  epidemiol- 
ogy training  programs  throughout  the  world.  We  hope  to  continue 
it,  to  expand  that  program  in  terms  of  developing  personnel. 

For  example,  our  field  epidemiology  training  program  in  Egypt 
this  past  year  supplied  student  epidemiologists  to  deal  with  Rift 
Valley  fever  which  was  a  problem  in  Egypt,  but  has  implications 
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for  the  whole  world.  It  is  very  clear,  I  feel,  epidemiology  is  one  of 
our  main  strategies. 

We  are  also  trsdng  to  help  identify  and  develop  laboratories 
throughout  the  world  in  conjunction  with  the  World  Health  Organi- 
zation, so  we  will  have  surveillance  laboratories  at  strategic  places 
throughout  the  world. 

Ms.  Pelosi.  We  can  talk  more  about  it  on  Thursday,  but  hope- 
fully you  can  put  a  dollar  amount  on  it.  Thank  you  very  much.  Dr. 
Satcher,  and  good  luck  to  you  in  your  work. 

Recognize  Ms.  Lowey. 

Mrs.  Lowey.  Thank  you,  Madam  Chairwoman,  and  welcome.  Dr. 
Satcher.  I  want  to  associate  myself  with  the  comments  of  my  col- 
leagues and  congratulate  you. 

Dr.  Satcher.  Thank  you. 

DATA  SYSTEMS 

Mrs.  Lowey.  I  was  interested  in  your  testimony  regarding  the 
CDC's  plans  for  developing  an  integrated  information  system  for 
public  health  activities.  You  indicated  that  your  aim  is  to  simplify 
current  public  he£ilth  reporting  requirements  and  provide  more 
useful  information  for  policymakers.  I  would  like  you,  if  you  could, 
to  tell  us  more  about  the  structure  and  goals  of  this  initiative.  I  un- 
derstand that  the  reporting  of  cancer  data  is  inconsistent  around 
the  country  and  falls  far  short  of  our  needs  for  improving  our  un- 
derstanding of  the  factors  that  contribute  to  this  disease.  Would 
this  integration  address  this  problem? 

Dr.  Satcher.  I  think  it  will  because  there  are  several  things  that 
we  are  concerned  about.  You  know,  we  have  had  this  theory  at 
CDC  for  a  little  over  a  year  and  they  have  made  the  first  report. 
Dr.  Lee  has  set  up  within  the  Public  Health  Service  a  data  policy 
program  headed  by  Michael  Ross  Lester.  And  so  that  task  force 
will  pull  in  people  from  all  of  the  Public  Health  Service  agencies. 
They  are  going  to  move  rapidly  over  the  next  few  months.  They 
will  be  looking  at  data  systems  throughout  the  Public  Health  Serv- 
ice. 

When  you  talk  about  CDC  alone,  you  are  talking  about  100  data 
systems.  One  of  the  real  problems  with  data  systems  right  now  is 
a  lack  of  coordination  and  communication  among  data  systems. 
That  is  one  of  the  major  thrusts  of  our  effort,  to  have  better  coordi- 
nation and  communication  among  data  systems. 

You  know,  one  data  system  might  give  the  number  of  people  in- 
volved in  violent  crime.  Another  might  give  the  number  in  alcohol 
abuse.  Another  in  use  of  tobacco,  but  the  problem  is  knowing 
whether  you  are  dealing  with  the  same  people  in  many  cases.  So 
those  are  the  kinds  of  things  that  we  are  trying  to  do — ^to  really  im- 
prove coordination  and  communication  among  data  systems. 

Congress  did  provide  CDC  with  $17  million  for  cancer  registers 
in  1994  and  that  will  fund  about  40  States,  so  we  are  trying  and 
working  at  the  State  level  to  improve  this  cancer  reporting  system. 

Mrs.  Lowey.  Thank  you.  I  personally  feel  this  is  so  very  critical 
and  I  would  hope  that  at  some  point  in  the  near  future  we  can  say 
it  happened.  It  seems  we  have  all  been  complaining  about  this 
problem  for  such  a  long  time. 

Dr.  Satcher.  Thank  you. 
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VIOLENCE  PREVENTION  PROJECTS 


Mrs.  LOWEY.  The  budget  provides  for  25  community  violence  pre- 
vention projects  in  19  States.  Can  you  tell  us  a  little  something 
about  what  do  you  hope  to  learn  from  these  projects  and  what  will 
be  the  cost  of  these  demonstrations? 

Dr.  Satcher.  Well,  I  will  give  you  some  examples.  I  know  we 
have  three  programs  that  we  call  demonstration  projects.  Those  are 
projects  where  we  have  worked  in  communities  to  develop  them, 
but  generally  we  require  in  these  projects  that  we  have  cooperation 
among  the  city  government,  the  criminal  justice  system,  the  public 
health  system,  the  school  system,  churches  in  the  community.  So 
it  has  to  be  a  comprehensive  effort  to  deal  with  the  problem  of  vio- 
lence. 

Thirteen  programs  are  primarily  evaluation  programs.  For  exam- 
ple, the  State  of  Georgia  has  just  announced  that  it  will  spend  $2 
million  in  a  conflict  resolution  program  in  the  school  system.  In  a 
situation  like  that,  what  CDC  would  like  to  do  would  be  to  provide 
the  evaluation  of  that  program.  So  when  you  say  violence  is  a  pub- 
lic health  problem,  we  are  saying  we  can  provide  surveillance  and 
identify  risk  factors  and  develop  interventions,  and  when  we  find 
that  a  community  or  a  State  or  a  city  has  an  intervention,  then  we 
like  to  evaluate  that  intervention  to  see  in  fact  whether  it  is  suc- 
cessful in  reducing  violence.  So  we  have  a  combination  of  strate- 
gies, seven  injury  centers,  research  centers  throughout  the  country; 
three  demonstration  projects  and  several  evaluation  programs. 

OCCUPATIONAL  HEALTH  HAZARDS 

Mrs.  LowEY.  Thank  you. 

The  budget  justification  discusses  a  new  CDC  initiative  aimed  at 
helping  small  businesses  to  reduce  occupational  health  hazards. 
The  budget  requests  an  additional  $5  million  for  this  activity.  What 
will  we  get  from  this  investment? 

Dr.  Satcher.  Primarily  improvement  in  the  research.  As  you 
know,  about  50,000  people  a  year  die  from  workplace-related  expo- 
sures and  also  you  probably  know  that  homicide  is  the  leading 
cause  of  death  for  women  in  the  workplace  in  this  country.  We  are 
trying  to  do  research  to  really  have  a  better  understanding  of  the 
relationship  between  workplace  exposures  and  human  health  ef- 
fects. 

We  are  trying  to  develop  refined  methods  for  defining  the  bio- 
logically relevant  increases  of  exposure,  trying  to  simulate  actual 
work  site  conditions  which  will  enable  knowledge  to  identify  critical 
factors  associated  with  injury  and  hazardous  exposures  and  to  de- 
velop interventions  that  address  these  critical  factors.  And  we  are 
trjdng  to  build  protective  technologies. 

For  example,  we  are  trying  to,  in  some  of  the  mining  industries, 
we  are  trying  to  replace  silica  because  silica  is  a  major  cause  of 
health  problems,  silicosis.  But  even  in  1994,  we  are  still  having  ex- 
cess exposure  to  silicosis. 

Asthma  related  to  workplace  exposure  is  a  growing  problem  in 
this  country.  So  there  are  several  areas  that  we  feel  we  need  more 
information  and  we  need  to  evaluate  some  of  the  interventions  and 
technologies  to  improve  them. 
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LEAD  POISONING  PREVENTION 

Mrs.  LowEY.  Thank  you.  The  CDC  has  requested  $34  miUion  for 
lead  poisoning  prevention  activities  which  are  designed  to  address 
the  most  common  environmental  diseases  of  young  children.  Given 
the  large  number  of  children  who  are  at  risk  for  this  problem,  do 
you  believe  we  should  be  moving  more  aggressively  and  with  more 
resources  to  prevent  and  detect  childhood  lead  poisoning?  If  you 
had  $100  million,  how  would  you  spend  it  to  address  this  problem? 

Dr.  Satcher.  Well,  it  is  a  difficult  question.  I  think  we  have 
made  a  lot  of  progress  with  lead,  as  you  know.  But  we  are  now  pro- 
jecting that  the  number  of  children  being  exposed  to  lead  at  a  level 
that  compromises  their  cognitive  functions  is  close  to  2  million  chil- 
dren, and  still  that  is  far  too  many  children. 

We  have  been  developing  technology  to  improve  the  detection  of 
lead  as  a  problem  both  from  the  standpoint  of  testing  of  children 
but  also  testing  of  various  sites  to  detect  that  people  are  being  ex- 
posed to  lead. 

CDC,  through  our  National  Center  for  Environmental  Health, 
has  been  on  the  forefront  of  developing  new  technology  to  improve 
the  rapid  assessment  of  lead  levels  and  so  we  believe  it  is  impor- 
tant that  we  be  in  a  position  to  more  rapidly  detect  elevated  lead 
levels  in  terms  of  exposures  and  elevated  lead  levels  in  the  blood 
of  children.  So  we  would  spend  the  money  if  we  had  it  to  improve 
our  ability  to  detect  exposure  to  lead  levels  in  various  sites  but  also 
we  would  be  concerned  about  how  to  more  accurately  compensate. 

For  example,  one  of  the  big  problems  we  have  is  what  do  you  do 
when  you  determined  in  1994  that  a  housing  project  has  lead-based 
paint?  It  is  not  easy,  as  we  found  in  a  project  in  St.  Louis.  The  clin- 
ic there  in  this  case  was  able  to  determine  the  kids  remaining  ex- 
posed to  lead,  but  when  the  requirement  was  placed  on  the  land- 
lord to  remove  it,  he  closed  the  projects.  So  we  are  working  with 
HUD  and  with  Labor  and  others  to  try  to  really  get  a  handle  on 
how  to  intervene  when  we  identify  a  problem.  But  we  are  con- 
cerned about  being  better  able  to  identify  exposures. 

COMPREHENSIVE  SCHOOL  HEALTH 

Mrs.  LowEY  [presiding].  The  budget  justification  refers  to  dra- 
matic cost  savings  associated  with  the  implementation  of  com- 
prehensive school  health  programs.  Can  you  tell  us  more  about  the 
types  of  programs  which  might  generate  these  kinds  of  savings  and 
what  kind  of  up-front  investments  might  be  necessary  to  imple- 
ment such  programs? 

Dr.  Satcher.  Well,  I  think  we  had  a  lot  of  experience  with  school 
health  programs  at  CDC  over  the  last  several  years,  and  in  the 
areas  where  we  know  that  prevention  has  a  dramatic  effect,  for  ex- 
ample, tobacco  control;  dietary  habits,  in  getting  more  fiber  in  the 
diet  of  children;  physical  activity,  less  than  30  percent  of  the  chil- 
dren, teenagers,  in  this  country  have  a  moderate  physical  activity 
program.  So  when  we  go  into  schools  with  school  health  programs, 
we  are  trying  to  deal  with  the  tobacco — for  example,  every  day 
3,000  new  teenagers  take  up  the  habit  of  smoking  in  this  country. 
Four  hundred  twenty  thousand  people  a  year  die  from  tobacco  in 
this  country,  so  it  is  obvious  that  is  an  area  where  we  can  make 
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progress.  We  could  make  significant  progress  if  we  could  get  more 
children  to  develop  physical  activity  programs  or  to  include  fiber  in 
their  diet.  So  we  have  got  an  external  source  to  do  an  assessment 
of  the  cost-effectiveness  of  school  health  programs  and  we  have  de- 
termined that  for  every  dollar  spent  we  save  an  average  of  $14. 

In  the  President's  Health  Security  Act,  we  ask  for  $50  million  for 
school  health  programs.  We  are  hoping  that  there  will  be  other 
sources  through  the  Department  of  Education  funding  and  through 
some  of  the  other  health  care  programs  that  will  allow  us  to  do 
more,  but  in  the  Health  Security  Act  we  ask  for  $50  million.  That 
is  $50  million. 

BREAST  AND  CERVICAL  CANCER 

Mrs.  LOWEY.  The  budget  material  refers  to  the  CDC's  breast  and 
cervical  cancer  screening  as  a  priority.  Why  hasn't  this  activity  re- 
ceived priority  in  the  budget  in  the  form  of  an  increase  that  would 
expand  the  program  to  more  States? 

Dr.  Satcher.  Well,  we  would  certainly  like  to  expand  the  pro- 
gram but  I  guess  that  gets  back  to  the  issue  of  how  do  we  continue 
to  contain  the  budget  in  this  country  and  also  to  try  to  have  quality 
programs.  And  so  we  are  put  in  a  position  of  having  to  try  to  de- 
velop strategies  to  expand,  if  you  will,  the  impact  of  our  programs. 
And  so  we  continue  to  work  with  States  to  try  to  get  new  informa- 
tion. For  example,  I  will  spend  a  day  in  New  York  City  looking  at 
the  breast  and  cervical  cancer  screening  program  there  where  we 
work  primarily  with  Columbia  University  and  Harlem  Hospital. 

We  have  now  in  1994  I  guess  18  States  where  we  have  com- 
prehensive programs  and  we  have  27  States  where  we  have  capac- 
ity building  programs.  The  difference  is  to  have  a  comprehensive 
program  costing  between  $2  million  and  $5  million.  For  about 
$200,000,  we  can  start  a  capacity  building  program  and  hopefully 
in  the  future  we  will  be  able  to  have  the  money  to  develop  com- 
prehensive programs  in  those  States  where  we  are  now  initiating 
capacity  building  programs. 

We  are  also  working  with  private  foundations  to  try  to  see  to 
what  extent  we  can  expand  some  of  those  programs  but  we  are  es- 
pecially trying  to  deal  with  what  works.  I  was  in  San  Antonio  last 
week  where  I  think  we  have  one  of  the  more  successful  programs 
in  terms  of  breast  and  cervical  cancer  screening  in  the  Hispanic 
population.  We  are  trying  to  identify  successful  strategies  and  fig- 
ure out  ways  to  propagate  those,  if  you  will,  into  other  communities 
at  lower  cost. 

VIOLENCE  AGAINST  WOMEN 

Mrs.  LowEY.  Thank  you.  Your  testimony  also  refers  to  an  effort 
to  formalize  CDC's  agenda  in  the  area  of  women's  health  and  em- 
phasize crosscutting  initiatives.  What  kind  of  a  comprehensive  ini- 
tiative could  you  conceive  of  in  the  area  of  violence  against  women? 

Dr.  Satcher.  Well,  I  would  say  that  we  sort  of  think  about  pre- 
vention from  three  perspectives.  In  primary  prevention,  we  try  to 
ask  the  question  what  are  the  causative  factors  and  to  identify  peo- 
ple who  are  at  risk.  And  we  know  that  there  are  certain  people  who 
are  more  likely  to  be  perpetrators  of  violence  against  women  and 
others  based  on  their  own  history.  So  we  have  some  programs  that 
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look  specifically  at  trying  to  identify  people  who  are  at  risk  for 
being  perpetrators  and  we  try  to  identify  risk  situations. 

We  also  have  women  coming  into  the  emergency  room.  We  esti- 
mate I  believe  that  about  a  third  of  the  women  come  into  the  emer- 
gency room  because  of  domestic  violence,  even  though  that  often 
does  not  get  identified  and  reported.  We  are  trying  to  significantly 
improve  the  reporting  systems  so  that — we  call  this  secondary  pre- 
prevention — where  we  find  a  situation  where  a  woman  is  a  victim 
of  domestic  violence,  we  can  identify  that  rapidly  and  refer  to  the 
appropriate  services.  And  of  course  we  are  trying  to  be  more  re- 
sponsive to  situations  in  the  home  where  weapons  are  present. 

CDC  funded  the  study  that  was  published  last  year  in  the  New 
England  Journal  of  Medicine  by  Arthur  Kellerman,  when  a  family 
buys  a  gun  and  brings  it  into  the  home  for  protection,  it  is  far  more 
likely  that  that  gun  will  be  used  against  someone  in  the  home  ei- 
ther in  a  homicide  or  suicide  than  it  would  be  to  protect  someone 
in  that  family.  So  when  we  say  comprehensive  strategies,  we  are 
saying  strategies  that  deal  with  all  those  levels. 

LONG  ISLAND  STUDY 

Mrs.  LOWEY.  I  appreciate  that.  I  think  I  have  quoted  from  that 
study  many  a  time. 

Just  one  more  question,  then  I  will  submit  the  balance  for  the 
record. 

I  know  that  CDC  and  NCI  do  coordinate  and  I  would  be  inter- 
ested in  your  role  in  the  Long  Island  study  that  is  currently  going 
on  concerning  breast  cancer. 

Dr.  Satcher.  Well,  as  you  know,  that  study  has  identified  a  high 
incidence  and  prevalence,  I  guess  you  would  say,  of  breast  cancer 
in  women  in  that  area,  and  there  have  been  questions  about  the 
role  of  environmental  exposures  in  that. 

CDC  has  the  Agency  for  Toxic  Substance  and  Disease  Registry 
that  responds  to  requests  from  communities  to  evaluate  environ- 
mental toxic  exposures,  and  we  have  the  National  Centers  for  En- 
vironmental Health  that  does  basic  research  in  terms  of  the  impact 
of  exposures.  So  CDC  is  involved  in  research  to  try  to  see  if  there 
is  in  fact  an  environmental  factor  involved  in  the  increased  risk  for 
breast  cancer  in  that  area  and  several  other  areas  throughout  the 
country.  It  is  very  early  in  that  research  so  we  are  not  prepared 
to  say  that. 

I  think  obviously  one  argument  is  that  if  you  look  at  the  popu- 
lation there  and  look  at  all  of  the  background  of  people  there,  you 
would  predict  a  higher  risk  for  breast  cancer,  and  that  has  to  do 
with  a  lot  of  things  in  terms  of  risk  factors  for  breast  cancer.  But 
despite  that,  we  are  involved  in  research  to  try  to  evaluate  the  ef- 
fect of  exposures. 

DIABETES 

Mrs.  LowEY.  I  did  say  the  last  question  but  I  want  to  ask  you 
one  more.  It  is  estimated  that  only  50  percent  of  diabetes  sufferers 
in  New  York  know  they  have  the  disease,  and  with  all  of  the  evi- 
dence indicating  that  much  can  be  done  to  minimize  the.  suffering 
and  cost  of  diabetes,  wouldn't  an  expanded  effort  to  screen  high- 
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risk  individuals  be  cost-effective  and  why  isn't  the  CDC  moving  on 
this  front? 

Dr.  Satcher.  Well,  we  agree.  I  think  we  have  diagnosed  about 
7  million  cases  of  diabetes  in  the  United  States  and  we  easily  esti- 
mate that  there  are  14  million.  And  it  is  true,  that  many  of  the 
complications,  blindness  for  example,  the  loss  of  extremities,  could 
be  ameliorated  or  prevented  by  early  treatment.  And  we  learned 
from  our  study  last  year,  as  you  probably  know,  that  intense  treat- 
ment, very  close  control  of  the  blood  sugars  make  a  big  difference 
in  terms  of  complication. 

We  didn't  have  the  data  before  but  we  have  it  now  showing  that 
it  makes  a  difference,  so  we  believe  that  it  is  a  wise  investment 
that  is  cost-effective,  and  it  is  just  a  matter  of  making  tough 
choices  and  we  found  ourselves  in  that  situation  again. 

Mrs.  LOWEY.  Dr.  Satcher,  I  want  to  thank  you  again  for  appear- 
ing before  us  and  wish  you  good  luck. 

Dr.  Satcher.  Thank  you. 

Mrs.  LowEY.  Thank  you.  This  hearing  is  adjourned  until  1:30. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record.] 
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HIV/AIDS 

Mr.  Smith:   We  understand  that  CDC  is  planning  to  release  new 
estimates  later  this  year  of  the  number  of  HIV-infected  individuals 
in  the  U.S.,  and  that  the  estimate  is  likely  to  be  lower  than  earlier 
projections.   What  conclusions  should  we  draw  from  this? 

Dr.  Satcher:   Although  researchers  have  not  yet  calculated  new 
estimates,  the  most  recent  information  indicates  that  the  earlier 
estimate  of  1  million  HIV-infected  persons  in  the  United  States  may 
have  been  somewhat  too  high.   CDC  does  not  believe  that  overall 
seroprevalence  rates  are  decreasing,  however,  but  are  likely 
remaining  stable  as  an  estimated  50,000  persons  die  of  AIDS  each 
year. 

The  1989  estimate  of  1  million  HIV-infected  persons  was  derived 
from  available  data  by  using  a  method  called  back-calculation.   This 
method  is  based  on  data  from  AIDS  case  surveillance  and  estimates  of 
the  incubation  period  from  HIV  infection  to  AIDS.   Since  that  time, 
additional  information  on  the  extent  of  HIV  infection  in  this  country 
has  become  available,  primarily  through  the  "HIV  family  of  surveys," 
a  series  of  HIV  seroprevalence  surveys  conducted  among  designated 
subgroups  of  the  U.S.  population.   In  particular,  the  survey  of 
childbearing  women,  an  anonymous  serosurvey  begun  in  most  areas  in 
1989,  provides  population-based  information  on  the  prevalence  of  HIV 
infection  £unong  women  delivering  live-born  infants  in  the  United 
States.   Information  from  this  survey,  along  with  additional 
information  from  other  studies/surveys  combined  with  the  male-to- 
female  ratio  of  reported  AIDS  cases,  can  be  used  to  estimate  the 
extent  of  HIV  infection  in  the  U.S.  population  as  a  whole. 

Mr.  Smith:   You  are  requiring  AIDS  grantees  to  use  a  new 
planning  process  in  order  to  receive  1995  funding.   Tell  us  a  little 
more  about  how  you  expect  the  planning  process  to  work. 

Dr.  Satcher:   In  fiscal  year  (FY)  1993,  CDC  began  to  initiate  an 
HIV  community  planning  process  to  more  effectively  tailor  prevention 
programs  to  the  needs  of  the  communities  that  they  serve.   The 
supplemental  guidance  on  HIV  prevention  community  planning  was  sent 
to  all  65  grantees  (50  States,  7  territories,  6  cities,  the  District 
of  Columbia,  and  Puerto  Rico)  in  December  1993.   A  total  of  $12 
million  was  allocated  to  grantees  to  support  this  new  planning 
process.   Half  of  the  funds  was  released  to  grantees  in  January  1994 
upon  receipt  of  a  letter  of  assurance  that  they  would  meet  the 
criteria  outlined  in  the  guidance  document.   The  remaining  half  of 
the  planning  funds  was  released  after  February  28,  when  grantees 
submitted  to  CDC  a  plan  outlining  how  they  proposed  to  implement  the 
planning  process. 

Grantees  are  now  in  various  stages  of  forming  their  planning 
groups  and  holding  meetings.   The  groups  must  be  composed  of  persons 
representing  the  population  characteristics  of  the  current  and 
projected  HIV/AIDS  epidemic  (age,  gender,  race/ethnicity, 
socioeconomic  status,  geographic  distribution,  sexual  orientation, 
and  exposure  category);  State  and  local  health  departments;  State  and 
local  education  agencies  and  other  relevant  governmental  agencies 


331 


(substance  abuse,  mental  health,  corrections);  experts  in 
epidemiology,  behavioral  and  social  sciences,  evaluation  research, 
and  health  planning;  and  representatives  of  a  sample  of  governmental 
and  non-governmental  organizations  providing  HIV  prevention  and 
related  services  (STD,  TB,  substance  abuse  prevention,  mental  health 
services,  HIV  care  and  social  services).   After  the  groups  have  been 
formed,  they  are  charged  with  assessing  the  present  and  future 
extent,  distribution,  and  impact  of  HIV/AIDS  in  defined  populations; 
assessing  existing  community  resources;  identifying  unmet  needs  by 
defined  populations  and  by  specific  strategies  and  interventions; 
prioritizing  these  needs  by  population  and  specific  intervention; 
developing  a  comprehensive  HIV  prevention  plan  consistent  with  the 
identified  needs;  and  evaluating  the  effectiveness  of  the  planning 
process.   The  grantee's  application  to  CDC  for  FY  95  prevention  funds 
(due  October  3,  1994)  should  be  based  on  the  priorities  established 
by  the  community  planning  group.   This  application  will  be 
accompanied  by  a  letter  of  concurrence  or  non-concurrence  from  the 
co-chairs  of  the  community  planning  group(s)  in  that  jurisdiction. 

This  guidance  represents  a  significant  step  forward  in  the 
planning  of  culturally  competent  and  scientifically  sound  HIV 
prevention  services.   It  outlines  a  process  whereby  the 
identification  of  high-priority  prevention  needs  is  shared  between 
the  health  department  administering  the  prevention  funds  and 
representatives  of  the  communities  for  whom  the  services  are 
intended.   In  addition  to  including  representatives  of  affected 
populations,  the  HIV  prevention  community  planning  process  embraces 
the  notion  that  behavioral  and  social  sciences  must  play  a  critical 
role  in  the  development,  implementation,  and  evaluation  of  HIV 
prevention  programs  within  a  given  community. 

Mr.  Smith:   Will  community-based  organizations  continue  to 
receive  direct  funding  from  CDC  or  will  AIDS  money  be  funnelled 
through  State  and  local  health  departments  as  part  of  the  planning 
process? 

Dr.  Satcher:   The  1994  Conference  Report  states  that  "CDC  is 
encouraged  to  continue  the  direct  funding  of  community-based 
organizations  (CBOs)  until  such  time  as  comprehensive  reforms  are  in 
place  and  evaluated."   CDC — in  order  to  avoid  gaps  in  services  and  to 
continue  its  valuable  partnership  with  CBOs — plans  to  maintain  the 
direct  funding  of  CBOs  until  the  effectiveness  of  the  community 
planning  process  has  been  evaluated. 

Mr.  Smith:   There  has  been  criticism  of  the  quality  of  some  of 
the  AIDS  counseling  and  testing  programs  funded  by  CDC,  such  as  the 
lack  of  followup  on  patients  with  positive  test  results.   What  steps 
are  you  taking  to  improve  the  quality  of  these  programs? 
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Dr.  Satcher:   For  the  last  several  years  CDC  has  also  been 
concerned  about  the  (juality  of  publicly  funded  HIV  counseling  and 
testing.   A  number  of  steps  are  being  taken  to  address  this  issue. 
Quality  deficiencies  have  been  identified  by  internal  program 
assessments  and  by  external  review  groups.   As  a  result,  staff  have 
made  specific  recommendations  to  target  programs  to  persons  most  in 
need,  to  improve  quality  assurance  activities,  to  provide  additional 
training,  and  to  conduct  more  research. 

In  addition,  CDC  convened  a  group  of  expert  consultants  who  were 
instrumental  in  developing  technical  guidance  on  HIV  counseling, 
which  was  published  in  the  Morbidity  and  Mortality  Weekly  Report. 
Along  with  guidance  on  enhanced,  client-centered  counseling,  this 
article  specifically  addresses  for  the  national  public  health 
audience  the  issues  of  follow-up  of  HIV-positive  persons.   These 
principles  have  been  incorporated  into  widely  distributed  CDC- 
sponsored  national  training  materials  and  courses,  and  have  been 
incorporated  into  the  programmatic  requirements  of  grantees  who 
receive  funding  from  CDC. 

CDC, in  collaboration  with  HRSA,  established  a  multi-site 
demonstration  project  of  referrals  of  HIV-infected  persons  from  HIV 
counseling  and  testing  into  a  network  of  needed  health  services. 
Information  from  this  demonstration  project  has  been  provided  to 
health  professional  organizations  and  to  Public  Health  Service 
programs  involved  in  related  activities. 

Mr.  Smith:   Does  counseling  and  testing  consume  an  appropriate 
share  of  your  total  AIDS  prevention  budget  or  are  you  rethinking  this 
allocation? 

Dr.  Satcher:   In  fiscal  year  1993,  expenditure  of  at  least  $102 
million  by  CDC  for  HIV  counseling  and  testing  was  mandated  in  the 
report  from  the  Congressional  Appropriations  Committee.   The  final 
CDC  allocation  for  HIV  counseling  and  testing  in  1993  was  $103.3 
million  which  represented  21  percent  of  CDC's  total  HIV  prevention 
budget  of  $498.2  million.   In  fiscal  year  1994,  the  Congressional 
Appropriations  Committee  did  not  mandate  an  amount  to  be  used  for  HIV 
counseling  and  testing  and  $108.4  million  was  allocated,  representing 
20  percent  of  CDC's  total  HIV  prevention  budget  of  $543  million.   CDC 
anticipates  that  allocations  for  HIV  counseling  and  testing  as  a 
proportion  of  its  entire  HIV  prevention  budget  will  continue  to 
change  in  fiscal  year  1995,  particularly  as  a  result  of  the  locally 
based,  participatory  HIV  prevention  community  planning  process  that 
is  being  implemented  in  all  States,  territories,  and  cities.   In 
1995,  priorities  for  funding,  such  as  for  HIV  counseling  and  testing, 
are  expected  to  be  locally  determined  and  based  on  local  needs. 

CHILDHOOD  IMMUNIZATION 

Mr.  Smith:   In  the  debate  last  year  about  creating  an 
entitlement  immunization  program,  very  low  vaccination  rates  for  two- 
year-olds  were  quoted.   Data  reported  by  CDC  in  January  seem  to 
indicate  higher  rates  —  80  percent  or  more  in  many  populations. 
What  is  the  reason  for  the  apparent  change  in  the  data? 
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Dr.  Satcher:   For  the  period  1985-1990  CDC  was  unable  to  collect 
current  national  immunization  level  data.   The  immunization  coverage 
data  that  was  collected  prior  to  1985  was  presented  by  individual 
antigens  (3+  DTP,  3+  polio,  measles,  mumps,  and  rubella). 
Retrospective  data  was  first  collected  in  1991  from  the  immunization 
records  of  children  entering  school  to  determine  what  their 
immunization  status  was  when  they  were  2  years  of  age.   Also 
beginning  in  1991,  current  data  on  national  series  complete  coverage 
levels  began  to  be  collected.   These  data  were  analyzed  to  help 
determine  individual  State/ locality  and  national  progress  toward  the 
Year  2000  objectives  of  90  percent  series  complete  immunization 
coverage  (4  DTP,  3  polio,  and  a  measles-containing  vaccine).   Never 
before  had  vaccination  coverage  in  the  United  States  been  presented 
in  such  a  manner. 

National  estimates  for  vaccination  coverage  were  collected 
through  the  National  Health  Interview  Survey  (NHIS).   The  1992 
estimates  indicated  a  substantial  increase  in  vaccination  coverage 
for  2-year-old  children.   We  believe  that  the  primary  reason  for 
these  increases  were  due  to  a  change  in  the  interview  protocol.   The 
NHIS  interview  protocol  was  modified  beginning  with  the  1992  NHIS. 
This  modification  was  made  to  improve  the  accuracy  of  the  estimates, 
resulting  from  the  experience  gained  during  the  conduct  of  the  1991 
NHIS.   In  1991,  respondents  were  required  to  specify  the  exact  ages 
at  which  vaccinations  were  administered  for  the  full  number  of  doses 
to  be  credited;  however,  some  parents  had  difficulty  recalling  the 
exact  ages  at  which  their  child  received  vaccinations.   As  a 
consequence,  in  1992,  a  parental  response  that  the  child  had  received 
all  doses  of  a  particular  antigen  was  accepted;  retrospective  studies 
have  shown  this  methodology  has  enhanced  the  accuracy  of  data. 

In  view  of  this,  the  1992  results  are:   55%  for  4  DTP,  3  Polio, 1 
MMR;  83%  for  one  dose  of  measles  containing  vaccine;  72%  for  three  or 
more  doses  of  polio  vaccine;  59%  for  four  of  more  doses  of  DTP  and 
83%  for  three  or  more  doses  of  DTP. 

Mr.  Smith:   How  many  children  will  receive  immunizations  through 
the  HCFA,  CDC  and  State  vaccine  purchase  programs? 

Dr.  Satcher:   Based  on  data  from  an  April  1994  survey  of  the 
States,  CDC  estimates  that  57  percent  of  a  birth  cohort  will  be 
covered  through  the  Vaccines  for  Children  program  (HCFA  funds)  which 
includes  all  children  enrolled  in  Medicaid,  those  with  no  health 
insurance,  American  Indian,  Alaskan  Natives  and  the  underinsured 
(those  whose  health  insurance  does  not  include  vaccines  as  a  covered 
benefit)  served  through  Federally  Qualified  Health  Centers  or  Rural 
Health  Clinics.   CDC  estimates  another  6  percent  will  be  covered 
through  317  grant  purchase  of  vaccine  and  11  percent  through  State 
vaccine  purchase,  for  a  total  coverage  of  approximately  74  percent. 

Mr.  Smith:   What  share  of  the  total  child  population  will  be 
covered? 

Dr.  Satcher:   Medicaid  enrollment  declines  as  children  grow 
older.   However,  the  total  population  covered  through  18  years  of  age 
through  a  combination  of  VFC,  grant  and  State  vaccine  purchases  may 
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exceed  70  percent  of  those  age  cohorts  for  whom  vaccination  is 
recommended  (those  children  who  are  in  their  first  year  of  life, 
second  year  of  life,  4-5  years  old,  and  14-15  years  old). 

Mr.  Smith:   Do  you  expect  most  of  these  children  to  receive 
their  immunizations  at  public  clinics  or  through  private  doctors? 

Dr.  Satcher:   Based  on  State  estimates,  58  percent  of  children 
will  receive  their  immunization  through  private  doctors.   The  actual 
proportion  of  all  children  to  be  served  through  the  private  health 
care  sector  will,  of  course,  be  dependent  on  the  number  of  private 
providers  who  participate  in  the  VFC  program. 

Mr.  Smith:   How  much  vaccine  do  you  expect  States  to  purchase 
with  their  own  funding  through  the  State  purchase  program? 

Dr.  Satcher:   States  estimated  that  in  1995  they  will  purchase 
$109  million  worth  of  vaccine  through  State  purchase  programs. 

Mr.  Smith:   Your  1995  budget  proposes  $83  million  for  vaccine 
purchases  through  CDC's  discretionary  program.   Why  is  there  a  need 
for  CDC  to  continue  to  purchase  vaccines? 

Dr.  Satcher:   The  national  goal  is  to  ensure  that  90  percent  or 
more  of  all  children  are  appropriately  immunized.   It  will  be 
important  that  public  health  clinics  continue  to  immunize  every  child 
that  presents,  including  those  not  covered  by  the  VFC  program. 
Funding  is  also  needed  for  mass  immunization  programs  necessitated  by 
disease  outbreaks  and  community  initiatives  such  as  school  and  Head 
Start  immunization  campaigns.   It  is  estimated  that  as  many  as  30 
percent  of  our  nation's  children  do  not  have  insurance  for 
immunization  and  do  not  qualify  for  Medicaid,  but  are  "near  poor". 
Many  of  the  underinsured  children  will  not  have  adequate  access  to 
VFC  vaccine  and  those  children  who  are  "near  poor"  would  not  be 
eligible  for  VFC  vaccine,  therefore  they  would  not  receive  vaccine  if 
CDC  discretionary  or  State  and  local  resources  were  not  availadjle  to 
provide  vaccine. 

Mr.  Smith:   Isn't  the  public  sector  need  satisfied  through  the 
HCFA  and  State  purchase  programs? 

Dr.  Satcher:   The  HCFA  funds  will  only  provide  vaccine  for  VFC 
eligible  children.   State  purchases  will  not  be  sufficient  to  serve 
that  portion  of  children  who  are  not  eligible  for  VFC,  but  present 
for  immunization  at  public  clinics. 

Mr.  Smith:   Is  it  Public  Health  Service  policy  to  move  toward 
universal  immunization  through  the  combination  of  the  three  vaccine 
purchase  progrcuns? 

Dr.  Satcher:   The  current  legislation  places  the  policy  decision 
to  purchase  vaccine  sufficient  to  assure  universal  coverage  at  the 
discretion  of  the  States.   Our  goal  is  to  provide  assistance  to 
States  to  ensure  access  to  immunization  for  all  children  who  are 
dependent  on  the  public  health  care  sector.   Without  this  assistance. 
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neither  the  1996  goals  of  the  President's  Childhood  Immunization 
Initiative  nor  the  Year  2000  goals  can  be  reached. 

Mr.  Smith:   Will  any  vaccines  purchased  with  Federal  funds  go  to 
children  who  are  not  from  low-income  families? 

Dr.  Satcher:   Yes,  by  law  the  VPC  program  will  cover  vaccine 
purchase  for  all  American  Indians  and  Alaskan  natives  and  the 
underinsured  at  FQHCs  and  rural  health  clinics,  not  all  of  whom  are 
from  low-income  families.   Also,  public  health  clinics  have  found  it 
is  not  economically  efficient  to  routinely  screen  patients  concerning 
income.   State  policies  usually  promote  the  immunization  of  all 
children  who  present  at  public  clinics  -  most  are  lower  income. 

Mr.  Smith:   If  the  President's  health  care  pleui  is  enacted,  will 
these  vaccine  purchase  programs  become  unnecessary? 

Dr.  Satcher;   The  Health  Security  Act  will  provide  first  dollar 
coverage  for  vaccines  and  programs  for  vulnerable  populations  should 
provide  coverage  for  undocumented  aliens.   Report  cards  to  rate 
providers  will  assess  whether  the  whole  population  is  vaccinated. 
Thus  the  public  purchase  prograuns  may  be  unnecessary.   However,  it  is 
possible  that  the  large  scale  purchase  programs  will  represent  great 
savings  because  they  eliminate  marketing  expenditures  and  separate 
delivery  costs.   Thus,  continuation  should  not  be  ruled  out  and  may 
be  favored  by  some  manufacturers. 

Mr.  Smith:   Your  1995  budget  requests  $208  million  for 
immunization  infrastructure  grants  for  selected  cities.   Are  these 
short-term  grants  or  do  you  consider  this  an  ongoing  Federal 
responsibility? 

Dr.  Satcher;   I  believe  that  supporting  the  immunization  service 
delivery  infrastructure  will  be  an  ongoing  Federal  responsibility 
until  health  care  reform  can  provide  every  one  of  our  Nation's 
children  a  "medical  home"  where  each  one  can  receive  immunization 
services  as  a  routine  part  of  ongoing  primary  care. 

Mr.  Smith:   How  are  the  grantees  using  their  infrastructure 
funding? 

Dr.  Satcher:   Immunization  grantees  are  authorized  to  use  their 
infrastructure  funding  to: 

(1)  enhance  the  delivery  of  immunization  services  (expanding  clinic 
hours  to  evenings  and  weekends,  opening  new  clinics, 
establishing  fast-lane  immunization  clinics,  etc.); 

(2)  improve  methods  for  measuring  and  monitoring  immunization 
coverage  at  the  State  and  local  levels,  emd; 

rr 

(3)  undertake  a  variety  of  information  and   education  activities. 

During  the  first  two  years  that  this  funding  has  been  availetble, 
grantees  have  focused  primarily  on  enhancing  immunization  service 
delivery  capabilities,  especially  those  services  delivered  by  public 
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health  departments.   The  primary  focus  of  the  grantees  has  been  to 
ensure  that  public  sector  immunization  services  are  readily  available 
and  accessible. 

Mr.  Smith:   CDC  reports  indicate  that  the  number  of  pertussis 
cases  is  growing,  despite  declines  in  cases  of  other  diseases  which 
share  the  vaccine.   What  is  behind  the  jump  in  pertussis  cases? 

Dr.  Satcher:   The  recent  increase  of  reported  pertussis  cases 
(provisional  total  of  6,466  in  1993,  the  highest  since  1967)  is  of 
serious  concern.   Nevertheless,  it  still  represents  a  97%  reduction 
from  the  pre-vaccine  era  peak  year  of  1934  when  265,269  pertussis 
cases  and  7,518  deaths  due  to  pertussis  were  reported.   The  incidence 
of  pertussis  reported  through  the  first  16  weeks  of  1994  is 
comparable  to  that  reported  through  a  similar  period  in  1993. 

The  causes  for  this  increase  in  the  reported  incidence  of 
pertussis  are  not  clear.   Since  the  proportion  of  reported  pertussis 
cases  among  children  aged  1-4  years  has  remained  stable  during  1980- 
1993,  the  increase  in  pertussis  incidence  does  not  appear  to  be 
related  either  to  a  recent  decrease  in  vaccination  coverage  (DTP 
vaccine  coverage  in  preschool  children  has  actually  increased  since 
1991)  or  to  a  substantive  reduction  in  DTP  vaccine  efficacy. 
Nevertheless,  CDC  has  initiated  a  study  to  evaluate  the  current  DTP 
vaccine  efficacy. 

The  proportion  of  reported  pertussis  cases  among  persons  aged 
>10  years  has  increased  —  from  15.1%  during  1977-1979  to  19.8% 
during  1980-1989  and  26.9%  during  1992-1993.   This  increased 
incidence  in  adolescents  and  adults  could  reflect  increasing 
susceptibility  to  pertussis  in  this  age  group  due  to  waning  of 
vaccination-induced  immunity  and  a  reduction  of  natural  antibody 
boosting  (reduced  transmission  of  pertussis  due  to  herd  immunity)  in 
the  post  vaccination  era.   Increased  diagnostic  awareness  of 
pertussis  as  a  cause  of  cough  illness  among  adolescents  and  adults 
may  account  for  some  of  the  increase  in  reported  incidence  but  is 
unlikely  to  explain  the  consistent  trend  over  the  last  15  years. 

Pertussis  is  also  one  of  the  most  underreported  notifiable 
diseases  (reporting  completeness  to  CDC  is  probably  less  than  10%), 
and  some  of  the  increase  in  pertussis  incidence  may  be  due  to  a 
heightened  awareness  of  pertussis,  resulting  in  improved  reporting  of 
cases. 

Regardless  of  the  causes  of  the  recent  increases,  complications 
associated  with  pertussis  may  be  severe,  especially  among  infants, 
and  can  be  prevented  by  DTP  vaccination.   Suboptimal  coverage  with 
DTP  vaccine  among  2  year-old  children  and  the  fact  that  approximately 
50%  of  preschool-aged  children  with  pertussis  in  1993  were 
undervaccinated  underscores  the  importance  of  the -President 's 
initiative  to  achieve  90%  coverage  with  three  doses  of  DTP  vaccine  by 
1996. 

In  addition,  efforts  are  underway  to  determine  the  safety  and 
efficacy  of  new  acellular  pertussis  vaccines  in  infants  through  U.S.- 
sponsored  studies  in  Sweden  and  Italy.   If  these  studies  demonstrate 
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adequate  efficacy  of  these  vaccines  in  infants,  licensure  for  use  in 
infants  in  the  United  States  will  be  sought.   Ultimately,  these 
vaccines  should  improve  the  safety  and  acceptance  of  vaccination  to 
prevent  pertussis  in  infants,  and  may  allow  consideration  of  use  of 
this  vaccine  for  a  booster  vaccination  in  adolescents  or  adults. 

TUBERCULOSIS 

Mr.  Smith:   As  you  know,  the  1993  reconciliation  bill  created  a 
new  tuberculosis  treatment  benefit  in  the  Medicaid  progrcun.   Will  the 
CDC  tuberculosis  program  change  in  the  wake  of  expanded  Medicaid 

benefits? 

Dr.  Satcher:   Currently,  CDC  is  not  implementing  changes  in  the 
tuberculosis  elimination  grant  program  as  a  result  of  the  new 
tuberculosis  treatment  benefit  included  in  the  Omnibus  Budget 
Reconciliation  Act  of  1993  (OBRA),  P.L.  103-66.   Discussions  are 
continuing  with  Health  Care  Financing  Administration  (HCFA)  officials 
to  ascertain  how  this  optional  benefit  is  being  implemented. 
Adoption  of  this  expanded  coverage  by  states  is  voluntary. 
Consequently  it  is  too  early  to  know  the  impact  of  OBRA  93  on  TB 
control  programs. 

Mr.  Smith:  Last  month  CDC  announced  a  significant  decline  in  TB 
cases  in  1993,  even  in  such  trouble  spots  as  New  York  City.   How  do 
we  interpret  this  data? 

Dr.  Satcher:   The  CDC  is  confident  that  some  of  the  decrease 
reported  in  New  York  City  and  the  rest  of  the  Nation  is  the  direct 
result  of  enhanced  TB  control  efforts  over  the  past  few  years.   We 
have  targeted  the  increased  resources  appropriated  by  Congress  to 
ensure  the  most  effective  implementation  of  enhanced  TB  prevention 
and  control  activities. 

Although  some  of  the  decline  is  a  result  of  increased  TB  control 
activity,  some  of  the  decrease  may  be  an  artifact  and  related  to  the 
establishment  of  a  computerized  national  surveillance  system  with 
more  stringent  case  definitions.   It  will  take  additional  time  to 
evaluate  TB  case  trends  before  concluding  that  TB  is  under  control. 

Mr.  Smith:  Is  the  epidemic  coming  under  control? 

Dr.  Satcher:   CDC  is  confident  that  some  of  the  decrease 
reported  in  New  York  City  and  the  rest  of  the  Nation  is  the  direct 
result  of  enhanced  TB  control  efforts  over  the  past  few  years.   We 
have  targeted  the  increased  resources  appropriated  by  Congress  to 
ensure  the  most  effective  implementation  of  enhanced  TB  prevention 
and  control  activities. 

Although  some  of  the  decline  is  a  result  of  increased  TB  control 
activity,  some  of  the  decrease  may  be  an  artifact  and  related  to  the 
establishment  of  a  computerized  national  surveillance  system  with 
more  stringent  case  definitions.   It  will  take  additional  time  to 
evaluate  TB  case  trends  before  concluding  that  TB  is  under  control. 
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Mr.  Smith:  Does  CDC  have  reliable,  comprehensive  data  on  the 
number  of  multidrug-resistant  cases  of  TB  in  the  U.S.? 

Dr.  Satcher:  On  January  1,  1993,  CDC  implemented  a  newly 
expanded  national  surveillance  system  for  TB.   Prior  to  this  date, 
CDC  did  not  collect  drug  susceptibility  results  for  each  reported  TB 
case. 

In  1992,  as  a  result  of  the  recent  MDR  TB  outbreaks,  CDC 
undertook  a  study  to  determine  antituberculosis  drug  resistance 
patterns  of  reported  TB  patients  in  the  United  States.   The  study 
included  all  culture-positive  TB  cases  in  the  United  States  reported 
during  the  first  quarter  of  1991.   The  results  of  the  study  showed 
that  resistance  to  one  or  more  antituberculosis  drugs  occurred  in 
14.2%  of  cases.   Resistance  to  the  two  most  frequently  used  drugs, 
isoniazid  and  rifampin,  was  found  in  3.5  percent  of  cases  whose 
isolates  were  tested.   This  study  was  repeated  in  1993  using  culture- 
positive  TB  cases  reported  during  the  first  quarter  of  1992.   The 
results  did  not  change  significantly. 

With  the  new  TB  surveillance  system  implemented  in  1993,  CDC  has 
requested  that  state  and  big  city  health  departments  report  drug 
susceptibility  results  for  each  diagnosed  TB  patient.   As  of  May 
1994,  drug  susceptibility  results  were  reported  for  54  percent  of 
culture-  positive  cases  reported  to  CDC  in  1993.   However,  this 
varied  from  state  to  state  with  ten  states  reporting  over  90  percent 
of  the  culture-positive  cases.  CDC  will  work  with  the  reporting  areas 
to  improve  the  completeness  of  drug  susceptibility  reporting. 

Mr.  Smith:   Are  the  drug  resistant  cases  clustered  in  a  few 
geographic  locations? 

Dr.  Satcher:   The  recent  multidrug  resistant  outbreaks 
investigated  by  CDC  between  1990  and  1992  have  been  clustered  in  a 
few  states — New  York,  New  Jersey,  and  Florida. 

'  On  January  1,  1993,  CDC  implemented  a  newly  expanded  national 
surveillance  system  for  TB.   Prior  to  this  date,  CDC  did  not  collect 
drug  susceptibility  results  for  each  reported  TB  case.   In  1992,  as  a 
result  of  the  recent  MDR  TB  outbreaks,  CDC  undertook  a  study  to 
determine  antituberculosis  drug  resistance  patterns  of  reported  TB 
patients  in  the  United  States.   The  study  included  all  culture- 
positive  TB  cases  in  the  United  States  reported  during  the  first 
quarter  of  1991.   The  results  of  the  study  showed  that  resistance  to 
one  or  more  antituberculosis  drugs  occurred  in  14.2%  of  cases. 
Resistance  to  the  two  most  frequently  used  drugs,  isoniazid  and 
rifampin,  was  found  in  3.5  percent  of  cases  whose  isolates  were 
tested.   This  study  was  repeated  in  1993  using  culture-positive  TB 
cases  reported  during  the  first  quarter  of  1992.   The  results  did  not 
change  significantly. 

With  the  new  TB  surveillance  system  implemented  in  1993,  CDC  has 
requested  that  the  state  and  big  city  health  departments  report  drug 
susceptibility  results  for  each  diagnosed  TB  patient.   As  of  May, 
1994,  drug  susceptibility  results  were  reported  for  54%  of  culture 
positive  cases  reported  to  CDC  in  1993. 
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OCCOPATIONAL  SAFETY  &  HEALTH 

Mr.  Smith:   There  was  quite  a  bit  of  controversy  a  few  years  ago 
when  NIOSH  was  moved  out  of  Washington  to  Atlanta.  Now  you  intend  to 
move  part  of  the  NIOSH  headquarters  back  to  Washington.  Why  is  this 
move  necessary? 

Dr.  Satcher:   The  purpose  of  moving  the  NIOSH  headquarters  to 
Washington,  D.C.,  is  to  increase  the  visibility  of  occupational 
safety  and  health  and  to  facilitate  optimal  collaboration  between 
NIOSH  and  its  partner  organizations  in  industry,  labor,  and  the 
federal  government. 

Mr.  Smith:   How  many  people  do  you  anticipate  moving  back  to 
Washington  or  newly  hiring,  and  what  functions  will  they  have?  How 
much  will  this  cost  the  agency? 

Dr.  Satcher:   The  Washington  D.C.  headquarters  will  have  a  staff 
of  16,  an  increase  of  15,  including  Dr.  Rosenstock,  the  Director  of 
NIOSH.  The  functions  to  be  performed  by  the  staff  will  include  policy 
and  legislation,  health  communications,  euid  scientific  liaison 
between  NIOSH  and  other  federal  agencies  emd  partners  in  occupational 
safety  and  health.  The  cost  of  moving  the  headquarters  will  be 
approximately  $700,000. 

Mr.  Smith:   When  will  the  NIOSH  facility  in  West  Virginia  be 
occupied  and  operational?   How  many  staff  will  work  at  that  location? 

Dr.  Satcher:   The  new  occupational  safety  and  health  laboratory 
is  expected  to  be  completed  and  ready  for  occupancy  by  mid-1995.   The 
research  plan  for  the  new  West  Virginia  facility  calls  for  a  staff  of 
293. 

Mr.  Smith:   Since  your  staff  ceiling  is  scheduled  to  drop  by  143 
in  1995,  where  will  these  staff  come  from? 

Dr.  Satcher:   Of  the  303  positions  planned  for  the  West  Virginia 
facility,  41  are  currently  on-board.  Additional  FTEs  were  anticipated 
in  the  context  of  constructing  the  new  facility;  however  we  have 
received  3  FTEs  in  FY  1994  to  hire  the  division  director  and  two 
branch  chiefs,  but  additional  FTEs  are  not  proposed  in  the  FY  1995 
budget . 

STAFFING 

Mr.  Smith:   How  are  you  planning  to  absorb  the  loss  of  339  FTE 
in  1994  and  143  FTE  in  1995? 

Dr.  Satcher:   At  the  direction  of  the  Administration,  the  losses 
will  occur  through  attrition.   To  make  attrition  more  attractive,  the 
$25,000  bonus  and  "early  outs"  will  be  offered.   Since  the  loss  will 
be  accomplished  through  attrition,  the  actual  functions  affected  can 
not  be  determined  at  this  time.   ca>C  will  automate,  streamline,  and 
study  other  procedures  to  reduce  the  effects  of  these  FTE  losses. 
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Mr.  Smith:   Do  you  anticipate  needing  to  conduct  a  reduction-in- 
force  or  furloughs? 

Dr.  Satcher:   At  this  time  CDC  does  not  anticipate  a  need  for  a 
reduction- in-force  or  furloughs. 

Mr.  Smith:   With  the  continuing  pressures  to  reduce  Federal 
staffing,  are  you  reevaluating  CDC's  traditional  approach  of 
providing  hundreds  of  Federal  staff  to  assist  States  and  localities 
in  their  public  health  functions? 

Dr.  Satcher:   Yes,  we  are  reevaluating  the  use  of  field  staff. 
In  this  process,  we  have  to  consider  what  effect  a  change  in  the 
field  staff  policy  will  have  on  our  partners,  the  States.   Many 
States  currently  have  employment  freezes. 

CANCER  REGISTRIES 

Mr.  Smith:   How  many  States  are  receiving  assistance  from  the 
cancer  registries  program,  and  how  do  they  plan  to  spend  the  money? 

Dr.  Satcher:   In  FY  1994,  CDC  will  support  up  to  30  State  health 
departments  or  their  designees  to  improve  existing  State  cancer 
registries  so  that  they  are  statewide,  population-based,  and  meet 
minimum  standards  of  completeness,  timeliness,  and  quality.   Awards 
for  enhancement  of  existing  registries  will  be  made  through  a 
competitive  process  and  will  range  from  $150,000  to  $1,000,000,  with 
an  expected  average  award  of  $300,000. 

Up  to  10  State  health  departments  will  receive  cooperative 
agreements  for  the  planning  and  implementation  of  state-based  cancer 
registries  in  States  that  currently  have  very  limited  or  no  state- 
based  cancer  registries.   These  awards  will  range  from  $150,000  to 
$400,000  with  an  average  expected  award  of  $300,000. 

Awards  for  enhancement  of  current  registries  and  planning  of  new 
registries  are  expected  to  be  made  in  September,  1994. 

To  further  support  state-based  cancer  registries,  CDC  will 
provide  technical  assistance  in  the  development,  implementation,  and 
utilization  of  registries  and  will  collaborate  with  the  American 
Association  of  Central  Cancer  Registries  and  other  professional, 
academic,  and  voluntary  organizations  to  set  standards  and  provide 
training  and  additional  assistance  to  States. 

Mr.  Smith:   Is  your  long-term  goal  in  the  cancer  registries 
program  to  give  grants  to  all  States? 

.Dr.  Satcher:   A  national  network  of  cancer  registries  is 
critical  to  the  success  of  cancer  control  efforts  in  the  United 
States.   Comprehensive,  timely,  and  accurate  State  cancer  registry 
data  is  an  important  component  of  the  public  health  infrastructure. 
PHS  and  States  have  been  challenged  by  Healthy  People  2000  Objectives 
to  reduce  cancer  mortality  through  screening  for  early  detection, 
public  and  provider  education,  quality  assurance,  and  cancer 
surveillance.   Numerous  cancer  control  intervention  programs  have 
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been  initiated  to  reduce  morbidity  and  mortality  from  cancer; 
however,  data  to  monitor  the  impact  of  intervention  efforts  are  not 
uniformly  available  at  the  State  and   local  levels. 

Rapid  and  standardized  reporting  of  cancer  will  provide:   (1) 
timely  feedback  for  evaluating  progress  toward  achieving  cancer 
control  objectives,  including  the  Healthy  People  2000  Objectives;  (2) 
data  to  identify  reporting  variations  within  States,  among  States, 
and  among  regions;  (3)  guidance  for  health  resource  allocations;  (4) 
information  to  improve  planning  for  future  health  Cctre  needs;  and  (5) 
information  to  improve  planning  and  implementation  activities  related 
to  the  CDC  National  Breast  and  Cervical  Cancer  Early  Detection 
Program. 

Mr.  Smith:   Is  the  registries  assistance  startup  money  only  or 
will  there  be  a  continuing  commitment  of  federal  funds? 

Dr.  Satcher:   A  comprehensive,  population-based  cancer 
surveillance  system  is  a  critical  and  fundamental  component  of  the 
national  public  health  infrastructure. 

In  FY  1994,  CDC  will  support  up  to  30  State  health  departments 
or  their  designees  to  improve  existing  State  cancer  registries  so 
that  they  are  statewide,  population-based,  and  meet  minimum  standards 
of  completeness,  timeliness,  and  quality.   Up  to  10  State  health 
departments  will  receive  cooperative  agreements  to  plan  amd  implement 
state-based  cancer  registries  in  States  that  currently  have  very 
limited  or  no  state-based  cancer  registries. 

In  FY  1995,  CDC  will  continue  to  support  States  funded  in  1994 
and  provide  technical  assistance  to  support  this  critical  public 
health  surveillance  system. 

VACCINES  FOR  CHILDREN 

Mr.  Smith:   Provide  a  spreadsheet  that  shows  the  calculation  of 
the  $422  million  for  the  Vaccines  for  Children  program,  indicating 
the  number  of  children  times  the  nuaiber  and  type  of  dose  and  its 
price.   Include  assumptions  about  the  waste  factor. 

Dr.  Satcher:   Following  is  a  spreadsheet  that  summarizes  the 
results  of  a  January  1994  survey  where  the  States  estimated  their 
Vaccines  for  Children  (VFC)  vaccine  needs.   The  spreadsheet 
calculates  the  cost  of  the  vaccine  needed  for  VFC  based  on  the  number 
of  doses  of  each  vaccine  estimated  by  the  States  to  be  needed  to 
serve  the  VFC  eligible  population.   Since  the  States  did  not  include 
that  their  estimated  vaccine  needs  included  an  allowance  for  vaccine 
breakage  and  spoilage,  we  added  such  an  allowance  to  their  estimates. 
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Mr.  Smith:   Do  the  dose  prices  used  in  the  estimate  include  the 
excise  tax  and  delivery  cost? 

Dr.  Satcher:   The  estimates  include  the  excise  tax  and  delivery 
to  a  limited  number  of  locations  within  a  State  or  to  a  central 
warehouse.   The  prices  do  not  include  delivery  costs  to  all  public 
and  private  providers. 

Mr.  Smith:   How  many  doses  of  each  vaccine  were  requested  in 
your  contract  bids? 

Dr.  Satcher:   The  following  information  shows  the  current 
minimum  guarantee  and  the  estimated  maximum  quantity  for  each  of  our 
vaccine  solicitations: 


Vaccine 

Minimum  Guarantee 

DTP 

500,000  doses 

DTaP 

2,000,000  doses 

DT 

50,000  doses 

Td 

1,500,000  doses 

Hib 

1,000,000  doses 

DTP/Hib 

4,000,000  doses 

Hepatitis  B 

(pediatric) 

4,000,000  doses 

Hepatitis  B 

(adult) 

50,000  doses 

Hepatitis  B 

(high  risk) 

30,000  doses 

HBIG 

25,000  doses 

MMR 

6,000,000  doses 

MR 

10,000  doses 

Measles 

20,000  doses 

Mumps 

2,000  doses 

Rubella 

2,000  doses 

OPV 

9,000,000  doses 

E-IPV 

50,000  doses 

Estimated  Maximum 

4,600,000  doses 
8,000,000  doses 
300,000  doses 
5,000,000  doses 
6,300,000  doses 
13,200,000  doses 
16,000,000  doses 
3,500,000  doses 
125,000  doses 
125,000  doses 
13,000,000  doses 
45,000  doses 
150,000  doses 
15,000  doses 
20,000  doses 
23,000,000  doses 
175,000  doses 


Mr.  Smith:   What  is  the  universe  of  children  in  the  vaccine 
cohort  by  age  group?  Compare  this  to  the  number  of  children 
estimated  to  be  served  by  the  VFC,  Section  317  and  State  purchase 
programs . 


Dr.  Satcher:   Age  breakdowns  are  as  follows: 


Universe 


1  year: 

Ages  1-2  years: 
3-5  years: 
Ages  6-18; 
Total  Children: 


4.1  million 

8.2  million 

11.7  million 

47.8  million 
71.8  million 


VFC 
2.35  million 


State 
432,000 
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We  estimate  that  the  number  of  children  less  than  one  year  age 
covered  by  the  VFC  program  will  be  2.35  million;  covered  by  the 
immunization  grant  will  be  250,000  and  covered  by  State  vaccine 
purchase  will  be  432,000  children.   Coverage  of  other  age  groups 
through  18  years  should  approximate  the  number  for  the  less  than  one- 
year  age  group. 

Mr.  Smith:   What  percentage  of  the  VFC  vaccines  are  projected  to 
be  delivered  in  community  health  departments  versus  Federally 
qualified  health  centers  versus  rural  health  clinics  versus  private 
physicians? 

Dr.  Batcher:   CDC  estimates  that  approximately  38  percent  of  the 
VFC  vaccines  will  be  administered  in  community  health  departments 
with  up  to  an  additional  8  percent  covered  through  existing  FQHCs  and 
rural  health  clinics.   Information  should  be  available  through  HRSA's 
Bureau  of  Primary  Health  Care  on  the  proportion  of  children  covered 
by  the  VFC  program  to  be  served  in  FQHCs  versus  rural  health  clinics. 

Mr.  Smith:   How  many  private  physicians  are  expected  to 
participate  in  VFC,  and  what  share  of  all  pediatricians  and  general 
practitioners  does  this  comprise? 

Dr.  Satcher:   States  have  estimated  that,  for  the  first  year  of 
operations  of  the  VFC  program,  up  to  79,000  pediatricians  and  general 
practitioners  will  be  enrolled  in  the  program.   This  would  comprise 
about  50  percent  of  all  pediatricians  and  general  practitioners. 

Mr.  Smith:   Describe  in  more  detail  your  proposed  process  of 
deputizing  local  health  departments  to  deliver  VFC  vaccines  to 
underinsured  children  in  areas  without  FQHCs  or  rural  health  clinics. 

Dr.  Satcher:   FQHC  designation  of  providers  or  health 
departments  for  purposes  of  immunization  is  currently  under  review  by 
the  Department.   This  is  a  complicated  issue,  and  the  Department  is 
looking  at  this  issue  administratively  to  see  what  can  be  done.   We 
will  get  back  to  you  when  we  get  closer  to  a  solution. 

Mr.  Smith:   How  do  you  believe  this  complies  with  the  statutory 
definition  of  an  FQHC? 

Dr.  Satcher:   As  mentioned  previously,  the  Department  is  looking 
at  this  issue  administratively  to  see  what  can  be  done.   We  will  get 
back  to  you  when  we  get  closer  to  a  solution. 

Mr.  Smith:   Can  an  FQHC  deputize  a  local  health  department 
outside  its  own  service  delivery  area? 

Dr.  Satcher:   FQHC  designation  of  providers  of  health 
departments  for  purposes  of  immunization  is  currently  under  review  by 
the  Department.   However,  in  some  States  FQHCs  have  successfully 
designated  private  providers  as  their  agents  for  projects  like  child 
lead  screening.   This  is  usually  within  the  FQHC  detachment  area 
only. 
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Mr.  Smith:  How  many  counties  have  neither  FQHCs  or  rural  health 
clinics,  and  what  percentage  of  the  total  population  and  total  number 
of  counties  does  this  comprise? 

Dr.  Satcher:   Information  on  the  number  of  counties  which  have 
neither  Federally  Qualified  Health  Centers  (FQHC)  or  Rural  Health 
Clinics  will  be  available  from  the  Bureau  of  Primary  Health  Care 
(BPHC)  of  Health  Resources  Services  Administration  (HRSA)  soon.   We 
will  be  happy  to  share  this  with  the  Committee  when  it  is  available. 

Mr.  Smith:   Provide  a  ranking  by  State  of  access  to  FQHCs  and 
rural  health  clinics  for  purposes  of  the  VFC  program. 

Dr.  Satcher:   A  ranking  by  State  of  access  to  FQHCs  and  rural 
health  clinics  provided  below,  beginning  with  the  state  which  has  the 
greatest  ratio  of  FQHCs  to  population  in  the  0-4  year  age  range.   The 
number  of  FQHCs  includes  Community  and  Migrant  Health  Centers,  Rural 
Health  Centers,  Public  Housing  Health  Clinics,  Homeless  Health 
Clinics,  Look-Alike  and  Rural  Health  Clinic  sites.   The  population 
figures  were  obtained  from  1990  Census  data,  and  since  access  to 
FQHCs  is  the  issue  in  question,  the  geographic  area  of  each  state  was 
included  in  the  ranking  table,  with  area  in  square  miles  obtained 
from  the  Rand  McNally  Desk  Reference  World  Atlas. 
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Mr.  Smith:   How  many  underinsured  children  are  projected  to  lack 
access  to  FQHCs  or  rural  health  clinics? 

Dr.  Satcher:   The  number  of  underinsured  children  projected  to 
lack  access  to  FQHCs  or  Rural  Health  Clinics  is  calculated  from  a 
survey  conducted  by  the  National  Immunization  Program  of  State 
health  departments  during  April  of  1994.   The  total  number  of 
underinsured  children  is  estimated  by  the  States  to  be  882,074,  with 
the  number  of  underinsured  children  served  in  FQHCs  and  Rural  Health 
Clinics  estimated  to  be  99,749.   The  difference  of  782.325  is  the 
estimate  of  underinsured  children  projected  to  lack  access  to  FQHCs 
or  rural  health  clinics,  approximately  19  percent  of  one  birth 
cohort . 

Mr.  Smith:   What  are  the  latest  estimates  provided  by  the  States 
of  the  number  of  children  eligible  for  the  VFC  program? 

Dr.  Satcher:   The  States  have  estimated  that  2.35  million 
children,  or  57  percent  of  a  birth  cohort,  will  be  eligible  for  the 
VFC  program. 

Mr.  Smith:   How  many  VFC  doses  have  the  States  indicated  they 
want  delivered  to  a  central  distribution  point  versus  direct  delivery 
to  the  physicians  or  clinics? 

Dr.  Satcher:   All  States  have  not  yet  indicated  how  they  would 
like  the  VFC  vaccine  distributed.   States  are  to  report  to  CDC  their 
final  distribution  system  of  choice  by  June  1,  1994.   The  actual 
number  of  vaccine  doses  to  be  distributed  through  the  central 
warehouse  cannot  be  made  until  the  States  indicate  which  mechanism 
they  want  to  use  and  the  number  of  participating  providers  in  the  VFC 
program  by  State  can  be  established.   However,  we  estimate  that  40-60 
percent  of  all  VFC  vaccine  will  be  distributed  through  the  central 
warehouse. 

VACCINE  DELIVERY  COSTS 

:   Mr.  Smith:   What  will  be  the  Federal  cost  of  delivering  the  VFC 
vaccines  directly  to  physicians  or  clinics?   Break  out  costs  by  major 
category,  including  the  warehouse  storage,  shipping,  labor  costs,  and 
the  computer  data  base. 

Dr.  Satcher:   The  Federal  cost  of  delivering  VFC  vaccine  to 
participating  providers  is  estimated  to  be  $33  million  in  FY  1995. 
The  Federal  warehouse  will  cost  approximately  $6.9  million  ($5 
million  for  shipping,  $100,000  for  rent,  and  $1.8  million  for 
personnel).   Approximately  $18.6  million  will  go  to  the  28  States 
that  will  be  undertaking  distribution  to  participating  providers 
($3.6  million  for  shipping,  $6.6  million  for  the  storage  facilities 
and  packaging,  and  $8.4  million  for  personnel).   The  remaining  $7.5 
million  will  be  distributed  among  all  50  States  for  processing 
vaccine  orders. 
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Mr.  Smith:   Is  this  amount  included  in  the  $424  million  recfuest? 

Dr.  Satcher:   No,  the  $33  million  is  in  addition  to  the  $424 
million  request. 

Mr.  Smith:   What  distribution  costs  were  included  in  the 
reqpiest? 

Dr.  Satcher:   There  were  no  distribution  costs  included  in  the 
rec[uest  except  for  bulk  shipments  from  manufacturers  to  central 
distribution  points,  because  at  the  time  the  request  was  developed  we 
were  operating  under  the  assumption  that  the  VFC  legislation  required 
the  vaccine  manufacturers  to  bear  the  cost  of  all  vaccine 
distribution.   However,  when  the  vaccine  manufacturers  indicated  that 
they  could  not  eibsorb  these  costs  under  the  vaccine  price  caps  and 
were  not  likely  to  bid  under  such  circumstances,  the  Federal 
warehouse  distribution  mechanism  was  identified  as  a  means  of 
ensuring  the  vaccine  was  distributed  and  remain  within  the  spirit  of 
the  legislation. 

VACCINES  FOR  CHILDREN  -  CDC  WAREHOUSE 

Mr.  Smith:   What  percentage  of  the  total  VFC  purchase  is  assumed 
to  go  through  the  CDC  warehouse? 

Dr.  Satcher:   All  States  have  not  yet  indicated  how  they  would 
like  the  VFC  vaccine  distributed.   States  are  to  report  to  CDC  their 
final  distribution  system  of  choice  by  June  1,  1994.   The  actual 
number  of  vaccine  doses  to  be  distributed  through  the  central 
warehouse  cannot  be  made  until  the  States  indicate  which  mechanism 
they  want  to  use  and  the  number  of  participating  providei-s  in  the  VFC 
program  by  State  can  be  established.   However,  we  currently  estimate 
that  40-60  percent  of  all  VFC  vaccine  will  be  distributed  through  the 
central  warehouse. 

Mr.  Smith;   Does  CDC  have  any  previous  experience  with  direct 
distribution  of  vaccines? 

Dr.  Satcher:   No,  this  will  be  CDC's  first  experience  in 
coordinating  the  distribution  of  millions  of  doses  of  vaccine  to 
private  and  public  providers.   However,  this  will  be  a  collaborative 
effort  with  the  General  Services  Administration  which  has  decades  of 
experience  in  distributing  goods  around  the  world. 

VACCINE  FOR  CHILDREN  -  OPERATIONAL  DATE 

Mr.  Smith:   Will  the  CDC  system  be  operational  by  October  1, 

19947 

Dr.  Satcher:   Yes,  the  Federal  warehouse  will  be  ready  to  ship 
vaccine  during  the  last  part  of  August  and  in  September  so  that 
vaccine  will  be  available  to  every  participating  provider  for 
administration  to  VFC  eligible  children  beginning  October  1,  1994. 
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VACCINE  FOR  CHILDREN  -  DELIVERY  OPTIONS 

Mr.  Smith:   What  other  options  were  considered  for  the  delivery 
of  the  VFC  vaccines,  and  why  were  they  rejected? 

Dr.  Satcher;   The  following  options  were  considered  for  the 
delivery  of  the  VFC  vaccines: 

1)  Negotiate  the  vaccine  contracts  requiring  the  manufacturers  to 
deliver  vaccine  to  all  providers.   This  option  was  not  chosen 
because  the  vaccine  manufacturers  indicated  that  they  would  not 
bid  on  contracts  which  required  them  to  pay  for  delivery  costs 
to  as  many  as  79,000  providers  if  those  delivery  costs  were 
included  in  the  capped  price. 

2)  Pay  for  the  cost  of  delivering  VFC  vaccine  by  reprogramming 
Section  317  funds.   This  option  was  not  chosen  because  all  the 
funds  appropriated  in  FY  1994  and  requested  in  FY  1995  are 
needed  to  provide  the  other  essential  elements  of  the 
President's  Childhood  Immunization  Initiative.  Also,  staff  from 
the  Senate  appropriations  subcommittee  indicated  that  no 
discretionary  funds  may  be  used  to  pay  for  the  delivery  of 
vaccines  purchased  by  the  VFC  program. 

3)  Negotiate  a  contract  with  a  private  sector  firm  to  deliver 
vaccine  to  drop  points  within  the  States  which  have  agreed  to 
expand  or  establish  a  vaccine  distribution  system  and  deliver 
vaccine  to  the  providers  in  those  States  which  have  indicated 
that  they  will  not  expand  or  establish  a  delivery  system. 
Thiapption  was  not  chosen,  because  there  was  not  sufficient 
time  to  complete  the  contracting  process  and  have  the  VFC 
program  operational  by  October  1,  1994.   This  option  was  also 
more  costly  than  other  options  considered. 

4)  Through  a  reimbursable  agreement,  negotiate  with  another 
government  agency  to  deliver  vaccine  to  the  States  and  other 
providers.   This  option  was  selected  and  an  agreement  has  been 
reached  with  the  General  Services  Administration  to  carry  out 
this  activity. 

Mr,  Smith:   Who  will  bear  the  cost  of  delivery  in  the  optional 
State  purchase  vaccine  program? 

Dr.  Satcher:   In  every  instance  States  are  responsible  for  the 
costs  incurred  in  the  delivery  of  vaccines  purchased  using  State 
funds. 

VACCINE  FOR  CHILDREN  -  STATE  AWARDS 

Mr.  Smith:   How  much  funding  is  expected  to  remain  unobligated 
at  the  end  of  Fy94  and  available  in  FY95  for  Section  317  vaccine 
purchases? 
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Dr.  Satcher:   All  Section  317  Fy94  funds  will  be  obligated 

(awarded  to  States)  by  the  end  of  FY94.  However,  we  believe  that 

States  may  have  up  to  $20  million  still  available  for  the  purchase  of 
vaccine  at  the  end  of  FY  1994. 

Mr.  Smith:   What  is  the  estimated Fy9 5  state  savings  in  the 
Medicaid  program  from  VFC  purchases? 

Dr.  Satcher:   HCFA  estimates  that  the  Fy95  State  savings  in  the 
Medicaid  program  from  VFC  purchases  will  approximate  $170  million. 

VACCINE  FOR  CHILDREN  -  PURCHASE  PRICE 

Mr.  Smith:   What  percentage  of  all  vaccines  are  expected  to  be 
purchased  at  the  Federal  purchase  price  in  FY95  and  how  does  that 
compare  to  the  current  situation? 

Dr.  Satcher:   CDC  estimates  that  purchases  off  the  Federal 
vaccine  contracts  will  increase  from  a  50  percent  market  share  in  FY 
1994  to  a  share  between  60  and  80  percent  in  FY  1995.   The  majority 
of  this  increase  represents  the  purchase  of  vaccines  for  Medicaid 
children  through  the  Federal  contract,  which  represents  an  estimated 
50  percent  savings  on  the  unit  cost  per  vaccine  to  the  government  for 
the  purchase  of  these  vaccines.   Since  previously  States  provided 
approximately  50  percent  of  the  cost  per  vaccine,  the  cost  remains 
about  the  same  to  the  Federal  government  per  child.   The  volume  of 
children  served,  however,  is  expected  to  increase  because  of 
increased  access  through  service  delivery  improvements. 

Mr.  Smith:   How  many  States  presently  participate  in  the 
optional  State  vaccine  purchase  program,  and  how  many  are  expected  to 
join  in  FY95? 

Dr.  Satcher:   At  the  present  time  all  50  states  participate  in 
the  optional  State  purchase  program.   Based  on  State  responses  in 
January,  47  of  50  States  indicated  they  would  exercise  the  State 
option  to  purchase  vaccines  off  the  Federal  contracts. 

Mr.  Smith:   Does  your  program  have  a  maintenance  of  effort 
requirement  for  the  optional  State  purchase  and  delivery  program? 

Dr.  Satcher;   The  317  immunization  grant  program  does  not 
include  any  "maintenance  of  effort  requirements"  except  for  the  fact 
that  grant  funds  are  awarded  to  supplement  state  operations,  not 
supplant  them. 

VACCINE  FOR  CHILDREN  -  FEDERAL  ADMINISTRATION  COST 

Mr.  Smith:   How  was  the  estimate  of  $2  million  for  Federal  VFC 
administration  derived?   Provide  a  breakout  of  estimated  costs  and 
number  of  FTE  assumed. 

Dr.  Satcher:    The  estimate  for  the  Vaccines  for  Children 
Program  are  consistent  with  the  estimate  developed  by  the 
Congressional  Budget  Office  which  included  $2,000,000  for 
administrative  expense.   The  rec[uest  includes  an  estimated  $2,000,000 
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to  process  orders  from  the  States  and  from  an  estimated  79,000 
doctors  in  the  private  sector  (on  a  quarterly  basis)  who  will  be 
participating  in  the  VFC  program,  and  to  develop  data  on  the  number 
of  children  vaccinated.   The  funds  will  be  provided  to  States  in  the 
form  of  grants,  therefore  no  Federal  FTB  will  be  used. 

HIV/AIDS  -  INTRAMURAL  SPENDING 

Mr.  Smith:   Provide  a  breakout  of  FY  1994  intramural  AIDS 
spending  by  major  program  activity. 

Dr.  Satcher:   For  FY  1994,  CDC's  HIV/AIDS  program  has  a  total  of 
$139.1  million  for  intramural  activities.   The  breakdown  is  as 
follows: 

Basic  Science  Research:  $  5.1  million 

Surveillance:  $29.8  million 

Population-Based  Research:  $14.3  million 

Information  and  Education:  S89.9  million 

TOTAL  $139.1  million 


HIV/AIDS  -  COUNSELING  AND  TESTING 

Mr.  Smith:   What  is  the  average  return  for  followup  rate  for 
AIDS  counseling  and  testing?  What  is  the  range  of  followup  rates? 

Dr.  Satcher:   Data  from  publicly  funded  counseling  and  testing 
sites  nationwide  show  that  in  1992  the  overall  return  rate  to  receive 
HIV-antibody  test  results  and  post-test  counseling  was  56.3  percent. 
The  range  was  a  low  of  41  percent  at  STD  clinics  to  a  high  of  80.1 
percent  at  stand-alone  HIV  counseling  and  testing  sites. 

Additional  client  record  data  is  reported  by  39  (out  of  65) 
project  areas,  representing  70  percent  of  all  tests  and  73  percent  of 
all  positive  tests  reported  to  CDC.   The  client  record  data  show  that 
of  those  persons  testing  positive  for  the  HIV  antibody,  73.1  percent 
returned  for  the  test  results  and  post-test  counseling;  of  those 
testing  negative,  66.5  percent  returned. 

It  is  important  to  note  that  for  persons  tested  confidentially, 
there  is  a  mechanism  in  place  to  follow-up  with  them  if  they  do  not 
return  for  their  test  results.   Unfortunately,  for  persons  who  are 
anonymously  tested,  this  follow-up  option  cannot  be  exercised. 

TB  CASES 

Mr.  Smith:   Provide  a  table  indicating  the  total  number  of  TB 
cases  1990  -  1993  and  identify  to  the  extent  possible  the  subset  of 
multidrug  resistant  cases. 
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Dr.  Satcher:   The  total  ntimber  of  TB  cases  reported  from  1990 
through  1993  are  as  follows: 

YEAR  TOTAL  CASES  REPORTED 


1990 

25,701 

1991 

26,283 

1992 

26,673 

1993 

25,313 

Prior  to  the  implementation  of  the  newly  expanded  national 
surveillance  system  for  TB  on  January  1,  1993,  CDC  did  not  collect 
drug  susceptibility  results  for  each  reported  TB  case.   In  1992,  CDC 
undertook  a  study  to  determine  antituberculosis  drug  resistance 
patterns,  geographic  distributions,  demographic  characteristics,  and 
risk  factors  of  reported  TB  patients  in  the  United  States.   The  study 
included  all  culture-positive  TB  cases  in  the  United  States  reported 
during  the  first  quarter  of  1991.   The  results  of  the  study  showed 
that  resistance  to  one  or  more  antituberculosis  drugs  occurred  in 
14.2  percent  of  cases  nationwide.   Resistance  to  the  two  most 
frequently  used  drugs,  isoniazid  and  rifampin,  was  found  in  3.5 
percent  of  cases  whose  isolates  were  tested  against  both  drugs.  This 
study  was  repeated  in  1993  using  culture-positive  TB  cases  reported 
during  the  first  quarter  of  1992.   The  results  did  not  change 
significantly.   Nationwide,  the  proportion  of  cases  with  isolates 
resistant  to  one  or  more  drugs  decreased  from  14.2  percent  in  1991  to 
13.2  percent  in  1992. 

ADMINISTRATIVE  COSTS 

Mr.  Smith:   Identify  the  portion  of  each  line  item  that  is 
included  in  the  administrative  costs  calculation  on  page  10  of  the  FY 
95  budget  justification. 

Dr.  Satcher:  Administrative  costs  have  been  defined  to  include 
the  estimated  obligations  for  all  personnel  compensation  and 
benefits.   When  States  are  awarded  grants  emd  cooperative  agreements, 
they  often  request  that  in  lieu  of  financial  assistance  (cash)  they 
be  provided  direct  assistance  in  the  form  of  personnel,  supplies, 
etc.   For  that  reason,  the  administrative  cost  on  page  10  are 
estimated  to  be  portioned  among  the  line  items  as  presented  below. 
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FY  1995  BA 

1.  Prev.  Hlth.  Block  Grants   $2,282,000 

(a)  Grants   1,069,000 

(b)  Program  Support  1,213,000 

2.  Prevention  Centers   $0 

3.  Sexually  Transmitted  Diseases  $40,651,000 

(a)  Grants   29,241,000 

(b)  Program  Operations   11,410,000 

4.  Immunization   $27,742,000 

(a)  Grants   4,992,000 

(b)  Program  Operations   22,750,000 

5.  Infectious  Diseases  $33,020,000 

6.  Tuberculosis   $  4,493,000 

(a)  Grants   1,355,000 

(b)  Program  Operations   3,138,000 

7.  Chronic  &  Envir.  Dis.  Prev $42,434,000 

8.  Lead  Poisoning $  2,657,000 

9.  Breast/Cervical  Cancer   $  3,851,000 

10.  Injury $  5,491,000 

11.  Occupational  Safety  &  Health '.  .  $66,325,000 

(a)  Research   66,325,000 

(b)  Training 0 

12.  Epidemic  Services  $67,109,000 

13.  Health  Statistics  $35,302,000 

14.  HIV/AIDS   $68,749,000 

15.  Buildings  &  Facilities $0 

16.  Program  Management   $  3,132,000 

Subtotal  $403,148,000 
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NIOSH  OFFICE  -  WASHINGTON,  D.C. 

Mr.  Smith:   Provide  additional  detail  on  the  planned  Washington 
D.C.  NIOSH  office  —  number  of  FTE  by  type  of  position  and  grade. 

Dr.  Satcher:   The  functions  to  be  performed  by  the  16  staff  will 
include  policy  and  legislation,  health  communications,  and  scientific 
liaison  between  NIOSH  and  other  federal  agencies  and  partners  in 
occupational  safety  and  health.   Details  on  the  specific  positions 
are  currently  being  negotiated  with  the  local  federal  government 
employees  union  in  Atlanta  which  has  rec[uested  to  bargain  over  this 
issue. 

Mr.  Smith:   How  many  FTE  are  expected  to  be  new  hires  versus 
transfers? 

Dr.  Satcher:   This  has  not  been  determined. 

Mr.  Smith:   Office  space  and  location? 

Dr.  Satcher:   The  new  NIOSH  headquarters  is  located  in  the 
Hubert  Humphrey  building. 

Mr.  Smith:  Startup  and  annual  operating  cost,  etc. 

Dr.  Satcher:   Approximately  $700,000  will  be  required  to 
relocate  staff,  provide  equipment  and  supply  the  transfer  of  NIOSH 
headquarters.   Annual  operating  costs  are  estimated  to  be  $1,500,000, 
approximately  the  same  as  when  headquarters  was  located  in  Atlanta, 
Ga. 

BUILDINGS 

Mr.  Smith:   How  many  CDC  buildings  are  currently  under 
construction  or  in  the  planning  and  design  phase? 

Dr.  Satcher:   CDC  now  has  two  buildings  under  construction,  a 
laboratory  in  Morgantown,  W.Va.  and  an  office  building  at  the  Clifton 
Road  campus  in  Atlanta.   Two  laboratories  and  one  office  building  are 
in  the  planning  stage  to  be  constructed  in  Atlanta. 

Mr.  Smith:   Do  any  of  these  buildings  have  outstanding  costs 
that  have  not  been  appropriated? 

Dr.  Satcher:   None  of  these  buildings  have  outstanding  costs. 

Mr.  Smith:   Does  CDC  have  long-term  plans  to  consolidate  all 
Atlanta  facilities  at  one  campus  location? 

Dr.  Satcher:   Under  current  plans,  CDC  will  consolidate  Atlanta 
facilities  at  two  locations. 

Mr.  Smith:   Where  is  this  location? 

Dr.  Satcher:   The  locations  are  the  Clifton  Road  Campus  in 
DeKalb  County  and  the  Chamblee,  Georgia  campus. 
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Mr.  Smith:   Does  CDC  have  a  master  plan  for  development  and 
location  of  its  Atlanta  facilities? 

Dr.  Satcher:   CDC  does  have  a  facilities  master  plan  for 
Atlanta. 

Mr.  Smith;   If  so,  when  was  it  last  updated? 

Dr.  Satcher:   The  last  update  for  a  master  plan  was  1987.   We 
should  receive  the  latest  update  during  May  of  1994. 
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CHRONIC  FATIGUE  SYNDROME 

Mr.  Porter;   In  the  1994  report  the  Senate  earmarked  a  $2 
million  increase  in  funding  for  Chronic  Fatigue  Syndrome  activities 
for  a  total  of  $5  million.   How  is  this  funding  allocated?   Please 
provide  a  chart  by  function  for  the  record. 

Dr.  Satcher:   CDC  received  $4,684,000  in  FY  1994  for  chronic 
fatigue  syndrome  activities.  The  estimated  use  of  these  funds  by 
program  functional  area  is  as  follows: 

Chronic  Fatigue  Syndrome 
FY  1994  CDC  Budget 

Activity  Funds 

Surveillance  $1,055,315 

Epidemiology  $1,069,655 

Laboratory  Investigations  $2,372,406 

Information/Education  $   186,624 


TOTAL  $4,684,000 


Mr.  Porter:   Who  at  the  CDC  directs  CFS  activities? 

Dr.  Satcher:   Dr.  Brian  Mahy,  Director,  Division  of  Viral  and 
Rickettsial  Diseases  (DVRD),  National  Center  for  Infectious  Diseases, 
is  responsible  for  the  overall  direction  of  CFS  activities  carried 
out  by  CDC.   Dr.  William  Reeves,  Chief,  Viral  Exanthems  and 
Herpesvirus  Branch,  DVRD  is  responsible  for  the  day-to-day  program 
activities,  including  epidemiologic,  surveillance,  laboratory,  and 
educational  activities.   Dr.  Mahy  also  co-chairs,  with  the  Assistant 
Secretary  for  Health,  PHS,  the  DHHS  Interagency  Coordinating 
Committee  for  Chronic  Fatigue  Syndrome. 

Mr.  Porter:   Does  he/she  direct  allocation  of  the  full  amount 
dedicated  to  chronic  fatigue  activities? 

Dr.  Satcher:   CDC  administration  is  responsible  for  allocating 
the  funds  for  Chronic  Fatigue  Activities.   Dr.  Reeves  oversees  all  of 
the  contractual  funds  and  supplies  and  equipment  funds  associated 
with  the  CFS  activities.   However,  he  does  not  allocate  funds  for 
personnel  or  supplies  which  are  provided  centrally  by  CDC  to  the 
project  although  he  assists  in  identifying  the  personnel  involved  in 
CFS  activities. 

Mr.  Porter:   How  much  is  requested  in  1995  for  CFS  and  for  what 
activities?   Please  provide  a  chart  for  the  record. 
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Dr.  Satcher:   The  President's  FY  1995  Budget  Request  included 
$4,684,000  for  chronic  fatigue  syndrome,  the  same  level  as 
appropriated  in  FY  1994.   The  use  of  these  funds  is  projected  as 
follows: 

Chronic  Fatigue  Syndrome 
FY  1995  Budget  Request 


Activity 
Surveillance 
Epidemiology 

Laboratory  Investigations 
Information/Education 


Funds 
$1,055,000 
$1,070,000 
$2,372,000 
$   187,000 


TOTAL 


$4,684,000 
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POSITIONING  THE  CDC 

Mr.  Stokes:   Dr.  Satcher,  I  would  like  to  welcome  you  in  your 
first  appearance  before  our  subcommittee  as  the  Director  of  the 
Centers  for  Disease  Control  and  Prevention.   Dr  Satcher,  you  bring  a 
wealth  of  knowledge,  experience,  and  dedication  to  the  position. 
What  do  you  see  on  the  horizon  as  the  major  issues  that  will  confront 
the  CDC  over  the  next  few  years,  and  how  best  can  the  CDC  be 
positioned  to  respond  to  these  issues? 

Dr.  Satcher:   Apart  from  the  implication  of  Health  Reform  and 
the  role  that  prevention  must  play  in  any  final  plan,  there  are  a 
number  of  key  issues  for  our  agency  including: 

o     New  and  re-emerging  diseases  —  especially  infectious  disease 
threats 

o  Violence  and  what  is  happening  with  our  youth 

o  HIV/AIDS 

o  Childhood  immunization 

o  All  prevention  issues  among  underserved  populations 

As  far  as  positioning  ourselves,  surveillance  systems  should  be 
developed  to  provide  advance  warnings  of  new  or  reemerging  diseases 
that  occur  anywhere  in  the  world  to  allow  a  longer  period  of  time  in 
which  to  develop  prevention  strategies.   He  also  have  to  be  aware  of 
new  prevention  tools  being  developed  by  NIH  and  others  to  develop 
plans  for  their  implementation. 

LEAD  POISONING 

Mr.  Stokes:   The  congressional  justification  indicates  that 
approximately  3  million  children  have  enough  lead  in  their  blood  to 
cause  decreased  intelligence,  behavioral  problems,  and  delayed 
development.   Doctor,  are  we  making  any  real  progress  in  this  area, 
elaborate. 

Dr.  Satcher:   Blood  lead  levels  have  declined  in  the  last 
decade;  however,  high  rates  of  childhood  lead  poisoning  persist  in 
many  communities,  disproportionately  affecting  poor,  urban,  minority 
children.   The  Centers  for  Disease  Control  and  Prevention  (CDC)  is 
committed  to  eliminating  childhood  lead  poisoning  as  a  major  public 
health  problem  in  the  united  states  within  the  next  two  decades. 
The  specific  components  of  CDC's  effort  are  described  in  the 
Strategic  Plan  for  the  Elimination  of  Childhood  Lead  Poisoning,  which 
was  published  in  1991.   With  CDC  support,  thirty-seven  state  and 
local  health  agencies  have  developed,  expanded,  and  improved  their 
childhood  lead  poisoning  prevention  programs.   CDC  also  has  provided 
program  guidance  and  consultation  to  many  other  state  and  community 
government  agencies,  assisted  in  the  development  of  state  and  local 
laboratory  capacity,  and  has  developed  data  and  program  management 
software  in  support  of  state  and  local  program  activities.   As  a 
result,  in  FY  1993,  nearly  1.7  Million  children  were  screened  for 
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lead  poisoning  in  CDC  funded  programs,  and  more  than  70,000  of  these 
children  were  identified  with  elevated  blood  lead  levels  and  placed 
under  medical  and  environmental  follow-up. 

Surveillance  and  epidemiology  are  also  critical  to  achieving  our 
goals.   Currently,  ten  states  receive  support  for  the  development  of 
statewide  surveillance  systems.   Surveillance  data  are  used  to  target 
their  limited  resources  and  better  evaluate  progress.   Epidemiologic 
studies  and  evaluations  conducted  over  the  past  few  years  have  helped 
to  change  screening  practices.   Ongoing  studies  focus  on  critical 
issues  such  as  determining  the  effectiveness  of  various  interventions 
to  reduce  children's  blood  lead  levels.   These  studies  will  strongly 
impact  on  the  design  and  operation  of  childhood  lead  poisoning 
prevention  programs. 

Mr.  Stokes:   What  is  it  that  we  should  be  doing  that  we  are  not 
doing? 

Dr.  Satcher;   Childhood  lead  poisoning  prevention  programs  need 
to  enhance  their  efforts  to  conduct  primary  prevention.   Currently, 
most  programs  focus  on  secondary  prevention — eliminating  sources  of 
lead  poisoning  after  children  are  exposed.   While  secondary 
prevention  efforts  remain  critical,  we  must  deal  with  environmental 
hazards  before  children  become  poisoned.   This  year,  CDC  and  HUD 
jointly  announced  the  availability  of  funds  to  support  the  primary 
prevention  efforts  of  selected  CDC  grantees.   CDC  will  continue  to 
build  on  these  collaborative  efforts  to  enhance  primary  prevention 
activities. 

Mr.  Stokes:   How  much  is  included  in  the  FY  1995  budget  request 
for  this  initiative? 

Dr.  Satcher:   The  President's  FY  1995  budget  request  for 
childhood  lead  poisoning  prevention  efforts  at  the  Centers  for 
Disease  Control  and  Prevention  (CDC)  is  $34.7  million. 

Mr. Stokes:   For  the  record,  how  does  this  compare  with  the  level 
of  funding  provided  for  over  the  last  five  years? 

Dr.  Satcher:   In  FY  1990,  the  Centers  for  Disease  Control  and 
Prevention  received  $4.0  Million  for  childhood  lead  poisoning 
prevention.   In  FY  1991,  the  funding  level  was  $7.8  Million.   In 
FY  1992,  it  was  $21.3  Million;  in  FY  1993,  $29.7  Million;  and  in 
FY  1994,  $34.7  Million,  which  is  the  funding  level  requested  in  the 
president's  budget  for  FY  1995. 

FUNDING  TABLE 

Mr.  Stokes:   I  understand  that  the  CDC  must  compete  through  the 
regular  budget  process,  and  that  there  are  fiscal  constraints. 
However,  for  the  record,  please  provide  the  subcommittee  the  "Who 
Struck  John"  table  showing  the  amount  requested  at  the  various  levels 
throughout  the  budget  process. 

Dr.  Satcher:   The  "Who  Struck  John"  table  is  as  follows: 
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FY  1995 

REQUEST 

TOPHS 

FY  1995 

REQUEST 

TOHHS 

FY  1995 
REQUEST 
TO  0MB 

FY  1995 

PRESIDENrrS 

BUDGfcl 

Preventive  Health  Block  Grants 
Grants  /I 

Program  Support 
Subtotal 

Prevention  Centers 

Sexually  Transmitted  Diseases 
Grants 
Infertility 

Program  Operations 
Subtotal 

Immunization 
Grants 

Program  Operations 
Vaccine  Stockpile 
Ad^rse  events  reporting 
Subtotal 

Infectkxjs  Diseases 

Tubercukisis  Elimlnatkxi: 
Grants 

Emergency  Grants 
Program  Operatkxis 
Subtotal 

Chronk:&  Environmental  Disease  Preventkxi 

Lead  poisoning  preventfcsn 

Breast  &  cervical  cancer 
mortality  prevention 

Injury  control 

Occupatkxial  Safety  &  Health 
Research 
Training 
Subtotal 

Epidemk:  Servtees 

Health  Statistks 
Program  operatkxis 
1%  EvaluatkDn  relmtxirsat>le 
Program  support 
Subtotal 

HIV /AIDS 

Buildings  &  Facilities 

Program  Management 

Total  Budget  Authority 

Reimbursements 

Total  COG  Operatkxiai  Ljevel 

/I  In  FY  1994  there  was  no  offtelal  request  to  PHS  from  CDC 
CDC  reacted  to  the  budget  that  PHS  provided  CDC. 


143,306 

143,185 

151,749 

5,499 

5,482 

5.437 

148.805 

148,667 

157,186 

5,456 


101.092 

0 

15.753 

116.845 


659,706 

121,267 

0 

0 

780,973 

50,825 


75,266 


5,456 


89,075 

0 

15,803 

104,878 


472,999 

135,637 

0 

2,448 

611,084 

48,815 


74.799 


6,989 


78,161 

8.300 

13.310 

99,771 


359,393 

104,750 

0 

0 

464,143 

47,782 


116.447 
39,283 
18,200 

173,930 

146,894 

0 

18.215 

165,109 

115,500 

0 

5,269 

120,769 

104,458 

119,237 

123,004 

39,948 

39,856 

34,683 

98,941 

85,833 

78,076 

51.172 

51,140 

39,308 

123,239 

11,092 

134,331 

120.517 

12.592 

133.109 

120,439 

12,898 

133,337 

73.520 


101,283 

(28,873) 

3,017 

75,427 

86.752 

P8.873) 

3.011 

60.890 

80.478 

(28.873) 

2.927 

54.532 

590,906 

587.751 

543,253 

11,648 

11.648 

3.648 

3,240 

3,236 

3.131 

2,462,171 

2,251,508 

1.983.132 

29.977 

29,977 

29.977 

2,492.148 

2,281.486 

2.013.109 
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YOUTH  VIOLENCE  PREVENTION  GRANTS 

Mr.  Stokes:   Violence  is  a  critical  health  problem.   I  am 
concerned  about  the  important  opportunities  missed  to  demonstrate 
initiatives  that  work  to  prevent  violence.   In  the  past  several 
years,  the  CDC  has  been  able  to  fund  only  a  small  percentage  of  the 
youth  violence  prevention  applications.   Can  you  tell  us  how  many 
applications  were  received  in  FY  1992,  1993,  and  19947 

Dr.  Satcher:    We  received  162  applications  for  youth  violence 
prevention  projects  in  fiscal  years  1992  and  1993.   In  fiscal  year 
1994,  we  have  not  yet  received  applications. 

Mr.  Stokes t   How  many  and  what  percentage  of  the  applications 
received  did  the  CDC  actually  fund? 

Dr.  Satcher:   We  funded  16  projects,  or  approximately  10  percent 
of  those  that  applied. 

KIDNEY  VIRUS  -  NEW  STRAIN 

Mr.  Stokes:   According  to  recent  news  articles  and  medical 
publications,  sewer  rats  carry  a  variant  strain  of  virus  that  may  be 
implicated  in  the  fact  that  minorities  develop  much  high'^'rates  of 
kidney  disease  and  hypertension  than  the  general  population.   What 
can  you  tell  us  about  this  new  strain  of  kidney  virus  that  is  hitting 
the  nation's  inner  cities? 

Dr.  Satcher:   Recently,  a  study  conducted  by  Johns  Hopkins 
University  among  inner  city  populations  in  Baltimore  found  that 
persons  with  chronic  hypertension  or  on  chronic  hemodialysis  were  two 
to  six  times  more  likely  to  demonstrate  evidence  of  previous 
infection  with  a  hantavirus.   During  1993,  a  newly  recognized 
hantavirus  was  found  to  be  responsible  for  the  outbreak  of  fatal 
respiratory  illness  which  occurred  in  the  southwestern  US;  this  virus 
is  not  associated  with  kidney  problems.   However,  at  the  time  of  the 
1993  outbreak,  three  other  hantaviruses  (Seoul  virus,  Puumala  virus, 
and  Hantaan  virus)  were  known  to  infect  humans  in  Europe  and  Asia; 
all  cause  an  illness  characterized  by  acute  kidney  failure  and 
hemorrhage  known  as  hemorrhagic  fever  with  renal  syndrome  (HFRS)  and 
all  are  acquired  from  rodents  found  in  the  inner  city.   A  variable 
proportion  of  persons  with  HFRS  require  acute  hemodialysis  to  treat 
their  kidney  failure,  but  most  gradually  recover.   Since  most  HFRS 
occurs  in  locations  such  as  rural  China,  the  disease  has  been  poorly 
studied  and  it  is  unclear  whether  patients  can  develop  long  term 
sequelae  such  as  chronic  renal  failure  or  hypertension. 

It  is  presumed  that  one  of  the  HFRS  hantaviruses,  or  another 
still  unrecognized  hantavirus,  is  linked  to  the  epidemiologic 
findings  in  Baltimore.   It  is  well  recognized  that  infectious  agents 
can  produce  chronic  illness  (other  examples  include  H.  pylori  which 
produces  peptic  ulcer  disease  and  human  papilloma  virus  which 
produces  cervical  cancer) .   Additional  epidemiologic  and  applied 
laboratory  research  are  indicated  to  reproduce  the  Baltimore  findings 
and  study  the  link  between  hantavirus  infection  and  chronic 
hypertensive  disease  and  renal  failure  in  inner  city  populations. 
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Mr.  stokes:   What  preventive  measures  can  the  public  take 
against  this  virus? 

Dr.  Satcher:   The  best  preventive  measures  which  are  currently 
available  would  be  the  same  as  those  recommended  for  the  hantavirus 
pulmonary  syndrome  outbreak  which  was  first  recognized  in  the 
Southwestern  United  States  last  year.   These  include  avoiding  contact 
with  rodent  infested  areas,  disinfecting  these  areas  before  cleaning 
them,  and  discouraging  rodent  occupation  of  human  habitation  areas. 

HIV/AIDS 

Mr.  Stokes:   AIDS  continues  to  plague  far  too  many  men,  women, 
and  children,  and  as  you  know,  disproportionately  affects  African 
Americans  as  compared  to  the  general  population.   Can  you  bring  the 
subcommittee  up-to-date  on  the  most  recent  impact  analysis? 

Dr.  Satcher:   Data  from  AIDS  cases  reported  over  the  last  few 
years  have  indicated  that  the  populations  which  initially  accounted 
for  the  majority  of  AIDS  cases  are  not  the  groups  or  areas  with  the 
greatest  proportionate  increases  in  numbers  of  cases.   Examples 
include  the  higher  proportionate  increase  in  cases  reported  cunong 
women  compared  with  those  reported  among  men,  and  the  increase 
throughout  the  United  States  (particularly  in  the  South)  in  cases 
attributed  to  heterosexual  transmission. 

In  1993,  the  rate  of  increase  in  case  reporting  was  greatest  for 
women,  blacks  and  Hispanics,  adolescents,  injecting  drug  users,  and 
persons  infected  through  heterosexual  contact.   For  the  first  time, 
cases  reported  among  homosexual/bisexual  men  did  not  represent  the 
majority  of  cases  reported  in  a  calendar  year. 

Blacks  and  Hispanics  represent  nearly  half  of  all  reported  AIDS 
cases  in  the  United  States,  although  these  racial/ethnic  groups 
represent  only  21%  of  the  U.S.  population.   In  1992,  HIV  infection 
and  AIDS  became  the  leading  cause  of  death  for  all  men  ages  25-44  and 
the  fourth  leading  cause  of  death  among  same  age  women.   It  has  been 
the  leading  cause  of  death  for  young  black  men  since  1991  and  became 
the  second  leading  cause  of  death  young  black  women  in  1992.    In 
1991,  the  most  recent  year  for  which  mortality  data  are  available  for 
Hispanic  persons,  HIV  infection  was  the  leading  cause  of  death  among 
men  age  25-44  and  the  third  leading  cause  of  death  among  Hispanic 
women  in  this  age  group.   This  impact  is  reflected  among  children 
born  to  HIV-infected  women.   Nearly  84%  of  children  with  AIDS 
infected  through  perinatal  HIV  transmission  are  black  or  Hispanic. 

The  disproportionate  effect  of  HIV  infection  on  blacks  and 
Hispanics  compared  with  other  racial/ethnic  groups  most  likely 
reflects  social,  economic,  behavioral,  or  other  factors  rather  than 
race/ethnicity  directly.   Therefore,  the  social  and  cultural  context 
of  HIV  infection  must  be  addressed  through  prevention  efforts 
designed  to  meet  the  needs  of  specific  populations. 
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Mr.  Stokes:   Are  we  making  any  progress  in  addressing  AIDS? 

Dr.  Satcher:   HIV  prevention  programs  are  having  an  impact  in 
averting  or  reducing  HIV-related  risk  behaviors,  particularly  when 
they  are  (a)  delivered  with  sufficient  resources,  intensity,  and 
cultural  competency;  and  (b)  based  on  a  firm  foundation  of  behavioral 
and  social  science  theory  and  past  research.   These  behaviorally- 
based  programs  appear  to  yield  net  economic  benefits  to  society;  and, 
preliminary  analyses  indicate  they  are  likely  cost-effective. 

Mr.  Stokes:   For  the  record,  elaborate  on  what  is  CDC  doing  now 
to  address  this  problem  that  it  was  not  doing  two  years  ago? 

Dr.  Satcher:   CDC  has  expanded  efforts  to  monitor  the  extent  of 
the  epidemic  among  all  populations.   In  1993,  CDC  expanded  the  AIDS 
surveillance  case  definition  to  more  accurately  reflect  the  number  of 
persons  with  severe  HIV-related  immunosuppression  who  are  at  highest 
risk  for  severe  HIV-related  morbidity  and  most  in  need  of  close 
medical  follow-up.   As  a  result  of  this  expansion,  case  rep>orting 
increased  more  than  100%  from  1992-1993,  primarily  reflecting  the 
reporting  of  persons  who  had  been  previously  diagnosed  with 
conditions  added  in  1993.   CDC  has  also  expanded  efforts  to  monitor 
behaviors  which  place  persons  at  increased  risk  of  infection  and  to 
more  fully  describe  the  demographic,  social,  and  behavioral 
characteristics  of  persons  with  HIV  infection  and  AIDS.   Data  from 
these  studies  can  be  used  to  direct  appropriate  prevention  efforts  at 
persons  at  increased  risk  for  infection. 

MINORITY  HEALTH  STATUS 

Mr.  Stokes:   Far  too  often,  I  am  still  hearing  that  African 
American  community-based  organizations  are  not  being  provided  the 
resources  needed  to  address  AIDS  at  the  community  level.   What  is  CDC 
doing  to  ensure  that  African  American  cotnmunity-based  organizations 
are  linked  into  and  receiving  the  resources  necessary  to  conduct 
effective  outreach  initiatives  in  AIDS  and  other  public  health 
problems  as  well? 

Dr.  Satcher:   In  1993,  CDC  awarded  $18.5  million  directly  to  91 
community-based  organizations  (CBOs).   Of  these,  50  minority  CBOs 
targeting  the  African  American  population  were  awarded  $11.1  million 
to  provide  HIV  prevention  activities.   Funds  are  supporting  street 
and  community  outreach  programs  to  reach  persons  at  high  risk  on  the 
street  or  in  community  settings;  risk-reduction  programs  to  provide 
education  and  counseling  to  persons  at  high  risk  of  infection  and  to 
promote  and  reinforce  safer  behavior;  community  intervention  programs 
at  a  community  level  to  influence  community  norms  in  suppMsrt  of  the 
behaviors  known  to  reduce  the  risk  for  HIV  infection  and 
transmission;  and  HIV  prevention  case  management  progrcuns  designed 
for  one-on-one  client  service,  specifically  to  assist  both  infected 
and  uninfected  persons  who  need  highly  individualized  support  to 
maintain  safe  behaviors. 

In  1994,  approximately  $1.1  million  will  be  awarded  as  a 
supplement  to  the  91  CBOs  to  enhance  and  strengthen  HIV  prevention 
efforts  in  the  minority  communities  across  the  nation. 
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In  addition,  through  the  cooperative  agreement  with  65  State, 
local,  and  territorial  health  departments,  $11.9  million  of  CDC  funds 
is  indirectly  supporting  the  HIV  prevention  activities  of  220  CBOs 
that  specifically  target  minority  populations.  Of  these  funds,  $8.3 
million  exclusively  supports  164  CBOs  whose  boards  are  composed  by 
more  than  50  percent  of  racial  or  ethnic  minority  populations. 
Finally,  $3.8  million  indirectly  supports  the  HIV  prevention 
activities  of  59  community-based  organizations  that  specifically 
target  African-American  populations  with  their  interventions. 

CDC  also  funds  23  national  and  regional  minority  organizations 
to  provide  technical  assistance  to  minority  community-based 
organizations  to  assist  in  capacity  building  and  effective  HIV 
interventions . 

Mr.  Stokes:   During  this  year's  NIH  hearings  I  questioned  the 
Institutes  about  the  impact  of  the  diseases  under  the  purview  of 
their  respective  institutions  on  African  Americans  in  particular,  and 
other  minorities  in  general.   It  appears  that  minority  health  remains 
in  a  crisis  state.   Doctor,  in  your  professional  judgment,  what  is 
the  status  of  minority  health  in  this  country? 

Dr.  Satcher:   The  health  of  ethnic  and  racial  populations 
remains  a  major  problem  in  the  United  States.   In  fact,  improving  the 
health  of  minority  populations  will  reduce  U.S.  mortality,  morbidity, 
and  disability  tremendously  and  reduce  the  dollars  spent  for  health 
care.   As  you  know,  in  the  1985  Secretary's  Task  Force  Report  on 
Black  and  Minority  Health,  there  were  significant  disparities 
documented.   Sixty  thousand  excess  deaths  were  reported  between 
African  Americans  and  the  white  population.   There  were  six  major 
areas  where  these  deaths  were  recorded  to  include:   heart  disease  and 
stroke,  cancer,  diabetes,  cirrhosis  of  the  liver,  homicide  and 
unintentional  injuries  and  infant  mortality.   Since  that  time,  AIDS 
has  become  a  major  problem.   These  causes  continue  to  plague  all 
persons  in  this  country,  but  disproportionately  impact  on  African 
Americans,  Hispanics,  and  Native  Americans.   Major  morbidities  result 
from  these  causes  and  other  morbidities  and  disabilities  which  reduce 
the  quality  of  life  of  minority  populations.   While  there  are  major 
improvements  in  health  for  all  who  live  in  the  U.S.,  the  health  gaps 
between  populations  are  not  closing.   For  example,  the  Black-White 
infant  mortality  rate  has  been  1  to  2  for  many  years.   Recent  data 
suggest  that  the  gap  has  widened  1  to  3.   We  in  government  and  beyond 
have  got  to  do  a  better  job. 

Mr.  Stokes:   What  is  CDC  doing  to  improve  that  status? 

Dr.  Satcher:   At  your  request,  the  Centers  for  Disease  Control 
and  Prevention  (CDC),  in  conjunction  with  the  Office  of  Minority 
Health,  Public  Health  Service  (PHS),  is  updating  the  1985  Secretary's 
Task  Force  Report  on  Black  and  Minority  Health.   You  specifically 
requested  that  a  current  status  report  on  minority  health  be 
completed.   At  one  of  your  Congressional  Black  Caucus  hearings  last 
year,  we  shared  the  status  of  the  update.   Instead  of  a  report,  the 
Office  of  Minoritv  Health,  PHS  and  CDC  are  developing  a  surveillance 
system  to  continually  monitor  the  health  of  ethnic  and  racial 
populations.   That  system  has  three  components  to  include:   Component 
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I:  Excess  Deaths,  Component  II:  Racial  and  Ethnic  Specific 
Morbidities  and  Disabilities,  and  Component  III:  Quality  of  Life. 
Excess  deaths  for  all  ethnic  and  racial  populations  for  1989-90  have 
been  completed  and  now  under  PHS  review.   As  you  know,  the  1985 
report  documented  60,000  excess  deaths  for  African  Americana.   But 
the  methodology  is  not  directly  replicable.   In  our  update,  we  have 
agreed  upon  a  method  to  calculate  excess  deaths  and  will  use  this 
same  method  in  the  future.   We  are  now  working  to  determine 
morbidities  and  disabilities  for  each  racial  and  ethnic  group  and 
collecting  available  data  related  to  these  problems.   The  third 
component  chronicles  all  activities  within  the  Department  of  Health 
and  Human  Services  that  are  targeted  to  improve  the  health  of  ethnic 
and  racial  populations.   Additionally,  we  are  assessing  other 
activities  throughout  the  nation  to  improve  the  health  of  racial  and 
ethnic  populations.   We  will  have  for  the  first  time  a  comprehensive 
system  which  will  allow  us  to  access  information  on  an  ongoing  basis 
concerning  each  ethnic  and  racial  group  in  the  United  States. 

In  a  previous  budget  hearing,  you  requested  the  CDC  develop  an 
ongoing  system  to  determine  minority  health  programs  and  dollars 
spent  at  CDC  for  those  programs.   Since  1990,  we  have  collected 
information  on  minority  health  related  programs,  minority  personnel 
and  the  dollars  spent  in  each  of  the  programmatic  areas  throughout 
CDC.   Data  for  1990,  1991,  and  1992  are  available.   Data  from  1993 
will  soon  be  completed. 

The  tables  included  with  the  report  list  all  the  programs  from 
1990  through  1993  by  program  area.   We  also  have  included  the  numbers 
of  professional  personnel  involved  in  these  programs  and  dollars 
spent.   The  information  submitted  is  self  reported  by  program 
directors. 

Lastly  in  1988,  CDC  established  the  first  Office  of  Minority 
Health  within  a  specific  PHS  agency.   That  office  continues  to  play  a 
significant  role  in  both  policy  development  and  progreun  analysis  at 
CDC  and  at  the  Agency  for  Toxic  Substances  and  Disease  Registry 
(ATSDR) . 

BUDGET  -  CDC  FY  95 

Mr.  Stokes:   It  appears  that  the  FY  1995  budget  request  includes 
changes  in  various  CDC  programs  to  allow  the  increases  for  childhood 
immunization,  tuberculosis  elimination,  occupational  safety  and 
health,  and  building  and  facilities.   All  other  components  are  held 
at  the  FY  1994  funding  level,  which  is  in  essence  is  a  reduction  in 
these  programs,  as  there  is  no  adjustment  for  inflation. 
Understanding  the  constraints  of  the  budget,  in  your  professional 
judgement,  what  impact  does  this  have  on  other  equally  important  CDC 
programs? 


Dr.  Satcher:   I  do  understand  the  constraints  of  the  budget.   As 
a  result  of  research  completed  by  NIH  and  others,  there  are  many 
prevention  tools  available  to  improve  the  health  and  quality  of  li^ 
of  the  people  in  the  United  States.   Without  sufficient  funding. 
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these  prevention  tools  cannot  be  used  to  reduce  morbidity  and 
morality  and  improve  the  quality  of  our  people. 

Mr.  Stokes:   What  are  some  of  CDC's  other  high  priority 
initiatives? 

Dr.  Satcher:   In  my  professional  judgement,  there  are  several 
high  priority  programs  including  violence;  breast  and  cervical 
cancer;  new  and  reemerging  infectious  diseases;  threats  from 
environmental  contamination;  occupational  diseases;  HIV;  lead 
poisoning;  TB;  diabetes;  and  others. 

Mr.  Stokes:   Are  there  opportunities  on  the  horizon  in  these 
areas?   If  so  what  are  they  and  what  are  the  benefits  to  be  achieved 
by  increased  investment  in  each  of  them,  explain. 

Dr.  Satcher:   Not  only  are  there  future  opportunities  on  the 
horizon  in  these  area,  we  currently  have  many  opportunities  such  as 
the  breast  mammogram  and  the  pap  test  for  cervical  cancer.   These  are 
proven  tools,  yet  we  only  fund  comprehensive  projects  in  18  states. 
This  is  true  of  the  high  priority  programs  I  have  just  named.   If 
prevention  could  be  used  to  reduce  health  care  cost  from  these 
disease,  it  would  impact  the  cost  of  health  reform. 

VIOLENCE  PREVENTION 

Mr.  Stokes:   Violence  continues  to  plague  our  country.   In  fact, 
recent  CDC  statistics  revealed  that  in  a  number  of  states,  more 
people  are  killed  by  homicide  than  by  motor  vehicle  accidents.   Bring 
us  up-to-date  on  the  major  initiatives  included  in  the  CDC  violence 
prevention  program. 

Dr.  Satcher:   The  CDC  violence  prevention  program  has  several 
major  components  in  the  area  of  youth  violence  prevention.   CDC  has 
25  violence  prevention  projects  underway  in  19  states.   These  include 
demonstration  projects  and  evaluation  projects  to  determine  what 
works  to  prevent  violence  and  various  state  activities. 

We  support  three  multifaceted  youth  violence  demonstration 
projects  to  identify  successful  methods  for  delivering  youth  violence 
interventions  at  the  community  level,  and  to  determine  if 
multifaceted  community  programs  can  reduce  the  rates  of  violent 
behavior,  injury  and  death  associated  with  youth  violence. 

We  have  also  recently  funded  the  evaluation  of  13  intervention 
projects  to  see  what  works  to  prevent  youth  violence.   These 
interventions  include  conflict  resolution,  social  skills  training  and 
peer  mentoring.   CDC  recently  convened  a  workshop  to  bring  all 
grantees  together  to  exchange  information  on  their  violence 
prevention  activities. 

We  support  additional  activities  through  state  health 
departments  as  part  of  our  capacity  building  efforts. 
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Mr.  Stokes:   Are  we  reaching  the  communities,  explain. 

Dr.  Satcher:   CDC  works  closely  with  communities  to  develop  and 
implement  activities  aimed  at  violence  prevention.   In  addition  to 
the  activities  mentioned  earlier,  CDC,  in  collaboration  with 
community-based  organizations,  developed  a  guide  to  help  communities 
design  and  conduct  their  own  violence  prevention  programs.   The 
guide,  "The  Prevention  of  Youth  Violence:   A  Framework  for  Community 
Action,"  includes  examples  of  promising  interventions  (such  as 
conflict  resolution,  mentoring,  and  parenting  skills  programs)  that 
communities  are  conducting,  along  with  contact  addresses  and  phone 
numbers.   We  will  be  happy  to  provide  you  with  copies  of  this 
document . 

He  are  seeking  to  develop  a  partnership  with  Historically  Black 
Colleges  and  Universities  to  increase  their  capacity  to  train  and 
support  African  American  researchers  and  community-based  prevention 
efforts. 

Mr.  Stokes:   Programmatically,  what  more  needs  to  be  done  to 
address  this  national  problem? 

Dr.  Satcher:   CDC  will  continue  to  support  the  projects 
described  earlier  in  an  effort  to  prevent  the  violence  that  is  so 
devastating  to  our  youth. 

Mr.  Stokes:   How  much  is  included  in  the  FY  1995  budget  to 
address  this  problem? 

Dr.  Satcher:   The  President's  budget  request  includes  $18. 7M  for 
violence  prevention  efforts. 

Mr.  Stokes:   How  does  this  compare  with  the  FY  1994  budget  level 
of  support? 

Dr.  Satcher:   The  level  of  funds  requested  in  the  FY  1995  budget 
are  the  same  as  the  current  level  of  support. 

Mr.  Stokes:   For  America  to  maintain  and  increase  its 
competitive  edge,  we  must  ensure  an  adequate  pipeline  of  researchers 
trained  in  using  the  latest  technologies  and  capable  of  developing 
advanced  technologies  for  tomorrow.   What  is  your  assessment  of  the 
condition  of  the  pipeline  need  to  ensure  continued  advances  in  the 
research  areas  under  the  purview  of  the  CDC? 

Dr.  Satcher:   There  is  no  doubt  that  productivity  is  inseparably 
linked  with  research  and  training.   Epidemiology  is  the  foundation  of 
all  CDC  programs,  and  many  universities  provide  training  in  the 
fundamentals  of  this  discipline.   Opportunities  for  in  depth  training 
are  more  limited,  but  CDC  has  maintained  the  Epidemic  Intelligence 
Service  (EIS)  Program  for  more  than  40  years  to  help  provide  an 
adequate  supply  of  skilled  epidemiologists  nationwide.   The  EIS 
Program  must  maintain  its  vitality  to  ensure  that  the  pipeline  of 
trained  epidemiologists  remains  flowing. 
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Training  in  the  scientific  disciplines  and  technologies  needed 
to  maintain  our  laboratory  capcUsilities  occurs  primarily  at 
universities,  where  graduate  students  and  postdoctoral  fellows 
participate  in  government  funded  research.   Because  such  research  is 
investigator  initiated,  funding  goes  to  the  most  imaginative  and 
energetic  investigators  and  does  not  cover  all  disciplines  equally. 
CDC  laboratories  are  staffed  by  specialists  who  are  frequently  asked 
to  respond  to  emergency  situations  where  unusual  expertise  is  needed, 
particularly  when  faced  with  new  or  emerging  diseases  or  conditions. 
For  example,  CDC's  response  to  the  recent  hantavirus  outbreak  in  the 
Southwest  required  the  combined  expertise  of  pathologists,  virologist 
skilled  in  hemorrhagic  fevers,  mammalogists,  biochemists,  and 
entomologists,  among  others.   Maintaining  a  broad  based  national 
research  program  will  help  ensure  that  such  specialists  are  available 
in  the  future.   CDC  also  maintains  a  postdoctoral  program  in 
leUsoratory  science  to  provide  specialized  training  where  needed  and 
we  prop>ose  to  expand  that  program. 

TUBERCULOSIS 

Mr.  Stokes:   Drug  resistant  cases  of  tuberculosis  appear  to  be 
continuing.  To  what  can  this  resistance  be  attributed? 

Dr.  Satcher:   In  general,  drug  resistance  can  develop  in  persons 
who  do  not  complete  an  adequate  course  of  therapy  or  through 
transmission  of  a  drug  resistant  organism  to  an  exposed  person.   From 
1990  through  1992,  state  and  local  health  departments  requested 
epidemiologic  assistance  from  CDC  to  investigate  multidrug-resistant 
TB  (MDR  TB)  outbreaks.   Over  that  time  period,  CDC  has  investigated 
ten  outbreaks  of  MDR  TB.   These  outbreaks  resulted  in  over  300  cases 
of  MDR  TB  with  a  mortality  rate  over  80  percent.   Since  1992, 
additional  MDR  TB  outbreaks  have  been  investigated  by  state  and  local 
health  departments  and  hospital  epidemiologists.   However, 
information  from  these  outbreaks  has  not  been  routinely  sent  to  CDC. 

In  1992,  CDC  undertook  a  study  to  determine  antituberculosis 
drug  resistance  patterns,  geographic  distributions,  demographic 
characteristics,  and  risk  factors  of  reported  TB  patients  in  the 
United  States.   The  study  included  all  culture-positive  TB  cases 
reported  during  the  first  quarter  of  1991.   The  results  of  the  study 
indicated  that  resistance  to  one  or  more  antituberculosis  drugs 
occurred  in  14.2%  of  cases  nationwide.   Resistance  to  the  two  most 
frequently  used  drugs,  isoniazid  and  rifampin,  was  found  in  3.5%  of 
cases  whose  isolates  were  tested  against  both  drugs;  such  cases  were 
found  in  35  counties  in  13  states.   This  study  was  repeated  in  1993 
using  culture  positive  TB  cases  reported  in  the  United  States  during 
the  first  quarter  of  1992.   The  results  did  not  change  significantly. 

CDC  did  not  collect  drug  susceptibility  results  on  reported  TB 
cases  prior  to  the  implementation  of  the  newly  expanded  national 
surveillance  system  on  January  1,  1993.   With  the  new  TB  surveillance 
system,  state  and  big  city  health  departments  report  drug 
susceptibility  results  for  each  diagnosed  TB  patient.   As  of  May, 
1994,  drug  susceptibility  results  were  reported  for  54  percent  of 
culture-  positive  cases  reported  to  CDC  in  1993.   However,  this 
varied  from  State  to  State  with  ten  states  reporting  over  90%  of  the 


370 


culture-positive  cases.  CDC  will  work  with  the  reporting  areas  to 
improve  the  completeness  of  drug  susceptibility  reporting. 

Mr.  Stokes:   What  is  the  current  number  of  tuberculosis  reported 
cases? 

Dr.  Satcher:   For  1993,  state  and  big  city  health  departments 
reported  25,313  new  cases  of  TB.   This  represents  a  5.1  percent 
decrease  from  1992. 

Mr.  Stokes:  To  what  extent  are  we  making  progress  in  the  early 
detection,  prevention,  and  control  of  this  disease? 

Dr.  Satcher:   Using  the  increased  appropriations,  CDC  has 
implemented  an  expanded  national  surveillance  system  for  TB  that  will 
provide  information  on  the  number  of  resistant  TB  cases  reported 
annually. 

Increased  appropriations  have  also  allowed  CDC  to  assist  states 
in  the  upgrading  of  their  mycobacteriology  laboratories.   The  aim  has 
been  to  promote  rapid,  accurate  identification  of  Mj.  tuberculosis  for 
the  definitive  diagnosis  of  tuberculosis.   Those  laboratories  that 
have  been  upgraded  have  reduced  the  time  for  complete  identification 
of  drug  susceptibility  to  less  than  30  days.   Prior  to  upgrading, 
reporting  time  would  vary  from  60  days  to  6  months.   Procedures  are 
being  developed  to  identify  M^  tuberculosis  in  clinical  specimens 
within  hours  of  collection.   Other  methods  are  being  developed  to 
rapidly  identify  drug  resistant  strains. 

CDC  is  expanding  efforts  to  provide  directly  observed  therapy 
(DOT)  for  TB  patients  to  ensure  completion  of  a  full  course  of 
treatment.   Many  areas  using  DOT  are  reporting  great  success.   For 
example,  in  New  York  City,  CDC  assisted  the  City  in  increasing  the 
number  of  patients  on  DOT — from  80  in  1992  to  more  than  1,500 
patients  in   1993.   The  City  credits  DOT  as  one  of  the  factors  in 
reducing  the  total  number  of  cases  reported  in  1993. 

RESEARCH  OPPORTUNITIES 

Mr.  Stokes:   What  are  some  of  the  most  exciting  and  most 
promising  research  opportunities  at  the  CDC?  Elaborate  on  the 
benefits  to  be  derived  from  further  investments  in  this  research. 

Dr.  Satcher:   There  are  many  exciting  and  promising  applied 
research  opportunities  at  CDC  including: 

1.  Emeroing  Infectious  Disease: 

There  are  countless  research  opportunities  to  address  emerging 
infectious  disease  threats  to  the  United  States.   CDC  has 
recently  developed  a  strategic  plan  to  address  these  threats. 
Events  of  the  past  year,  including  outbreaks  of  cryptosporidiosis 
in  Wisconsin,  hamburger-associated  E.  coli  0157:H7  infections  in 
the  Pacific  Northwest,  hantavirus  in  the  Southwest,  and  multidrug 
resistant  strains  of  pneumococcus  in  the  Southeast,  demonstrate 
the  continued  threat  to  the  health  of  Americans  posed  by  emergent 
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and  drug  resistant  infectious  agents.   As  amply  illustrated  by 
HIV  and  multidrug  resistant  tuberculosis,  failure  to  rapidly 
detect  and  respond  to  emergent  infections  is  associated  with 
enormous  societal  and  economic  costs.   While  the  rapid  response 
to  the  hantavirus  outbreak  demonstrates  the  significant  benefits 
of  a  strong  epidemiologic  and  laboratory  base  to  cope  with 
emergent  threats,  in  many  infectious  disease  areas,  particularly 
the  growing  and  costly  problem  of  drug  resistant  disease,  and 
adequate  local,  state,  national,  and  international  infrastructure 
does  not  exist  to  deal  with  these  disease  threats. 

2.  Pro-iect  BEGIN; 

Another  promising  applied  research  opportunity  at  CDC  is  Project 
BEGIN,  and  effectiveness  study  of  and  early  childhood 
intervention.   This  study  is  needed  because  each  year  many 
thousands  of  children  become  cognitively  impaired  because  their 
early  developmental  environment  is  not  optimal.   This  recently 
has  been  highlighted  by  a  Carnegie  Foundation  report  and  is 
consistent  with  CDC  data.   Randomized  controlled  tr^ls  have 
shown  that  children  who  receive  a  specific,  intensive 
intervention  (the  Carolina  Abecedarian  Project  and  the  Infant 
Health  and  Development  Program)  score  about  15  points  higher  on 
an  IQ  test  than  children  who  did  not  receive  the  intervention  at 
age  3  and,  when  observed  later  in  life,  are  half  as  likely  to 
fail  in  school  and  one-quarter  as  likely  to  have  mental 
retardation. 

3.  Childhood  Lead  Poisoning ; 

CDC  research  efforts  have  focused  on  studies  which  will  enhance 
our  ability  to  prevent  childhood  lead  poisoning.   For  example, 
CDC  studies  have  shown  that  fingerstick  samples  are  adequate  for 
screening  purposes,  and  that  a  large  proportion  of  lead-poisoned 
children  who  require  chelation  therapy  have  x-ray  evidence  of 
paint  chip  ingestion.   Critical  studies  that  are  ongoing  include 
research  on  the  effectiveness  of  environmental  interventions  to 
reduce  blood  lead  levels  in  children,  sources  and  predictors  of 
childhood  lead  poisoning,  and  evaluation  of  CDC  policies  such  as 
surveillance  for  elevated  blood  lead  levels  in  children,  we  will 
also  be  able  to  evaluate  critical  issues  in  program  management. 
In  addition,  as  directed  by  Congress,  we  continue  to  support  the 
development  of  low  cost,  field-rugged,  and  easy-to-use 
instruments  to  measure  blood  lead  levels. 

4.  Occupational  Safety  S  Health; 

In  Occupational  Safety  and  Health,  research  needs  in  three  areas 
represent  critical  opportunities  for  preventing  disease  and 
injury  among  our  nation's  workers:   (a)   establishing 
intervention-driving  national  surveillance  of  select  work-related 
diseases  and  injuries;  (b)   addressing  the  disparate  impact  of 
work  hazards  on  minorities  and  vulnerable  populations  such  as 
women,  working  children  and  senior  citizens;  and  (c)   conducting 
intervention  research  in  collaboration  with  industry  and  labor  to 
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evaluate  and  demonstrate  innovative  approaches  to  preventing 
work-related  disease  and  injuries. 

5.  Environmental  Disease; 

Much  is  not  known  about  environmental  causes  of  many  serious 
human  diseases,  although  the  envirorunental  contribution  is 
thought  to  be  significant.   We  would  develop  biomarkers  of 
exposure  to  toxic  substances  to  improve  analytical  methods  to 
measure  toxic  substances  (e.g.,  lead,  dioxin,  pesticides, 
cadmium,  benzene)  in  human  blood  and  urine.   These  biomarker 
measurements  assess  how  much  exposure  a  person  has  had  to  a  toxic 
substance.   CDC  can  currently  measure  110  toxic  substances  in 
blood  and  urine  and  is  trying  to  expand  to  measure  at  least  400 
toxic  substances.   These  biomarkers  of  exposure  substantially 
improve  exposure  assessment  in  human  health  emergencies  and  in 
human  health  studies  examine  health  effects  from  exposure  to 
toxic  substances.   We  would  then  design  and  conduct  epidemiologic 
studies  of  high-risk  populations  using  recent  advances  in 
assessment  of  exposure  and  diseases  to  evaluate  associations 
between  environmental  exposures  and  cancer,  birth  defects, 
asthma,  and  other  diseases.   These  human  studies  will  include  a 
focus  on  exposure  —  disease  associations  suggested  by  animal  and 
other  studies  which  need  further  and  more  thorough  evaluation  to 
determine  if  the  exposure  causes  the  disease  (e.g.,  breast  cancer 
from  exposure  to  PCBs).   This  would  include  more  active 
collaboration  with  the  WHO  Collaborating  Center  for  Environmental 
Epidemiology . 

Mr.  Stokes:   To  what  extent  are  funds  built-in  the  FY  1995 
budget  to  provide  for  the  implementation  of  these  initiatives? 

Dr.  Satcher:   With  the  exception  of  $5,000,000  for  occupational 
safety  and  health,  no  increased  funds  have  been  requested  for  these 
activities. 

Mr.  Stokes:   If  funds  are  not  included,  in  your  professional 
judgement,  what  is  the  estimated  cost  to  implement  each? 

Dr.  Satcher:   Funds  were  not  requested  for  these  activities 
because  of  competing  health  priorities  and  the  need  to  reduce  the 
deficit.   However,  in  my  professional  judgement, 

o  Full  implementation  of  the  recently  published  emerging 

infectious  diseases  plan  will  require  $75-125  million  annually. 

o  An  additional  $10  million  will  be  required  for  the  next  phase 
of  project  "BEGIN". 

o  An  additional  $2  million  will  be  required  for  lead  poisoning 
prevention. 

o  An  increase  of  $10  million  will  be  required  for  occupational 
safety  and  health. 
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o  For  environmental  causes,  we  would  need  an  Increase  of  $5 
million. 

RESEARCH  PIPELINE 

Mr.  Stokes:   For  America  to  maintain  and  increase  its 
competitive  edge,  we  must  ensure  an  adequate  pipeline  of  researchers 
trained  in  using  the  latest  technologies  and  capable  of  developing 
advanced  technologies  for  tomorrow.   What  is  your  assessment  of  the 
condition  of  the  pipeline  need  to  ensure  continued  advances  in  the 
research  areas  under  the  purview  of  the  CDC? 

Dr.  Satcher:   There  is  no  doubt  that  productivity  is  inseparably 
linked  with  research  and  training.   Epidemiology  is  the  foundation  of 
all  CDC  programs,  and  many  universities  provide  training  in  the 
fundamentals  of  this  discipline.   Opportunities  for  in  depth  training 
are  more  limited,  but  CDC  has  maintained  the  Epidemic  Intelligence 
Service  (EIS)  Program  for  more  than  40  years  to  help  provide  an 
adequate  supply  of  skilled  epidemiologists  nationwide.   The  EIS 
Program  must  maintain  its  vitality  to  ensure  that  the  pipeline  of 
trained  epidemiologists  remains  flowing. 

Training  in  the  scientific  disciplines  and  technologies  needed 
to  maintain  our  laboratory  capabilities  occurs  primarily  at 
universities,  where  graduate  students  and  postdoctoral  fellows 
participate  in  government  funded  research.   Because  such  research  is 
investigator  initiated,  funding  goes  to  the  most  imaginative  and 
energetic  investigators  and  does  not  cover  all  disciplines  equally. 
CDC  laboratories  are  staffed  by  specialists  who  are  frequently  asked 
to  respond  to  emergency  situations  where  unusual  expertise  is  needed, 
particularly  when  faced  with  new  or  emerging  diseases  or  conditions. 
For  example,  CDC's  response  to  the  recent  hantavirus  outbreak  in  the 
Southwest  required  the  combined  expertise  of  pathologists,  virologist 
skilled  in  hemorrhagic  fevers,  mammalogists,  biochemists,  and 
entomologists,  among  others.   Maintaining  a  broad  based  national 
research  program  will  help  ensure  that  such  specialists  are  available 
in  the  future.   CDC  also  maintains  a  postdoctoral  progrsun  in 
laboratory  science  to  provide  specialized  training  where  needed. 

>■    MINORITY  HEALTH  -  RESEARCH,  TRAINING,  AND  OUTREACH 

Mr.  Stokes:   Please  describe  the  measures  CDC  takes  to  ensure 
that  research  and  research  training,  and  outreach  needed  to  address 
diseases  and  disorders  disproportionately  affecting  minorities  are 
conducted  and  supported? 

Dr.  Satcher:   The  CDC  prides  itself  on  excellence  in  science. 
The  basic  science  at  CDC  is  epidemiology.   Based  on  the  epidemiology, 
the  agency  targets  it  resources  to  where  the  areas  of  greatest  need. 
The  data  clearly  indicate  the  greatest  disparities  in  health  are 
among  minority  populations.   We,  therefore,  are  refocusing  resources 
in  research  targeting  minority  populations.   In  addition  to  the 
Associate  Director  for  Minority  Health  in  the  Office  of  the  Director, 
there  are  associate  directors  for  minority  health  or  coordinators  for 
minority  health  in  each  program  area.   These  persons  report  directly 
to  the  program  directors,  indirectly  to  the  CDC  Associate  Director 
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for  Minority  Health.   We  are  also  reviewing  the  policy  for  research 
at  CDC  to  assure  that  women  and  minorities  will  be  included  as  a 
requirement  on  all  grants. 

Our  research  training  focuses  specifically  on  minority 
professional  students  and  undergraduate  college  students.   These 
programs  include:   The  Public  Health  Science  Institute:  Project 
IMHOTEP.   Targeting  23  undergraduate  minority  students  mostly  from 
Historically  Black  Colleges  and  Universities  who  spend  eight  weeks  in 
the  summer  doing  research  in  epidemiology,  biostatistics,  and 
occupational  health.   These  students  are  given  a  stipend  and  are 
placed  in  Atlanta,  Georgia,  Morgantown,  West  Virginia,  and 
Cincinnati,  Ohio.   The  Public  Health  Summer  Fellows  Program  accepts 
minority  undergraduate  students  and  exposes  them  to  public  health 
careers.   Fourteen  students  spend  eight  weeks  in  Atlanta  doing  public 
health  research.   The  third  program  is  the  National  Centers  for 
Infectious  Diseases  Summer  Fellows  Program.   In  this  program,  between 
5-7  medical  or  veterinary  medical  students  are  involved  in  laboratory 
research  at  CDC.   The  students  have  come  from  Morehouse  School  of 
Medicine,  Charles  R.  Drew  University  of  Medicine  and  Science,  and 
Tuskegee  School  of  Veterinary  Medicine.   All  of  these  programs  are  in 
their  sixth  year  of  operation.   We  are  expanding  these  progrcuns  as 
well  as  encouraging  other  training  programs  at  CDC  to  accept  more 
minority  candidates. 

Our  outreach  efforts  target  Community-Based  Organizations,  the 
Faith  Community  and  National  Minority  Organization  for  participation 
and  intervention  efforts.   Recommendations  for  persons  to  serve  on 
our  various  advisory  committees  are  solicited  from  these 
organizations.   A  detailed  list  of  these  programs  is  included  in 
Appendix  II. 

Mr.  Stokes:  What  significant  initiatives  in  Minority  Health 
research  and  research  training,  and  outreach  are  supported  by  the 
CDC? 

Dr.  Satcher;   The  most  significant  minority  health  research, 
research  training  and  outreach  supported  by  the  CDC  has  been  our 
cooperative  agreement  with  the  Minority  Health  Professions  Foundation 
(MHPF).   This  effort  has  been  ongoing  for  five  years  and  has  included 
major  activities  with  the  eleven  schools  that  belong  to  the 
Association  of  Minority  Health  Professions  Schools.   Appendix  III 
list  the  specific  programs  and  dollars  spent  over  the  last  five 
years.   The  cooperative  agreement  is  currently  under  review  for 
another  five  years.   From  these  efforts  all  agencies  in  the  Public 
Health  Service  have  committed  to  establish  a  similar  cooperative 
agreement  with  the  MHPF  or  use  CDC  agreement  this  (1994)  fiscal  year. 

Mr.  Stokes:   How  does  CDC  identify  its  priorities  for 
investments  in  minority  research  and  research  training? 

Dr.  Satcher:   The  CDC  identifies  its  priorities  for  investment 
in  minority  research  first  by  carefully  analyzing  the  data  on  health 
disparities.   From  that  analysis,  the  program  areas  are  requested  to 
submit  priority  initiatives  for  recommended  funding.   I  review  the 
rec[uest  and  use  these  recommendations  to  set  agency  priorities.   The 
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Associate  Director  for  Minority  Health  has  not  been  as  involved  in 
the  process  as  much  as  he  should.   I  plan  to  involve  him  more  in  the 
future. 

MINORITY  PARTICIPATION 

Mr.  Stokes:   Last  year  the  Agency  was  asked  what  were  its  plans 
to  bring  more  minority  institutions  and  researchers  into  the 
community  demonstration  projects  designed  to  prevent  youth  violence, 
particularly  since  minorities  are  disproportionately  impacted  by 
violence.   At  that  time,  the  Subcommittee  was  told  that  CDC's  plans 
for  the  future  included  increasing  the  involvement  of  minority 
institutions  and  research  in  violence  prevention  activities.   What 
are  the  Agency's  current  plans? 

Dr.  Satcher:   NCIPC  supports  three  multifaceted  youth  violence 
demonstration  projects  and  has  also  recently  funded  the  evaluation  of 
13  intervention  projects  to  see  what  works  to  prevent  youth  violence. 
These  interventions  include  conflict  resolution,  social  skills 
training  and  peer  monitoring.   CDC  recently  convened  a  workshop  to 
bring  all  grantees  together  to  exchange  information  on  their  violence 
prevention  activities. 

Most  of  the  16  projects  mentioned  above  are  focused  on  minority 
communities.   In  reviewing  and  evaluating  applications  for  funding, 
we  looked  for  areas  with  a  high  incidence  of  interpersonal  violence 
and  violence-related  injury  and  death.   In  addition,  we  asked  to  have 
minority  faculty  members  involved  in  every  project  and  many  of  the 
projects  involve  Historically  Black  Colleges  and  Universities. 

CDC,  in  collaboration  with  community-based  organizations, 
developed  a  guide  to  help  communities  design  and  conduct  their  own 
violence  prevention  programs.   The  guide,  "The  Prevention  of  Youth 
Violence:   A  Framework  for  Community  Action,"  includes  examples  of 
promising  interventions  (such  as  conflict  resolution,  mentoring,  and 
parenting  skills  programs)  that  communities  are  conducting,  along 
with  contact  addresses  and  phone  numbers.   We  will  be  happy  to 
provide  you  with  copies  of  this  document. 

We  are  seeking  to  develop  a  partnership  with  Historically  Black 
Colleges  and  Universities  to  increase  their  capacity  to  train  and 
support  African  American  researchers  and  community-based  prevention 
efforts.   In  addition,  we  are  working  to  further  develop  a 
partnership  with  the  National  Congress  of  Black  Churches. 

We  are  working  with  Voorhees  College  and  the  Minority  Males 
Research  and  Practice  Consortium  to  plan  a  national  conference  tat  is 
tentatively  titled:  "Strategies  by  Historically  Black  Colleges  and 
Universities  to  Prevent  violence  in  the  African  American  Community." 
The  purpose  of  the  conference  is  to  unite  HBCU's  and  other  community 
organizations  and  groups  in  strategic  planning  and  information 
sharing  activities  designed  to  develop  the  most  effective  means  to 
prevent  violence  by  African  Americans. 

The  Seventh  Annual  National  Conference  on  Health  Care  for  the 
Poor  and  Underserved  will  be  hosted  by  the  Institute  on  Health  Care 


376 


for  the  Poor  and  Underserved  at  Meharry  Medical  College.   We  will 
support  this  effort  whose  theme  is  "Preventing  Violence  and  Abusive 
Behavior:  A  Public  Health  Agenda." 

Mr.  Stokes:  What  are  some  of  the  major  initiatives  underway  at 
CDC  to  increase  the  participation  of  Historically  Black  Colleges  and 
Universities  (HBCUs)  in  CDC  initiatives? 

Dr.  Satcher:   The  CDC  has  major  involvement  with  Historically 
Black  Colleges  and  Universities.   In  addition  to  the  cooperative 
agreement  with  the  Minority  Health  Professions  Foundation,  CDC  is 
working  closely  with  the  Deputy  Secretary  of  Health  and  Human 
Services  to  develop  activities  with  the  Minority  Male  Consortium.   We 
will  support  a  $300,000  cooperative  agreement  with  one  of  the 
consortium  schools.   We  are  also  working  with  Voorhees  College  on  a 
national  conference  on  Violence  Prevention  at  HBCUs.   We  have  also 
funded  several  small  contracts  with  HBCUs  for  specific  scientific 
analysis.   Lastly  the  HIV/AIDS  program  has  funded  research 
intervention  at  Howard  University,  Jackson  State,  Charles  R.  Drew 
University  of  Medical  and  Science. 

Mr.  Stokes:   What  is  the  present  level  of  support  provided  to 
minority  institutions  by  the  CDC? 

Dr.  Satcher:   Current  funding  to  minority  institutions  is 
$6,253,150,  primarily  through  "The  White  House  Initiative  on 
Historically  Black  Colleges  and  Universities." 

Mr.  Stokes:   Minority  institutions  seem  to  face  a  "Catch  22" 
situation.   They  are  often  told  that  they  cannot  get  funding  because 
they  do  not  have  the  appropriate  infrastructure.   However,  they 
cannot  develop  the  appropriate  infrastructure  because  they  lack  the 
necessary  resources.   Describe  reports  underway  to  increase  the  level 
of  participation  by  Historically  Black  Colleges  and  Universities  in 
the  CDC  8  programs  and  activities? 

Dr.  Satcher:   Specific  planned  initiatives  with  minority 
institutions  have  been  primarily  through  "The  White  House  Initiative 
on  Historically  Black  Colleges  and  Universities." 

Mr.  Stokes:  Explain  the  proposed  funding  for  the  CDC  programs 
that  are  designed  to  increase  the  participation  of  underrepresented 
minorities  in  applied  and  other  research,  and  research  training? 

Dr.  Satcher:  Funding  to  be  used  to  increase  participation  of 
underrepresented  minorities  in  applied  and  other  research  and 
research  training  is  as  follows: 
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1.  Minority  Health  Professions  Foundation 

2.  Public  Health  Sciences  Institute 

3.  Voorhees  College 

4.  Mississippi  Delta  Project 

5.  Black  Church  Initiative 

6.  Native  American  Forum  on  Violence 
Prevention 

7.  Asian  American  Forum  on  Violence 
Prevention 

8.  African  American  Forum  on  Violence 
Prevention 

9.  Hispanic  American  Forum  on  Violence 
Prevention 

10.  Interamerican  College  of  Physicians 
&  Surgeons 

11.  The  Migrant  Health  Stream  Forum 

12.  Morehouse  College  &   YMCA 

13.  A  Partnership  to  Prevention  Occupational 
Disease,  Injuries  and  Death  in  People 

of  Color  and  Low  Income  Workers  (NIOSH 
and  MHPF) 

14.  Other  programs  planned  in  program  areas    S   1,708,931 

AFRICAN  AMERICAN  EMPLOYMENT 

Mr.  Stokes:   How  many  employees  in  CDC  are  in  GS-15  and  above 
positions? 

Dr.  Satcher:   There  are  282  positions  filled  at  GS-15  and  above. 

Mr.  Stokes:   Currently,  how  many  African  Americans  are  at  the  GS- 
15  and  above  level  at  CDC? 

Dr.  Satcher;   There  are  currently  12  African  Americans  at 
CDC/ATSDR  in  these  grades. 
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Mr.  Stokes:    In  what  positions  are  they? 
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Dr.  Satcher:  There  are  2  SES  positions: 

Director,  CDC/Administrator,  ATSDR 
Associate  Director  for  Minority  Health 

There  are  10  positions  at  the  GS-15  level: 

Supervisory  Public  Health  Advisor  (2) 
Supervisory  Chemist 
Science  Administrator 
Program  Analysis  Officer  (2) 
Mathematical  Statistician 
Supervisory  Medical  Officer 
Medical  Officer  (Research) 
Grants  Management  Officer 


Mr.  Stokes:   Is  CDC  under  a  freeze  on  appointments  and 
promotions? 

Dr.  Satcher:   In  December  1993,  the  Public  Health  Service 
imposed  a  freeze  on  external  hires  and  on  promotions  to  grade  GS-14. 
Since  CDC/ASTDR  are  over  our  full-time  equivalent  (FTE)  ceiling 
and  high  grade  targets,  we  are  presently  under  a  freeze  for 
all  outside  hires  and  internal  promotions  to  GS-14  unless  a 
waiver  is  obtained  from  PHS. 


Mr.  Stokes;   Does  CDC  have  any  cases  pending  for  exception  to  the 
freeze? 

Dr.  Satcher:  No  requests  for  exceptions  have  been  sent  forward  at 
this  time. 

Mr.  Stokes:   How  many  African  Americans  are"  among  the  cases 
pending  exception  to  the  freeze? 

Dr.  Satcher:   No  requests  are  pending. 

HEALTH  CARE  REFORM 

Mr.  Stokes:   With  Health  Care  Reform  on  the  horizon,  there  is 
increased  interest  in  and  value  placed  on  health  promotion  and  disease 
prevention.   What  is  CDC's  role  in  this  arena,  and  to  what  extent  is 
it  reflected  in  the  FY  1995  request? 

Dr.  Satcher:   As  the  health  care  system  changes,  the  role  of 
State  and  local  health  departments  will  increasingly  and  necessarily 
evolve  to  one  of  providing  population-based  prevention  programs, 
assuring  access  to  clinical  preventive  services,  and  meeting  the 
special  needs  of  the  underserved.   In  FY  1995,  CDC  will  conduct 
activities  in  the  area  of  health  promotion  and  disease  prevention  to 
support  the  changing  health  care  system  such  as: 

o  Building  State's  infrastructure  for  breast  and  cervical  cancer 
early  detection  by  supporting  public  and  provider  education. 
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quality  assurance,  surveillance,  and  evaluation  activities 
critical  to  achieving  maximum  utilization  of  the  screening 
benefit. 

o  Providing  States  with  funds  for  preventive  health  services  not 
covered  by  categorical  grants  through  the  Preventive  Health  and 
Health  Services  Block  Grant,  to  reduce  preventable  morbidity  and 
mortality  and  improve  the  quality  of  life. 

o  Conducting  applied  research  and  demonstration  projects  in 

collaboration  with  State  and  local  health  departments  or  boards 
of  education,  to  develop  model  intervention  strategies,  and  to 
assist  State  and  local  health  department  in  implementing 
prevention  efforts. 

o  Promoting  healthy  eating  patterns  by  improving  the  capacity  of 
CDC  partners — state  health  departments,  professional  groups,  and 
private  industry — to  provide  nutrition  education  to  their 
consumers. 

o  Providing  funds  and  programmatic  assistance  to  build  capacity  to 
conduct  tobacco  prevention  and  control  activities. 

o  Collaborating  with  State  and  territorial  health  departments  to 
develop  effective  interventions  and  implement  programs  to  reduce 
the  diabetes  burden,  especially  in  minority  communities  and 
among  older  adults. 

o  Directing  efforts,  in  partnership  with  States,  towards  reducing 
adverse  pregnancy  outcomes  in  defined  high-risk  groups. 

o  Funding  10  demonstration  States  to  implement  comprehensive 

school  health  programs  to  improve  the  health  status,  educational 
achievement,  and  economic  productivity  of  our  youth, 
particularly  disadvantaged  youth. 

o  Working  with  national  and  State  partners  to  increase  public 
awareness  of  the  health  benefits  of  physical  activity  and 
provide  public  health  programs  and  supportive  environments  to 
promote  physically  active  lifestyles. 

INCREASED  PARTICIPATION  OF  AFRICAN  AMERICANS. 

Mr.  Stokes:   Explain  the  proposed  funding  for  the  programs  of  CDC 
that  are  designed  to  increase  the  participation  of  underrepresented 
minorities  in  the  research,  research  training,  and  outreach 
initiatives. 

Dr.  Satcher:    Over  the  last  five  years,  CDC  has  established 
specific  programs  to  increase  research  interest  and  research 
activities  targeted  to  ethnic  and  racial  populations.   These  programs 
include:   The  Public  Health  Science  Institute:  Project  IMOHTEP.   This 
program  is  a  five-year  cooperative  agreement  with  the  Morehouse 
College  designed  to  increase  minority  participation  in  careers  in 
biostatistics  and  epidemiology.   The  progreun  was  funded  at  $150,000 
over  each  of  the  previous  five  years.   The  activities  included  ongoing 
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lectures  throughout  the  academic  year  and  a  summer  program  for  seven- 
to-ten  minority  students  to  engage  in  research  at  CDC.   We  have 
initiated  a  process  to  start  another  five-year  cooperative  agreement. 
The  funding  level  for  this  agreement  will  be  at  a  minimum  of  $300,000 
and  expand  activities  to  include  epidemiology,  biostatistics,  and 
occupational  health.   The  program  will  include  at  least  20  students 
and  last  for  at  least  five  years. 

The  second  program  is  the  Public  Health  Summer  Fellows.   This 
program  has  been  operational  for  the  last  six  years  and  managed  by  the 
Minority  Health  Professions  Foundation.   The  program  targets  minority 
students  to  increase  their  interest  in  public  health  careers. 
Different  from  the  Public  Health  Sciences  Institute,  this  progrcun  has 
targeted  minority  students  at  predominately  white  institutions.   In 
the  previous  years,  the  progrcim  was  funded  at  $100,000.   We  are 
increasing  the  funding  to  $125,000.   The  students  spend  eight  weeks  in 
the  summer  engaging  in  public  health  research  projects  at  the  CDC  and 
ATSDR.   A  third  program  is  at  the  National  Center  for  Infectious 
Diseases,  CDC,  and  it  is  entitled,  the  NCID  Summer  Fellows.   This 
program  accepts  between  five  and  ten  students  during  the  summer  and 
involves  them  in  laboratory  research.   These  students  are  generally 
from  medical  or  veterinary  medical  schools.   In  the  past,  students 
have  come  from  Drew  University  of  Medicine  and  Science  in  California, 
Morehouse  School  of  Medicine  in  Atlanta,  and  Tuskegee  University  of 
Veterinary  Medicine  in  Tuskegee,  Alabama.   The  students  work  in 
infectious  disease  laboratories  and  are  expected  to  continue  their 
work  once  they  return  to  their  respective  institutions. 

Our  last  program  is  the  STARLAB  Program  is  funded  through  the 
Morehouse  School  of  Medicine  and  exposes  elementary  school  children  to 
careers  in  science.   These  students  spend  dedicated  time  in  the 
laboratory  under  supervision  of  laboratory  technicians  whom  are  mostly 
minority  technicians  in  an  attempt  to  demystify  science,  and  increase 
their  enthusiasm  to  pursue  these  careers.   This  program  was 
established  in  1990  and  operates  in  Atlanta,  Georgia. 

These  programs  are  expected  to  improve  the  pool  of  students  who 
will  pursue  careers  in  public  health  research  and  training.   We  expect 
these  programs  will  increase  in  the  number  of  students  and  in  funds 
for  operation.   In  addition  to  these  programs,  their  are  other 
training  programs  at  CDC,  chat  while  not  targeting  minority  students, 
make  concerted  efforts  to  include  them  in  their  pool  of  participants. 

Mr.  Stokes:    How  much  is  included  in  the  budget  request  for 
this  initiative? 

Dr.  Satcher:    In  Fiscal  Year  (FY)  1995  the  budget  for  these 
specific  programs  will  increase  to  $500,000. 

Mr.  Stokes:     How  does  this  compare  with  the  amount  currently 
invested? 

Dr.  Satcher:    The  budget  for  Fiscal  Year  1994  for  these  programs 
is  approximately  $400,000. 
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BIOTECHNOLCX3Y 

Mr.  Stokes:   Explain  why  increased  research  in  biotechnology  is 
vital  to  furthering  advances  stemming  from  research  under  the  purview 
of  the  CDC.   (Example:  improvements  in  early  detection  of  diseases). 

Dr.  Satcher:   Biotechnology  has  had  a  tremendous  impact  on  CDC's 
programs,  particularly  in  the  area  of  infectious  diseases.   Gene 
amplification  techniques  allow  us  to  detect  and  characterize 
heretofore  unknown  disease  producing  microorganisms  which  otherwise 
could  remain  unidentified.   DNA  probes  are  being  developed  which  will 
allow  us  to  identify  drug  resistant  strains  of  certain  bacteria  much 
more  rapidly  than  by  using  conventional  methods;  as  a  result 
physicians  can  be  alerted  to  resistance  problems  and  the  need  for 
alternative  treatment  to  prevent  the  spread  of  deadly  microorganism. 
Detailed  genetic  and  biochemical  characterization  of  viruses  and 
bacteria  allow  epidemiologists  to  track  the  prevalence,  distribution 
and  migration  of  specific  microorganisms  as  they  move  through 
communities  and  to  target  intervention  strategies  accordingly.   This 
approach  is  particularly  important  for  vaccination  programs  where 
changes  in  the  type  of  microorganisms  circulating  nationwide  could 
necessitate  the  reformulation  of  existing  vaccines.   Recombinant  DNA 
technology  also  allows  the  large  scale  production  of  specific 
diagnostic  reagents  that  allow  for  rapid  and  simplified  diagnosis  of 
infections  both  in  the  reference  laboratory  as  well  as  in  a  clinical 
setting.   Recombinant  DNA  technologies  also  provide  the  ability  to 
produce  safe  and  efficacious  vaccines,  free  of  the  unwanted  side 
effects.   These  are  but  a  few  examples  of  an  expanding  list  of 
applications  of  the  biotechnology  revolution. 


CHILDHOOD  IMMUNIZATION 

Mr.  Stokes:   Under  the  Vaccine  for  Children  program,  the  Federal 
government  purchases  vaccines  to  be  distributed  free  of  charge  for 
children  on  Medicaid  or  without  health  insurance.   If  a  child  is 
insured  but  lacks  immunization  coverage,  that  child  is  also  eligible 
for  free  vaccines,  but  only  if  the  child  goes  to  a  Federally-Qualified 
Health  Center  (FQHC)  to  receive  the  immunization.   For  Ohio,  only  one- 
fourth  of  its  counties  have  FQHC  centers,  thus  requiring  feunilies  to 
travel  long  distances  to  receive  needed  immunizations.   If  local 
health  departments,  which  exist  in  all  88  of  Ohio's  counties,  were 
permitted  to  provide  free  vaccines  to  this  population,  access  would  be 
simplified  and  immunization  rates  would  increase. 

There  is  tremendous  concern  about  the  limited  access  to 
immunization  services.  What  is  the  current  status  of  measures  taken 
to  address  this  problem? 
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Dr.  Satcher:   The  FY  1995  President's  Budget  includes  an  increase 
of  $46  million  (+28  percent)  over  FY  1994  to  improve  State  and  local 
infrastructure  to  deliver  vaccines — extending  public  clinic  hours, 
hiring  new  staff,  opening  new  clinic  locations,  and  launching 
innovative  public  information  and  personal  outreach  campaigns.   The 
good  news,  however,  is  that  we  are  currently  rebuilding  this  delivery 
infrastructure  in  preparation  for  implementing  the  new  entitlement 
program  on  October  1. 

The  President,  in  his  FY  1994  budget  request,  proposed  investing 
in  rebuilding  State  and  local  immunization  service  delivery  capacity 
and  the  Congress  appropriated  $163  million,  an  increase  of  $117 
million  (+260  percent)  over  FY  1993  for  this  purpose.   As  of  January, 
70  percent  of  FY  1994  funds  had  been  awarded  to  States  based  on 
population  and  need  and  the  remaining  30  percent  will  be  awarded  at 
year-end  using  performance-based  criteria.   In  addition,  incentive 
awards  will  be  provided  to  States  in  August  based  on  the  immunization 
outcome  goals  dictated  by  Congress.   We  believe  this  infusion  of  funds 
into  State  immunization  programs  will  assure  adequate  access  to 
immunization  services  in  FY  1995. 

Mr.  Stokes:   How  extensive  a  problem  is  this  across  the  country? 

Dr.  Satcher:   A  1988  Institute  of  Medicine  report  described  in 
detail  the  problems  of  a  deteriorating  State  and  local  public  health 
delivery  infrastructure.   Since  FY  1992,  however,  vaccine  delivery 
infrastructure  has  received  a  cumulative  boost  of  $253  million.   As 
noted  earlier,  the  most  significant  investment  is  being  made  this 
year — almost  a  four-fold  increase — for  a  total  of  $163  million.   Since 
the  budget  did  not  include  funds  for  State  and  local  vaccine  delivery 
infrastructure  for  so  long,  it  is  clear  that  a  perception  that  there 
were  problems  was  accurate.   However,  we  believe  this  "ramp  up"  in 
funding  will  soon  be  evident  and  that  children  will  have  the  access 
necessary  to  receive  their  shots  on  time.   Also,  I  would  like  to  add 
that  we  view  this  as  a  long-term  commitment.   It  is  our  objective  to 
maintain  this  system  once  it  is  up  and  running. 
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STD  -  LEVEL  FUNDING 

Mr.  Hoyer:   Dr.  Satcher,  we  heard  compelling  testimony  from  Dr. 
Fauci  from  NIAID  last  week  to  the  effect  that  treating  STDs  is  one  of 
the  keys  to  slowing  the  spread  of  HIV  infection.   Unfortunately,  the 
budget  request  for  your  sexually  transmitted  disease  program  is  the 
same  as  last  year,  while  the  need  for  services  increases.   Can  you 
share  with  us  what  you  believe  would  be  an  optimal  funding  level  for 
this  newly  reauthorized  progreum  in  FY  957 

Dr.  Satcher:   In  my  professional  opinion,  to  conduct  a 
comprehensive  STD  prevention  program  at  an  optimal  level,  CDC's 
funding  level  for  grants  should  be  $126  million,  that  is  $48  million 
over  the  FY  1994  grant  funding  level  of  $78,161,000.   This  excludes 
funding  for  Infertility  Prevention  Activities,  which  are  funded  under 
a  different  authority.   The  funding  increase  would  be  used  as  follows: 
1)  $14  million  to  develop  innovative  STD  prevention  approaches  that 
move  beyond  the  traditional  STD  clinic  model;  2)  $16  million  to  expand 
congenital  syphilis  prevention  activities;  3)  $3  million  to  develop 
four  to  six  prevention  research  institutes;  and  4)  $15  million  to 
develop  model  interdisciplinary  curricula  that  emphasize  the  detection 
and  treatment  of  STD,  particularity  in  women  and  adolescents. 
However,  funds  are  not  requested  for  these  activities  because  of 
competing  health  programs  and  the  requirement  to  reduce  the  deficit. 

INFERTILITY  PREVENTION  PROGRAM 

Mr.  Hoyer:   In  FY  94,  the  subcommittee  provided  $8.3  million  for 
CDC's  new  infertility  prevention  program,  focusing  on  gonorrhea  and 
chlamydia.  I  understand  the  success  of  this  program  in  Region  X  during 
the  demonstration  phase  was  considerable.  I've  heard  that  some  parts 
of  the  country  with  the  highest  rates  of  gonorrhea  and  chlamydia 
aren't  yet  participating  in  this  program.   Can  you  explain  why? 

Dr.  Satcher:   It  is  true  that  Region  X  has  seen  dramatic 
decreases  in  the  rate  of  chlamydia  -  in  fact  over  the  5-year 
demonstration  project,  rates  have  declined  by  57  percent  in  family 
planning  clinics.   This  project,  a  joint  effort  of  the  Title  X  Family 
Planning  Program  and  CDC,  has  provided  us  with  the  convincing  data  to 
demonstrate  the  effectiveness  of  coordinated,  high  quality,  cost- 
efficient  partnerships  that  addresses  the  infertility  prevention  needs 
of  women  and  their  partners.   With  the  1994  appropriation  of  $8.3 
million  provided  to  CDC  through  the  Preventive  Health  Amendments  of 
1992,  we  have  expanded  this  program  so  that  family  planning  and  STD 
clinics  are  screening  800,000  women  in  four  USPHS  regions  this  year. 

Of  those  800,000  women,  approximately  100,000  will  require 
treatment  for  chlamydia  or  an  associated  syndrome.   The  costs 
associated  with  neglecting  treatment  are  overwhelming.   Savings  for 
just  those  100,000  women  would  be  approximately  $86.3  million  annually 
in  health  care  and  hospitalization  costs  related  to  PID,  infertility, 
ectopic  pregnancy  and  chronic  pelvic  pain. 
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CDC's  goal  is  to  continue  to  expand  this  successful  model  to  the 
remaining  six  USPHS  regions.   With  our  current  level  of  funding,  we 
will  be  cible  to  award  funds  for  infrastructure  development,  but  not 
service  delivery,  to  three  of  those  six  regions  this  year. 

Mr.  Hoyer:   How  much  money  would  be  required  for  national 
implementation  of  the  infertility  prevention  program? 

Dr.  Satcher:   In  my  professional  opinion,  to  conduct  a 
comprehensive  infertility  prevention  program  nationwide,   an 
appropriation  of  $90  million  would  be  necessary.   This  would  provide 
funds  to  establish  a  nationwide  Infertility  Prevention  Program.   It 
would  also  support  screening  in  other  primary  care  settings,  such  as 
migrant  health,  adolescent  health,  and  other  clinics  which  provide 
services  to  women  at  high  risk  of  chlcunydial  and  gonococcal  infection; 
and  provide  funds  for  follow-up  activities  for  chlamydia  and 
gonorrhea.   However,  because  of  competing  health  priorities  and  the 
requirement  to  reduce  the  deficit,  funds  were  not  requested  in  FY 
1995. 

STD  -  IMPACT  OF  HEALTH  CARE  REFORM 

Mr.  Hoyer:   Finally,  I  am  interested  in  ways  health  care  reform 
might  impact  STD  services  in  this  country,  particularly  if  primary 
care  doctors  will  be  seeing  more  STD  patients  under  universal 
coverage.   Do  we  have  programs  in  place  to  train  all  physicians  in 
diagnosis  and  treatment  of  STDs?   If  not,  does  CDC  have  a  plan  to 
address  this  problem? 

Dr.  Satcher:   Under  universal  coverage,  it  is  very  likely  that 
primary  care  physicians  will  be  seeing  more  STD  patients. 

While  we  do  have  training  programs  in  place,  they  are  not 
adequate  to  train  all  physicians  in  the  detection  and  treatment  of 
STDs.   Although  the  HIV/AIDS  epidemic  has  increased  the  medical 
community's  awareness  of  the  sexual  transmission  of  disease,  this  fact 
has  not  been  translated  into  an  increased  interest  in  STDs  or  in  any 
movement  by  our  nation's  medical  schools  to  increase  the  curriculum 
and  time  devoted  to  them. 

A  survey  conducted  by  CDC  indicated  that  most  medical  schools 
have  no  formal  curriculum  for  STDs,  that  most  students  receive  less 
than  three  hours  of  formal  training  in  STDs  during  their  medical 
training,  and  that  only  1  in  9  medical  schools  has  a  formal  linkage 
with  an  STD  clinic  to  provide  a  clinical  practice  for  students. 
Training  of  young  physicians  in  STDs  in  residency  progrtuns  is  also 
uncommon. 

CDC  does  have  a  plan  to  address  this  problem.   With  available 
resources,  CDC  has  targeted  physicians  in  practice  with  a  range  of 
reference  materials,  including  STD  treatment  schedules  and  Clinical 
Practice  Guidelines.   CDC  also  targets  education  to  practitioners  by 
supporting  a  national  network  of  11  STD  Prevention/Training  Centers 
that  reach  5,000-7000  individuals  annually.   These  Centers  cover  all 
regions  of  the  country,  from  San  Juan  to  Seattle,  and  link  a  high 
quality  public  STD  clinic  with  a  school  of  medicine  to  provide  state- 
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of-the-art  STD  clinical  training  that  is  complemented  by  supervised 
"hands-on"  practice.   These  Centers  also  teach  courses  on  HIV  and 
coordinate  with  the  AIDS  Education  and  Training  Centers  managed  by  the 
Health  Resources  and  Services  Administration.   Jointly  sponsored 
courses  which  combine  STD  and  HIV  education  are  also  offered. 

BIRTH  DEFECTS 

Mr.  Hoyer:   Dr.  Satcher,  I  understand  CDC  has  a  program  to 
monitor  and  prevent  birth  defects,  an  area  in  which  I  am  very 
interested.   In  Maryland,  our  state  health  department  has  a 
longstanding  birth  defects  registry  which  collects  data  from  hospitals 
all  over  the  state,  but  apparently  hospital  data  is  very  limited  in 
picking  up  incidence  of  birth  defects   —  only  eibout  a  quarter  of  them 
can  be  identified  right  after  birth.   With  so  much  concern  about  the 
environmental  causes  of  birth  defects,  as  well  as  social  problems  like 
substance  abuse,  it  would  make  sense  that  we  beef  up  our  monitoring 
and  database.   How  many  states  now  receive  grants  from  CDC  for  birth 
defects  registries  to  collect  and  analyze  data  on  the  number  of 
infants  born  each  year  with  some  kind  of  birth  defects? 

Dr.  Satcher:   CDC  currently  has  cooperative  agreements  with  2 
states,  California  and  Iowa,  for  general  birth  defect  surveillance. 
We  have  cooperative  agreements  with  2  other  states,  Texas  and  South 
Carolina,  for  special  surveillance  and  prevention  programs  for  spina 
bifida  and  anencephaly  which  occur  at  high  rates  in  these  States. 

Mr.  Hoyer:   Can  you  tell  us  about  some  of  the  model  programs? 

Dr.  Satcher:   Maryland  is  one  of  the  27  states  that  has  some  kind 
of  birth  defects  surveillance  system.   States  take  many  different 
approaches  to  monitor  birth  defects.   As  you  mentioned  the 
surveillance  system  in  Maryland,  like  those  in  many  other  states, 
ascertains  only  a  small  percentage  of  all  birth  defects  because  it 
depends  on  reporting  of  selected  birth  defects  by  the  individual 
hospitals.    Model  birth  defect  surveillance  systems,  such  as  the  ones 
in  California,  Iowa,  and  CDC's  own  system  in  Georgia,  have  a  staff 
that  actively  seeks  out  medical  records  of  infants  with  birth  defects. 
Evaluation  of  these  model  systems  indicate  that  they  ascertain  about 
98%  of  all  cases.    There  is  an  urgent  need  for  more  of  these  highly 
effective,  model  systems  to  provide  representative,  population-based 
data  from  every  region  of  the  country  and  for  all  ethnic  and  racial 
groups.   These  surveillance  programs  are  needed  for  early  detection  of 
new  environmental  teratogens,  to  find  clues  to  causes  of  birth 
defects,  and  to  plan  and  evaluate  birth  defects  prevention  programs. 

Mr.  Hoyer:   How  much  money  would  be  necessary  to  assist  all  50 
states  in  developing  effective  birth  defects  surveillance  systems? 

Dr.  Satcher:   We  estimate  that  10  highly  effective,  model  systems 
to  provide  population-based  data  for  every  region  of  the  country  with 
$25  million.   Providing  every  state   a  moderately  effective  system 
would  require  at  least  $50  million. 
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EPILEPSY  PREVENTION  EDOCATION 

Mr.  Hoyer:   Doctor,  in  FY  94,  Congress  appropriated  $610,000  for 
CDC  to  develop  and  implement  a  prevention  education  effort  for 
epilepsy.   What  progress  has  CDC  made  in  this  area? 

Dr.  Satcher:   CDC  is  drawing  on  its  experience  in  provider, 
patient,  and  public  education  to  expand  professional  and  consumer 
awareness  of  the  benefits  of  early  treatment  of  epilepsy,  and  to 
reduce  disability  and  improve  quality  of  life  for  the  2.5  million 
Americans  with  epilepsy.   This  focus  is  based  on  discussions  between 
CDC  and  representatives  of  the  National  Association  of  Epilepsy 
Centers,  the  American  Epilepsy  Society,  and  the  Epilepsy  Foundation  of 
America  in  December  1993. 

Several  important  areas  of  effort  have  been  initiated  in  FY  1994: 

o  Developing  ties  to  the  major  epilepsy  consumer  and  provider 
organizations  and  identifying  potential  collaborators. 

o  Assessing  the  effectiveness  and  impact  of  current  patient  and 
professional  education  materials. 

o  Creating  a  computer  database  of  information  on  epilepsy  to  be  made 
available  to  State  and  local  health  departments. 

o  Exploring  the  feasibility  of  a  health  communications  efforts 

targeting  consumers,  their  families,  and/or  health  care  providers  to 
increase  awareness  of  the  benefits  of  early  treatment  of  epilepsy. 

Mr.  Hoyer:   What  activities  could  CDC  initiate  if  additional 
resources  were  provided  to  bring  FY  95  funding  to  $1  million? 

Dr.  Satcher:   Given  this  level  of  resources,  CDC  would  expand 
upon  its  planned  activities  outlined  in  the  Report  ~to  Congress  on 
Prevention  Education  Strategies  for  Epilepsy.   Specifically,  CDC  would 
address  the  need  for  provider  and  public  education  and  for  early 
intervention  through  the  following  activities: 

o  Expand  evaluation  of  existing  consumer,  patient,  and  provider 
educational  programs;  and  disseminate  effective  materials  and 
programs  to  a  wider  national  audience. 

o  Initiate  health  communications  efforts  targeting  consumers,  their 
families,  and/or  health  care  providers  to  increase  awareness  of  the 
benefits  of  early  treatment  of  epilepsy. 

o  Explore  with  State  health  departments  the  role  they  could  play  in 
epilepsy  prevention  and  education. 

ORAL  HEALTH 

Mr.  Hoyer:   When  was  CDC's  division  of  oral  health  created? 
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Dr.  Satcher:   The  Division  of  Oral  Health  was  created  at  CDC  in 
the  National  Center  for  Prevention  Services  in  December,  1991.   Its 
precursor,  the  Dental  Disease  Prevention  Activity,  was  transferred 
from  NIH  to  CDC  in  FY  1977. 

Mr.  Hoyer:   How  many  FTE's  are  employed  in  the  Division  and  what 
are  its  main  activities? 

Dr.  Satcher:   The  Division  of  Oral  Health  has  21  FTE's.   The 
Division  provides  technical  consultation  and  guidance  to  State  and 
local  health  departments,  and  organized  dentistry.    Successful 
efforts  have  been  implemented  to  prevent  and  control  dental  caries  and 
oral  cancer,  and  to  prevent  the  spread  of  infectious  diseases  in  the 
dental  setting.    The  Division  is  also  involved  in  surveillance  and 
research,  and  has  assisted  other  components  within  CDC  in 
investigating  disease  outbreaks  in  dental  settings,  e.g.,  HIV  and  TB. 

Mr.  Hoyer:   What  is  the  current  funding  level? 

Dr.  Satcher:   The  Division  of  Oral  Health  is  currently  funded  at 
$1.6  million  (FY  1994). 

Mr.  Hoyer:   At  what  level  do  you  project  it  will  be  funded  in  FY 
1995? 

Dr.  Satcher:  Level  funding  is  requested  for  the  Division  of  Oral 
Health  in  FY  1995. 

Mr.  Hoyer:   If  the  Oral  Health  Division  had  a  $6  million  budget, 
what  could  it  do  that  it  can't  do  at  the  current  funding  level? 

Dr.  Satcher:   The  Division  of  Oral  Health  is  the  only  Federal 
focus  for  national  oral  disease  prevention  efforts,  and  additional 
funds  would  allow  the  Division  to  increase  support  to  State  and  local 
health  departments  in  the  following  areas:   development  of 
surveillance  capabilities;  development  and  implementation  of  caries 
prevention  and  oral  cancer  prevention  programs;  provision  of  guidance 
and  technical  assistance  in  the  prevention  of  infectious  diseases  in 
dentistry.   Establishment  of  active  surveillance  systems  is  most 
important  if  states  and  local  governments  are  to  target  their  limited 
oral  health  resources  for  maximum  impact.    Development  and 
implementation  of  prevention  programs  are  critical  if  the  $34  billion 
spent  annually  on  dental  care  is  to  be  reduced  and  needless  suffering 
prevented.   Infectious  diseases  in  the  dental  setting  continues  to  be 
a  major  concern  of  the  dental  profession  and  the  public. 

HEMOPHILIA 

Mr.  Hoyer:   Dr.  Satcher,  last  year  initial  funding  was  provided 
to  establish  a  program  at  CDC  to  "prevent  complications  of  hemophilia 
and  related  disorders."  Would  you  please  provide  the  committee  with  a 
status  report  detailing  the  progress  made  to  date? 

Mr.  Satcher:   Development  of  the  program  is  currently  on 
schedule.   In  order  to  establish  state-based  surveillance  of 
hemophilia  and  its  complications,  6  states  were  awarded  cooperative 
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agreements  to  develop  the  state  based  data  collection  activities.   To 
date,  these  states,  working  with  CDC  and  the  hemophilia  community  have 
prioritized  a  list  of  initial  surveillance  topics,  developed  survey 
mechanisms  in  the  respective  states  and  developed  a  uniform  survey 
instrument  to  be  utilized  by  the  participating  states.   Presently, 
field  testing  of  this  instrument  is  being  conducted  in  six  states. 
CDC  is  providing  technical  assistance  for  data  management,  has 
developed  a  computer  network  for  rapid  sharing  of  data  and 
information,  and  is  developing  software  for  use  by  the  surveillance 
network.   Full  implementation  of  the  surveillance  system  should  be  in 
place  this  fiscal  year. 

Mr.  Hoyer:   Is  there  adequate  funding  support  to  carry  out  the 
mandate  of  this  program  to  address  issues  related  to  the  prevention  of 
complications  such  as  inhibitors,  liver  disease,  joint  disease,  HIV 
and  AIDS? 

Mr.  Satcher:   There  is  adequate  funding  to  initiate  the  first 
phase  of  the  FY94  initiative,  (i.e.,  to  establish  surveillance  for 
complications  of  hemophilia  in  order  to  assess  the  extent  to  which  the 
hemophilia  population  is  affected  by  6  of  these  complications  and 
provide  initial  data  to  establish  priorities  for 

prevention/intervention  projects).   The  second  and  third  phases  of  the 
initiative,  that  is,  the  design  and  implementation  of  preventive 
interventions  and  evaluation  studies,  and  the  translation  of  the 
results  of  these  findings  into  health  care  practice  will  require 
further  resources  and  personnel. 

Mr.  Hoyer:   What  progreun  funding  resources  are  necessary  to 
implement  this  initiative  fully? 

Mr.  Satcher:   To  adequately  fund  the  total  program,  the  number  of 
States  funded  for  surveillance  should  be  increased  to  insure  a  more 
representative  sample.   In  addition,  epidemiologic  studies  should  be 
initiated  to  identify  causes  of  major  hemophilia  complications  and  to 
facilitate  the  initiation  of  outreach  and  prevention  projects  directed 
toward  underserved  populations.   The  increased  funding  should  be 
phased  in  over  the  next  5  years,  with  an  additional  $2  million  in  FY 
1995  to  a  total  of  $8  million  above  the  present  funding  level  in  1998. 

Mr.  Hoyer:   Do  you  have  documentation  of  the  outcomes  from 
hemophilia  HIV  prevention  strategies  employed  to  date? 

Mr.  Satcher:   To  date,  the  effect  of  the  hemophilia  HIV 
prevention  strategies  have  been  monitored  through  2  basic  mechanisms: 
Periodic  assessment  by  sampling  questionnaire,  and  analysis  of  annual 
data  of  HIV  infection  voluntarily  submitted  by  hemophilia  treatment 
centers  on  hemophilia  patients,  their  sex  partners,  and  children. 
These  methods  have  supported  behavior  modification  programs  that 
produced  changes  in  attitudes  towards  implementing  safe  sex  practices 
among  sex  partners  of  HIV  infected  individuals.   Data  have  shown 
marked  improvement  in  the  percentage  of  couples  using  safe  sex 
practices  from  20%  to  greater  than  80%.   In  addition,  during  the  first 
5-years  of  the  epidemic,  approximately  13-20%  of  the  sex  partners 
beccune  infected — roughly  3%  per  year.   Currently,  the  rate  is  about 
0.1%  per  year — greater  than  a  10  fold  drop  in  incidence. 
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Mr.  Hoyer:   I  understand  there  has  been  discussion  between  CDC 
and  the  hemophilia  community  that  this  program  initiative  might  be 
better  suited  programmatically  with  another  center  outside  of  CDC. 
What  plans  does  CDC  have  to  place  this  program  in  an  area  that  will 
establish  the  visibility,  prominence,  and  stability  that  this  program 
needs  to  be  successful? 

Dr.  Satcher:   There  has  been  no  consideration  of  placing  the 
program  outside  of  the  CDC;  however,  CDC  is  carefully  examining  the 
ultimate  location  of  the  Hemophilia  and  Hematologic  Diseases 
Activities.   Programmatically,  the  Activities  have  responsibilities 
that  are  similar  to  several  centers  within  CDC.   These  activities  now 
have  many  hemophilia-related  HIV  projects  but  also  an  increasing 
number  of  non-HIV  projects  concerning  hemophilia  and  other  hematologic 
disorders.   These  non-HIV  projects  are  primarily  focused  in  areas  of 
chronic  disease  and/or  genetic  disease.   Because  future  programs  of 
these  Activities  are  expected  to  become  more  non-HIV  related,  CDC  is 
considering  locations  for  the  activities  that  will  provide  the  most 
visibility,  prominence  and  stability  needed  for  their  success. 

Mr.  Hoyer:   How  does  the  CDC  coordinate  its  work  in  this  area 
with  HRSA/MCHB  and  NHF7 

Dr.  Satcher:   CDC  works  closely  with  the  Health  Resources 
Services  Administration  (HRSA)  on  the  hemophilia  HIV  prevention 
activities.   By  means  of  an  interagency  agreement,  CDC  provides 
funding  to  Hemophilia  Treatment  Centers  to  carry  out  activities 
related  to  HRSA  federally  funded  treatment  centers.   CDC  meets  with 
HRSA  and  the  National  Hemophilia  Foundation  (NHF)  on  a  regular  basis, 
(at  least  4  times  per  year)  to  discuss  goals,  accomplishments,  new 
directions,  changes  in  strategies  and  to  evaluate  current  activities. 
By  these  means,  projects  are  designed  to  complement  the  projects  of 
the  activities  of  the  2  agencies  (HRSA  &  CDC). 
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SEXUALLY  TRANSMITTED  DISEASES 

Mrs.  Lowey:   Now  that  authority  for  the  CDC's  programs  in  the 
area  of  sexually  transmitted  diseases  (STDs)  has  been  renewed,  is  CDC 
planning  programs  or  initiatives  that  would  bring  new  energy  and 
innovative  approaches  to  STD  prevention  efforts?   If  so,  what 
resources  are  required? 

Dr.  Satcher:   In  my  professional  opinion,  to  conduct  a 
comprehensive  STD  prevention  program  at  an  optimal  level,  CDC's 
funding  level  for  grants  should  be  $126  million,  that  is  $48  million 
over  the  FY  1994  grant  funding  level  of  $78,161,000.   This  excludes 
funding  for  Infertility  Prevention  Activities,  which  are  funded  under 
a  different  authority.   The  funding  increase  would  be  used  as 
follows:  1)  $14  million  to  develop  innovative  STD  prevention 
approaches  that  move  beyond  the  traditional  STD  clinic  model;  2)  $16 
million  to  expand  congenital  syphilis  prevention  activities;  3)  $3 
million  to  develop  four  to  six  prevention  research  institutes;  and  4) 
$15  million  to  develop  model  interdisciplinary  curricula  that 
emphasize  the  detection  and  treatment  of  STD,  particularity  in  women 
and  adolescents.   Because  of  competing  priorities  and  the  rec[uirement 
to  reduce  the  deficit,  funds  have  not  been  requested  in  FY  1995. 

Mrs.  Lowey:   For  FY  1994,  the  Committee  provided  $8.3  million 
for  the  CDC's  new  infertility  prevention  program  focused  on  chlamydia 
and  gonorrhea.   I  am  encouraged  by  the  dramatic  reductions  in 
chlamydia  rates  found  during  the  Region  X  demonstration.   I 
understand,  however,  that  some  parts  of  the  country  that  have  the 
highest  chlamydia  rates,  such  as  New  York  and  California,  are  not 
participating  in  the  program.   Could  you  tell  us  why? 

Dr.  Satcher:  Region  X  has  seen  dramatic  decreases  in  the  rate  of 
chlamydia.  In  fact  over  the  5-year  demonstration  project,  rates  have 
declined  by  57  percent  in  family  planning  clinics.   This  project,  a 
joint  effort  of  the  Title  X  Family  Planning  Program  and  CDC,  has 
provided  us  with  the  convincing  data  to  demonstrate  the  effectiveness 
of  coordinated,  high  quality,  cost-efficient  partnerships  that 
addresses  the  infertility  prevention  needs  of  women  and  their 
partners.   With  the  1994  appropriation  of  $8.3  million  provided  to 
CDC  through  the  Preventive  Health  Amendments  of  1992,  we  have 
expanded  this  program  so  that  family  planning  and  STD  clinics  are 
screening  800,000  women  in  four  USPHS  regions  this  year. 

Of  those  800,000  women,  approximately  100,000  will  require 
treatment  for  chlamydia  or  an  associated  syndrome.   The  costs 
associated  with  neglecting  treatment  are  overwhelming.   Savings  for 
just  those  100,000  women  would  be  approximately  $86.3  million 
annually  in  health  care  and  hospitalization  costs  related  to  PID, 
infertility,  ectopic  pregnancy  and  chronic  pelvic  pain. 

CDC's  goal  is  to  continue  to  expand  this  successful  model  to  the 
remaining  six  USPHS  regions.   With  our  current  level  of  funding,  we 
will  be  able  to  award  funds  for  infrastructure  development,  but  not 
service  delivery,  to  three  of  those  six  regions  this  year. 

Mrs.  Lowey:   How  much  money  would  be  required  for  National 
implementation  of  the  infertility  prevention  program? 
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Dr.  Satcher:   In  my  professional  opinion,  to  conduct  a 
comprehensive  infertility  prevention  program  nationwide,   an 
appropriation  of  $90  million  would  be  necessary.   This  would  provide 
funds  to  establish  a  nationwide  Infertility  Prevention  Program.   It 
would  also  support  screening  in  other  primary  care  settings,  such  as 
migrant  health,  adolescent  health,  and  other  clinics  which  provide 
services  to  women  at  high  risk  of  chlamydial  and  gonococcal 
infection;  and  provide  funds  for  follow-up  activities  for  chlamydia 
and  gonorrhea.   Funding  in  FY  1995  was  not  requested  because  of 
competing  health  priorities  and  the  requirement  to  reduce  the 
deficit. 

Mrs.  Lowey;  Concerns  are  being  raised  about  the  need  that  health 
care  reform  might  create  for  expanded  training  of  providers  in 
diagnosis  and  treatment  of  STDs.   It  is  believed  that  universal 
coverage  might  lead  to  dramatic  increases  in  the  number  of  patients 
with  STDs  who  seek  treatment.   Are  you  satisfied  with  current 
programs  aimed  [at]  training  physicians  and  other  providers  in 
diagnosis  and  treatment  of  STDs?   If  not,  does  CDC  have  a  plan  to 
address  this  problem? 

Dr.  Satcher:   Under  universal  coverage,  it  is  very  likely  that 
primary  care  physicians  will  be  seeing  more  STD  patients. 

While  we  do  have  training  programs  in  place,  they  are  not 
adequate  to  train  all  physicians  in  the  detection  and  treatment  of 
STDs.   Although  the  HIV/AIDS  epidemic  has  increased  the  medical 
community's  awareness  of  the  sexual  transmission  of  disease,  this 
fact  has  not  been  translated  into  an  increased  interest  in  STDs  or  in 
any  movement  by  our  nation's  medical  schools  to  increase  the 
curriculum  and  time  devoted  to  them. 

A  survey  conducted  by  CDC  indicated  that  most  medical  schools 
have  no  formal  curriculum  for  STDs,  that  most  students  receive  less 
than  three  hours  of  formal  training  in  STDs  during  their  medical 
training,  and  that  only  1  in  9  medical  schools  has  a  formal  linkage 
with  an  STD  clinic  to  provide  a  clinical  practicum  for  students. 
Training  of  young  physicians  in  STDs  in  residency  programs  is  also 
uncommon. 

CDC  does  have  a  plan  to  address  this  problem.   With  available 
resources,  CDC  has  targeted  physicians  in  practice  with  a  range  of 
reference  materials,  including  STD  treatment  schedules  and  Clinical 
Practice  Guidelines.   CDC  also  targets  education  to  practitioners  by 
supporting  a  national  network  of  11  STD  Prevention/Training  Centers 
that  reach  5,000-7000  individuals  annually.   These  Centers  cover  all 
regions  of  the  country,  from  San  Juan  to  Seattle,  and  link  a  high 
quality  public  STD  clinic  with  a  school  of  medicine  to  provide  state- 
of-the-art  STD  clinical  training  that  is  complemented  by  supervised 
"hands-on"  practice.   These  Centers  also  teach  courses  on  HIV  and 
coordinate  with  the  AIDS  Education  and  Training  Centers  managed  by 
the  Health  Resources  and  Services  Administration.   Jointly  sponsored 
courses  which  combine  STD  and  HIV  education  are  also  offered. 
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IMMUNIZATION 

Mrs.  Lowey:   As  part  of  the  effort  to  expand  access  to 
Inununizations,  CDC  embarked  on  an  effort  to  simplify  the  forms  used 
in  immunizations.   When  do  you  expect  to  begin  using  this  new  form 
and  where? 

Dr.  Satcher:   The  new  and  simplified  forms  containing  vaccine 
information  materials  will  be  published  in  the  Federal  Register  in 
June  1994.   Concurrently,  they  will  be  provided  to  all  immunization 
grantees  who  will  reproduce  and  distribute  the  forms  to  all  providers 
of  immunizations  within  their  jurisdictions.   The  new  forms  can  be 
used  in  place  of  the  old  forms  immediately  upon  receipt  by  the 
provider.   However,  beginning  October  1,  1994,  only  the  new  forms  can 
be  used. 

WOMEN'S  HEALTH 

Ms.  Lowey:   Your  testimony  refers  to  an  effort  to  formalize 
CDC's  agenda  in  the  area  of  women's  health  and  to  emphasize  cross- 
cutting  initiatives.   The  CDC  has  begun  with  an  investigation  of 
issues  surrounding  the  female  condom.   What  other  important  cross- 
cutting  issues  do  you  expect  to  address? 

Dr.  Satcher:   As  we  looked  at  CDC's  priorities  for  women's 
health,  we  identified  several  gaps  that  needed  to  be  addressed 
immediately.   CDC  has  recently  awarded  FY  1994  women's  health  funds 
for  research  and  development  projects  in  three  areas:  (1)  preventing 
osteoporosis  (three  different  projects  to  study  methods  for  early 
detection  of  or  predisposition  to  osteoporosis),  (2)  preventing 
sexually  transmitted  diseases  (a  project  to  develop  a  model  to 
diagnose  and  prevent  gonorrhea,  chlamydia,  and  Trichomonas  vaginalia 
infections  in  non-sexually  transmitted  diseases  clinic  settings  that 
provide  primary  care  to  adolescent  women),  and  (3)  improving  the 
health  and  quality  of  life  of  older  women  (a  project  to  improve 
prevention  services,  such  as  hormone  replacement  therapy,  cancer 
screening,  diet  counseling,  smoking,  and  exercise,  for  older  women  in 
HMOs  with  significant  minority  enrollment,  and  a  project  to  assess 
the  home  environment  of  older  women  for  fall  hazards). 

Ms.  Lowey:   What  about  a  more  comprehensive  initiative  in  the 
area  of  violence  against  women? 

Dr.  Satcher:   This  fiscal  year  the  Centers  for  Disease  Control 
and  Prevention  is  launching  a  comprehensive  initiative  to  prevent 
violence  against  women.   Our  primary  focus  is  preventing  violence 
against  adolescents  and  adult  women  (ages  12-34)  that  occurs  in  the 
context  of  families  or  intimate  relationships.   Activities  are 
focused  on  traditional  public  health  activities  including 
surveillance,  identification  of  risk  factors,  community  demonstration 
projects,  strengthening  the  states'  ability  to  respond  to  this 
problem  (i.e.,  capacity  building),  supporting  a  national  network  of 
public  and  private  organizations  dealing  with  this  issue,  and 
communication  activities  that  include  public  information  and 
training.   As  first  steps  in  this  process,  we  have  advertised  the 
request  for  proposals  (RFP)  for  research,  and  we  are  developing  our 
plans  for  working  with  community-based  programs  and  state  programs. 
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INJURY  CONTROL  RESEARCH  CENTERS 

Ms.  Lowey:   The  CDC  has  funded  seven  Injury  Control  Research 
Centers  nationwide  for  preventing  and  controlling  violence. 
Currently,  no  center  exists  in  the  New  York/New  Jersey  region,  and 
only  two  centers  are  located  on  the  east  coast.   Given  the 
seriousness  of  the  violence  problem  in  New  York,  do  you  not  agree 
that  New  York  would  be  a  logical  place  to  establish  such  a  center? 

Dr.  Satcher:   Violence  is  an  extremely  serious  public  health 
problem  that  deserves  a  coordinated  effort  by  all  of  American  society 
to  develop  scientifically-sound  mechanisms  to  understand  and 
implement  interventions  which  will  result  in  decreased  morbidity  and 
mortality.   Six  of  the  present  Injury  Control  Research  Centers  funded 
by  CDC  are  actively  involved  in  developing  research  and  interventions 
in  violence  prevention  and  control. 

CDC  welcomes  and  encourages  applications  for  injury  control 
research  centers  from  all  organizations  which  have  an  interest  in 
violence  prevention  and  control  research.   However,  due  to  limited 
funding,  it  is  not  possible  to  fund  all  of  the  approved  applications 
and  place  an  ICRC  in  each  region  of  the  nation.   Applications  are 
evaluated  by  a  dual  review  process.   The  primary  review  is  a  peer 
evaluation  by  the  Injury  Research  Grants  Review  Committee  (IRGRC)  of 
the  scientific  and  technical  merit  of  the  application.   The  IRGRC  is 
a  chartered  study  section  responsible  for  reviewing  grant  proposals 
for  individual  injury  control  research  projects.  Injury  Control 
Research  Centers  and  Research  Program  Project  Grants.   Committee 
members  are  outstanding  authorities  in  the  field  of  injury  prevention 
and  control,  including  the  area  of  violence  prevention.   The  final 
review  is  conducted  by  the  CDC  Advisory  Committee  for  Injury 
Prevention  and  Cotnrol,  which  considers  the  results  of  the  peer 
review  together  with  program  need  and  relevance. 

TEEN  SMOKING 

Ms.  Lowey:   I  understand  that  the  CDC  will  make  available  to 
other  States  materials  from  a  successful  anti-smoking  campaign 
developed  in  California.   Can  you  tell  us  more  about  this  campaign 
and  how  States  can  get  access  to  information  about  this  and  other 
sucwessful  approaches  to  curbing  teen  smoking? 

Dr.  Satcher:   CDC  is  working  to  obtain  state-of-the-art  TV, 
radio,  print,  and  outdoor  advertising  materials  developed  by  the 
California  Department  of  Health  Services  (CDHS)  through  that  State's 
Proposition  99  tobacco  control  program.   California  has  conducted  the 
largest  counteradvertising  campaign  in  the  history  of  tobacco 
prevention  and  control,  and  there  is  a  high  demand  among  other  States 
for  the  California  materials.   CDC  has  executed  legal  agreements  with 
CDHS  to  use  and  redistribute  the  materials  and  is  awaiting  approval 
only  from  the  California  Screen  Actors  Guild  for  rights  to  the 
television  materials. 

CDC  will  act  as  the  central  point  for  reproduction  and 
dissemination  of  the  materials,  and  will  provide  technical  assistance 
to  States  in  planning  and  conducting  tobacco  control  advertising  and 
education  campaigns. 
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As  part  of  efforts  to  build  nationwide  infrastructure  to  prevent 
tobacco  use,  CDC  is  developing  a  resource  center  to  share  high- 
quality  advertising  and  educational  materials  among  all  the  States. 
The  materials  to  be  included  are  television  and  radio  spots, 
billboards,  print  ads,  transit  ads,  and  a  wide  variety  of  educational 
videos  and  publications  targeting  varied  ethnic,  population,  and  age 
groups.   Depending  on  States'  needs  and  resources,  the  resource 
center  either  will  provide  bulk  quantities  of  materials  or  master 
copies  of  materials  for  reproduction  and  distribution  by  the  States. 
This  activity  will  benefit  States  that  do  not  have  the  resources  to 
produce  sophisticated  campaign  materials  and  will  avoid  unnecessary 
duplication  of  effort  among  the  States. 

HIV  PREVENTION  FUNDING 

Mrs.  Lowey:  Doesn't  the  Administration's  failure  to  provide  an 
increase  for  CDC's  AIDS  prevention  activities  undermine  the  momentum 
of  the  community  planning  process  initiated  recently? 

Dr.  Satcher:   Although  no  additional  funds  are  projected  for  HIV 
prevention  activities,  it  is  hoped  that  the  community  planning 
process  will  increase  the  effectiveness  of  the  programs  by  more 
closely  matching  the  progrcuns  to  the  needs  of  the  communities  that 
they  serve. 

The  primary  objectives  of  HIV  prevention  community  planning  are 

(1)  to  involve  the  communities  for  which  programs  are  intended  and 
the  providers  of  these  programs  in  the  planning  of  the  programs  and 

(2)  to  tie  science  together  more  closely  with  program  planning. 
Although  one  critical  step  in  the  community  planning  process  is 
conducting  a  needs  assessment  to  identify  gaps  in  services,  another 
critical  step  is  prioritizing  these  needs.   Level  funding — along  with 
(1)  effectiveness  of  progrcun  interventions,  (2)  cost  effectiveness, 

(3)  community  norms,  and  (4)  assessment  of  other  potential  providers 
and  resources  availalble  to  meet  the  need — are  all  components  to  be 
considered  in  the  prioritization  process.   HIV  prevention  community 
planning  should  result  in  a  re-prioritization  of  program  activities 
to  meet  the  specific  needs  of  each  jurisdiction,  rather  than  a 
federally  mandated  program. 

CONFLICT  RESOLUTION  ACTIVITIES 

Ms.  Lowey:   The  budget  justification  refers  to  evidence  of 
substantial  reductions  in  the  arrest-rate  of  individuals  who  have 
participated  in  conflict  resolution  activities.   Can  you  tell  us  more 
about  those  findings? 

Dr.  Satcher:   The  conflict  resolution  intervention  mentioned  in 
the  budget  justification  is  one  of  several  promising  projects  that 
are  not  yet  fully  evaluated.   We  need  to  complete  some  of  the  ongoing 
evaluation  projects  to  get  a  good  sense  for  what  is  working  in 
preventing  youth  violence.   The  Centers  for  Disease  Control  and 
Prevention  currently  supports  13  projects  to  evaluate  specific 
interventions  to  prevent  violence,  7  of  which  focus  on  conflict 
resolution — and  are  primarily  school-based.   Other  projects  deal  with 
interventions  of  a  similar  nature,  including  social  skills,  peer 
mediation,  and  adult  mentoring. 
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Ms.  Lowey:   How  confident  are  you  in  these  results  and  what  does 
CDC  recommend  be  done  with  this  information? 

Dr.  Satcher:   The  newest  round  of  conflict  resolution  programs 
are  currently  in  their  first  and  second  year  of  funding.   We  will  be 
able  to  comment  on  the  results  of  these  projects  following  their 
evaluation. 

Ms.  Lowey:   Are  there  specific  initiatives  you  would  recommend? 

Dr.  Satcher:   The  problem  of  violence  does  not  lend  itself  to  a 
single  solution.   As  we  develop  an  integrated  approach  to  violence 
prevention,  we  can  identify  and  evaluate  a  wide  array  of  strategies 
and  interventions  to  prevent  interpersonal  violence,  focusing  on 
changing  the  ways  we  resolve  conflict.  Through  this  approach  that 
includes  public  health,  we  can  mount  a  sustained  and  coordinated 
effort  to  prevent  violence  in  all  levels  of  society  to  address  this 
complex  and  deeply-rooted  problem. 
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MINORITY  HEALTH 

Mr.  Serrano:    Dr.  Satcher,  while  CDC  necessarily  is  committed 
to  improving  the  health  of  minority  populations,  it  appears  that  the 
resources  devoted  to  minorities  have  not  been  equitably  allocated 
among  minority  groups.   Would  you  discuss  the  initiatives  of  CDC  as  a 
whole  and  of  the  Office  of  the  Assistant  Director  for  Minority  Health 
with  regard  to  health  issues  affecting  Hispanics  (including  Hispanic 
subgroups).  Native  Americans,  and  Asians? 

Dr.  Satcher:    The  Office  of  the  Associate  Director  for  Minority 
Health  at  the  Centers  for  Disease  Control  and  Prevention  (CDC)  and 
the  Agency  for  Toxic  Substances  and  Disease  Registry  (ATSDR)  is  not  a 
programmatic  office.   The  office  is  operational  in  that  it 
coordinates  the  agencies  efforts  directed  toward  ethnic  and  racial 
populations.   In  that  regard,  CDC  continues  to  use  science  as  its 
basis  for  its  programmatic  activity.   Populations  who  suffer 
disproportionately  from  morbidity,  disability  and  mortality  should  in 
theory  be  targeted  for  resources  and  other  programmatic  activities. 
The  CDC  is  equally  committed  to  all  four  racial  and  ethnic  groups  and 
has  programmatic  involvement  with  each  group.   For  example,  the 
Public  Health  Summer  Fellows,  which  is  an  eight  week  program  to 
recruit  minority  students  into  public  health  careers,  has 
disproportionately  recruited  African  American  students  because  of  the 
well  documented  disparity  in  this  population.   However,  Hispanic, 
Asian  American,  and  Native  American  students  have  also  been  in  the 
program.   In  fact,  within  the  Hispanic  population,  there  have  been 
Mexican  Americans  and  Puerto  Rican  students  involved.   We  have  gone 
to  the  University  of  Puerto  Rico  to  recruit  students  for  this  summer 
program.   Another  program  targeted  to  increasing  the  pool  of  public 
health  science  students  has  been  the  Annual  Symposium  of  the 
Association  of  Minority  Health  Professions  Schools  entitled, 
"Symposium  on  Biomedical  and  Public  Health  Sciences."   This  progreun 
over  the  last  eight  years  has  recruited  students  from  all  three 
racial  groups  and  the  Hispanic  ethnic  group  to  its  annual  symposium. 
There  have  been  large  numbers  of  Puerto  Rican  students,  Mexican 
American  students,  and  Cuban  students,  as  well  as  various  ethnic 
groups  from  both  the  Asian  American  and  Pacific  Island  community  and 
Native  American  and  Alaskan  Natives. 

Because  an  increased  focus  on  Hispanic  students  has  evolved  over 
the  last  several  years,  we  recognize  that  we  were  not  getting  the 
numbers  of  students  in  our  program  that  we  needed.   Three  years  ago, 
through  the  Office  of  the  Associate  Director  for  Minority  Health 
specifically,  CDC  has  supported  the  annual  summer  program  of  the 
Interamerican  College  of  Physicians  and  Surgeons.   This  program 
recruits  high  school  Hispanic  students  from  Mexican  American,  Cuban 
American,  and  Puerto  Rican  backgrounds.   We  are  supporting  this 
program  again  this  summer.   Dr.  Warren,  the  Associate  Director  for 
Minority  Health,  has  spoken  at  the  program  over  the  last  several 
years. 

On  the  programmatic  side,  CDC  has  programs  in  each  center  that 
target  Hispanic  populations.   In  1989,  the  Office  of  the  Associate 
Director  for  Minority  Health  funded  an  analysis  done  by  The  National 
Coalition  of  Hispanic  Health  and  Human  Services  Organizations 
(COSSMHO)  to  determine  the  characteristics  of  Hispanic  providers  and 
others  who  practice  in  Hispanic  communities.   The  work  also  analyzed 
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predictive  factors  that  influence  success  in  the  admissions  to 
medical  schools  for  Hispanic  students.   We  funded  COSSMHO  to  complete 
this  analysis  and  intend  to  use  their  data  to  improve  our 
relationship  with  the  Hispanic  community.   In  addition,  through  the 
Office  of  the  Associate  Director  for  Minority  Health,  CDC  initiated 
another  purchase  order  to  assess  the  educational  and  career  patterns 
of  Hispanic  nurses.   However,  the  open  bid  contract  was  not  awarded 
to  the  company  who  could  best  carry  out  the  contract,  and  therefore, 
the  purchase  order  was  canceled.   We  had  hoped  the  National 
Association  of  Hispanic  Nurses  would  get  the  contract.   They  did  not. 

Violence  is  a  major  problem  in  American  society.   The  CDC, 
through  the  Office  of  the  Associate  Director  for  Minority  Health,  in 
conjunction  with  the  Morehouse  School  of  Medicine,  sponsored  four 
ethnic  specific  think  tank  sessions  in  which  practitioners  and 
persons  involved  in  research  discussed  strategies  to  address  violence 
in  Asian  American  and  Pacific  Islanders,  Hispanic,  Native  Americans 
and  African  American  communities.   These  four  separate  sessions  were 
composed  of  members  from  each  ethnic  group.   The  second  series  of 
those  symposiums  are  planned  for  FY  1995. 

The  CDC  is  currently  working  with  the  Office  of  Minority  Health, 
Office  of  the  Assistant  Secretary  for  Health  (OASH),  to  update  the 
Secretary's  Task  Force  Report  on  Black  and  Minority  Health.   In  this 
update,  CDC  is  deliberately  addressing  health  issues  of  all  racial 
ethnic  groups.   We  have  recommended  using  more  ethnic  groups  to 
identify  differences,  as  well  as  similarities  among  the  groups. 
Recently,  CDC  has  sponsored  a  series  of  planning  meetings  targeting 
the  Asian  American  and  Pacific  Islander  populations  to  clarify  the 
"myths  of  the  healthy  Asian."   This  attempt  assures  that  while 
smaller  in  number,  Asian  American/Pacific  Islander  communities  are 
equally  serviced  by  CDC's  expertise. 

Lastly,  in  the  1988  Strategic  Plan  developed  by  the  Associate 
Director  for  Minority  Health  for  CDC/ATSDR,  it  was  recommended  that 
each  major  Center  at  CDC  have  a  person  in  charge  of  minority  health 
for  their  area.   To  date,  five  areas  have  appointed  persons  with 
programmatic  authority  and  responsibility  for  minority  health.   Those 
area  directors  include,  the  National  Center  for  Preventive  Services, 
Henry  Montes  -  Hispanic,  the  National  Immunization  Program,  Dr. 
Jessie  Wing  -  Asian  American,  the  National  Center  for  Occupational 
Safety  and  Health,  Rev.  Lisa  Rhodes  -  African  American,  the  National 
Center  for  Infectious  Diseases,  Dr.  Rose  Rice  -  African  American.   At 
ATSDR,  the  person  in  charge  of  the  Minority  Program  is  Dr.  Maureen 
Lichtveld  -  Asian  American. 

The  CDC  has  several  staff  who  are  doing  Interprofessional 
Agreements  (IPA)  at  CDC.   Among  the  many  persons  doing  the  IPA  is  Dr. 
Guadalupe  Olivas,  former  Director  of  the  Tucson  Health  Department. 
She  is  doing  an  IPA  in  the  Public  Health  Practice  Office.   Dr.  Olivas 
is  Hispanic.   Dr.  Rueben  Warren,  Associate  Director  for  Minority 
Health  is  seeking  to  recruit  someone  from  the  Hispanic  community  to 
do  an  IPA  in  his  office. 
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In  summary,  based  data  on  ethnic  and  racial  populations,  there 
is  tremendous  need  to  do  more  programmatically  and  with  personnel. 
The  CDC  has  a  tracking  system  established  to  analyze  the  trends  and 
improvements  over  time.   We  will  continue  to  strive  to  enhance  the 
health  of  all  minority  populations  throughout  the  United  States  and 
make  data  available  on  an  ongoing  basis  to  address  this  concern. 

Mr.  Serrano:   Are  there  advisory  panels  that  advise  you  or  the 
Minority  Health  Office  on  minority  health  issues?   If  so,  what  is  the 
makeup  of  such  panels,  and  how  are  the  members  selected? 

Dr.  Satcher:   There  are  not  advisory  panels  that  advise  me 
exclusively  on  minority  health.   However,  the  Advisory  Committee  to 
the  Director  and  most  advisory  conunittees  in  the  programs  have  some 
representation  from  racial  and  ethnic  groups.   For  example,  the  CDC 
Advisory  Committee  has  three  African  Americans  and  one  Hispanic 
member.   The  June  1993  Advisory  Committee  meeting  highlighted 
minority  health.   Advisory  panels  in  the  program  areas  have  all 
recommended  minority  health  activities  for  their  areas. 

NHANES  FOLLOWUP  STUDIES 

Mr.  Serrano:   Dr.  Satcher,  your  budget  justification  notes  that 
a  research  program  planned  for  the  Health  Statistics  Program  for  FY 
1995  is  a  followup  "conducted  on  individuals  identified  in  the  first 

National  Health  and  Nutrition  Examination  Survey  and  several 

components  of  the  National  Health  Interview  Survey".   What  kind  of 
information  will  CDC  be  seeking  from  these  individuals,  and  how  were 
the  individuals  selected? 

Dr.  Satcher:   NHANES-I  collected  data  on  a  national  probability 
sample  of  the  noninstitutionalized  civilian  population  between  the 
ages  of  1  and  74  years.   About  20  percent  of  the  sample  was  selected 
from  the  population  classified  at  or  below  the  poverty  level.   The 
NHANES-I  Epidemiologic  Followup  Study  (NHEFS)  is  a  longitudinal 
study,  jointly  initiated  by  the  National  Center  for  Health  Statistics 
and  other  PHS  agencies.  It  was  designed  to  investigate  the 
relationships  between  clinical,  nutritional,  and  behavioral  factors 
assessed  in  the  first  National  Health  and  Nutrition  Examination 
Survey  and  subsequent  morbidity,  mortality,  hospital  utilization,  as 
well  as,  changes  in  risk  factors,  functional  limitation  and 
institutionalization.   The  NHEFS  population  includes  the  14,407 
participants  who  were  25-74  years  of  age  when  first  examined  in 
NHANES-I  (1971-75).   Four  waves  of  followup  have  been  conducted  to 
date:   The  initial  study  was  conducted  in  1982-84  (personal 
interview) .   Subsequent  interviews  were  conducted  in  1986,  1987  and 
1992  using  computer  assisted  telephone  interview  methodology. 
Medical  record  information  was  obtained  for  overnight  facility  stays 
reported  in  the  interviews.   Death  certificates  also  were  obtained 
for  deceased  subjects. 

Editing  of  data  collected  in  the  1992  study  is  currently 
underway  and  will  continue  through  February  1995.   All  waves  of 
followup  have  been  funded  primarily  by  the  PHS  collaborators,  with 
the  majority  of  funding  provided  by  the  National  Institute  on  Aging. 
No  new  data  collection  is  planned  for  FL  1995. 
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The  Supplement  on  Aging  II  (SOA-II)  is  a  nationally 
representative  cohort  of  about  10,000  community-based  elderly  age  70 
or  older.   The  SOA-II  will  be  administered  concurrently  with  the  NHIS 
Disability  Supplement  as  part  of  the  1994  National  Health  Interview 
Survey.   Personal  interviews  will  be  conducted  by  the  US  Bureau  of  the 
Census  during  the  period  summer  1994  through  summer  1995.   The  study 
is  intended  to  serve  as  a  comparison  cohort  to  the  1984  SOA  cohort, 
and  possibly  as  a  baseline  for  a  second  Longitudinal  Study  of  Aging 
(LSOA-II),  at  two  year  intervals  starting  in  1996.   Permission  will  be 
requested  to  match  with  other  records  so  that  additional  information 
on  mortality,  morbidity,  disability  and  community  resources  can  be 
obtained  by  linking  with  the  National  Death  Index,  Health  Care 
Financing  Administration  (HCFA)  Medicare  files,  and  Area  Resource 
Files  (HRSA).   The  project  will  fill  a  gap  in  the  spectrum  of  studies 
of  aging  by  providing  important  data  on  a  cohort  of  the  oldest-old  who 
are  functioning  effectively  within  the  community.  Information  needed 
to  model  the  costs  of  medical  care  and  long-term  care  will  also  be 
provided.   This  is  a  collaborative,  reimbursable  project  between  the 
National  Center  for  Health  Statistics  and  the  National  Institute  on 
Aging. 

The  Access  to  Care  Survey  is  a  followup  survey  to  the  1993 
National  Health  Interview  Survey  and  provides  information  about  access 
to  care  for  the  general  population  and  for  those  who  experience  access 
problems.   Three  samples  were  drawn  from  the  1993  National  Health 
Interview  Survey  of:  persons  who  are  experiencing  of  have  the 
potential  to  experience  access  barriers  to  needed  medical  care; 
persons  having  two  or  three  conditions  for  which  a  known  regimen  of 
contact  with  the  medical  system  is  deemed  as  appropriate  by  current 
medical  consensus;  and,  representative  of  the  general  population.   The 
information  collected  with  this  followup  survey  will  be  on  specific 
barriers  to  care,  including  sociocultural,  organizational,  and  supply 
barriers  as  well  as  financial  barriers.   These  factors  will  be 
compared  with  the  access  problems  with  those  of  the  general 
population. 
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BREAST  AND  CERVICAL  CANCER 

Ms.  DeLauro:   I  am  a  very  strong  supporter  of  the  Breast  and 
Cervical  Cancer  Program,  and  am  concerned  about  the  FY '95  budget 
request  that  would  level  fund  the  program  at  the  Fy94  level.   I 
understand  that  currently,  27  States  are  receiving  planing  grants  and 
18  States  will  have  comprehensive  service  programs  in  place  in  FY94. 

Will  level  funding  the  program  in  FY  95  allow  additional  States 
to  move  into  comprehensive  service  programs? 

Dr.  Satcher:   CDC's  National  Breast  and  Cervical  Cancer  Early 
Detection  Program  builds  States'  infrastructure  for  breast  and 
cervical  cancer  early  detection  by  supporting  public  and  provider 
education,  quality  assurance,  surveillance,  and  evaluation  activities 
critical  to  achieving  maximum  utilization  of  the  screening  benefit. 

In  FY  1995,  CDC  will  only  be  able  to  continue  support  to  18  State 
health  departments  to  conduct  comprehensive  breast  and  cervical  cancer 
early  detection  programs,  and  27  State  health  departments  to  conduct 
capacity-building  activities. 

Ms.  DeLauro:   Will  States  that  currently  do  not  even  have 
planning  funds  be  able  to  receive  such  funds? 

Dr.  Satcher:   States  that  do  not  have  planning  funds  will 
probably  not  receive  them  in  FY  1995. 

Ms.  DeLauro:   What  consequences  would  level  funding  have  on 
States  that  do  have  comprehensive  services — would  less  services  be 
offered?  Would  fewer  women  get  screened? 

Dr.  Satcher:   CDC  and  States  funded  for  comprehensive  breast  and 
cervical  cancer  early  detection  programs  have  a  strong  commitment  to 
maintaining  services  to  women  currently  enrolled  in  the  early 
detection  program.   Every  effort  will  be  made  to  provide  a 
continuation  of  service  to  these  women,  however,  current  funding 
levels  do  not  provide  adequate  resources  to  reach  all  women  in  the  18 
States  with  screening  programs. 

Ms.  DeLauro:   What  level  of  funding  would  be  required  to  get 
every  State  into  the  program,  with  at  least  planning  funds,  and  to 
move  those  existing  planning  States  that  are  ready  into  the 
comprehensive  services  program? 

Dr.  Satcher:   A  comprehensive  infrastructure  to  support  early 
detection  screening  services  is  critical  to  reducing  mortality  from 
breast  and  cervical  cancer.  CDC  surveillance  data  from  1991  indicate 
that  fewer  than  60  percent  of  women  age  50  or  older  receive  breast 
cancer  screening  according  to  recommended  guidelines;  fewer  than  50 
percent  of  low-income  or  minority  women  received  recommended 
screening.   Public  and  provider  education,  quality  assurance, 
surveillance,  and  evaluation  are  essential  infrastructure  components 
if  cancer  mortality  prevention  programs  are  to  work. 
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With  resources  of  $125  million,  CDC  will  extend  and  expand 
support  for  early  detection  infrastructure  development  to  all  50 
States  and  to  5-10  Indian  tribes;  provide  minimal  support  for 
screening  services  in  25-30  States;  and  increase  support  for 
collaborations  with  governmental,  professional,  and  voluntary  partners 
at  the  national  level  for  the  development  of  innovative  outreach 
initiatives,  public  and  provider  education  activities,  quality 
assurance,  and  evaluation. 

Support  of  the  CDC  Breast  and  Cervical  Cancer  Early  Detection 
Program  at  the  $200  million  level  would  provide  almost  1,000,000 
screenings  to  low-income  women  through  59  comprehensive 
State/territory  programs,  and  provide  infrastructure  and  screening 
resources  for  every  State  and  U.S.  territory.    Complementary  national 
activities  would  be  expanded  and  include  the  following:   (1) 
developing  and  implementing  national  and  statewide  public  education 
campaigns  designed  to  increase  awareness  of  the  value  of  early 
detection;  (2)  developing  and  implementing  professional  education  to 
stimulate  health  provider  referrals  for  screening  and  to  assure  the 
quality  of  clinical  exams  and  tests;  (3)  assisting  States  in 
developing  and  improving  surveillance  systems  to  create  a  timely, 
comprehensive  database  for  disease  tracking  and  health  resource 
planning;  and  (4)  developing  a  centralized  data  C[uality  assurance 
system  to  monitor  progress  of  State  programs,  assist  programs  in 
evaluating  implementation  outcomes,  and  assure  consistency  and 
comparability  of  national  data. 

Funds  for  these  activities  were  not  requested  because  of 
competing  health  priorities  and  the  requirement  to  reduce  the  deficit. 

HIV  PREVENTION 

Ms.  DeLauro:   I  cun  also  very  concerned  about  the  FY  95  budget 
request  for  the  HIV  Prevention  program  that  would  maintain  funding  at 
the  FY  94  appropriated  level.   With  recent  reports  of  increased  sexual 
activity  by  young  people,  who  are  having  sex  earlier  with  multiple 
partners  and  without  taking  precautions,  I  believe  our  efforts  to 
prevent  new  HIV  infections  must  be  enhanced.   What  would  the 
consequences  of  level  funding  the  program  in  FY  95  in  terms  of  the 
number  of  people  who  could  be  counseled,  tested,  and  referred  for 
appropriate  services,  as  compared  to  FY  94  and  FY  93? 

Dr.  Satcher:   With  level  or  decreasing  funding  for  HIV  prevention 
programs  in  FY  1995,  we  would  expect  no  increase  in  the  number  of 
persons  who  receive  HIV  counseling,  testing,  referral,  and  partner 
notification  (CTRPN)  services,  and  are  very  likely  to  see  decreased 
numbers.   This  will  be  the  likely  result  because  the  costs  to  provide 
these  services  locally  continue  to  increase. 

Ms.  DeLauro:   I  understand  that  CDC  has  recently  implemented  new 
community  planning  guidelines  for  HIV  prevention,  and  that  State 
health  departments  are  now  engaged  in  HIV  prevention  community 
planning,  involving  people  from  throughout  their  States  in  re- 
designing HIV  prevention  plans.   Given  the  budget  request  that  level 
funds  the  HIV  prevention  program,  aren't  we  asking  States  and 
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communities  to  identify  needs  that  we  then  won't  be  able  to  help  them 
meet? 

Dr.  Satcher:   Although  no  additional  funds  are  projected  for  HIV 
prevention  activities,  it  is  hoped  that  the  community  planning  process 
will  increase  the  effectiveness  of  the  programs  by  more  closely 
matching  the  programs  to  the  needs  of  the  communities  that  they  serve. 

The  primary  objectives  of  HIV  prevention  community  planning  are 
(1)  to  involve  the  communities  for  which  programs  are  intended  and  the 
providers  of  these  programs  in  the  planning  of  the  programs  and  (2)  to 
tie  science  together  more  closely  with  program  planning.   Although  one 
critical  step  in  the  community  planning  process  is  conducting  a  needs 
assessment  to  identify  gaps  in  services,  another  critical  step  is 
prioritizing  these  needs.   Level  funding — along  with  (1)  effectiveness 
of  program  interventions,  (2)  cost  effectiveness,  (3)  community  norms, 
and  (4)  assessment  of  other  potential  providers  and  resources 
available  to  meet  the  need — are  all  components  to  be  considered  in  the 
prioritization  process.   HIV  prevention  community  planning  should 
result  in  a  re-prioritization  of  program  activities  to  meet  the 
specific  needs  of  each  jurisdiction,  rather  than  a  federally  mandated 
program. 

Ms.  DeLauro:   In  addition,  isn't  the  job  of  education  and 
prevention  getting  more  complex  since  the  nature  of  the  incidence  of 
AIDS  is  changing,  therefore  changing  target  audiences,  especially 
given  the  recent  evidence  that  suggests  certain  populations  at  risk  — 
young  gay  men,  teenage  girls,  and  alcoholics  —  are  ignorant  of  the 
lessons  learned  by  their  older  counterparts? 

Dr.  Satcher:   A  major  strength  of  the  HIV  prevention  community 
planning  process  is  that  it  is  an  ongoing  process.   Each  year 
representatives  of  affected  communities;  providers  of  prevention 
services;  and  epidemiologic,  behavioral,  social,  and  evaluation 
experts  will  meet  to  review  the  current  and  projected  trends  of  the 
epidemic,  assess  needs,  prioritize  these  needs,  and  develop  a  plan  to 
meet  the  needs.   As  the  epidemic  changes  in  a  jurisdiction,  community 
planning  groups  will  adjust  the  prevention  activities  accordingly. 

Ms.  DeLauro:   Is  it  true  that  the  increase  in  funds  provided  for 
this  program  for  FY  94  just  brings  it  back  to  the  level  of  funds  in 
real  terms  we  had  back  in  FY  917 

Dr.  Satcher:   This  is  true  for  the  HIV  prevention  cooperative 
agreements  with  State  and  local  health  departments.   For  FY  94,  CDC 
provided  $30  million  (out  of  a  total  increase  of  $45  million)  to  bring 
the  level  of  funding  provided  to  State  and  local  health  departments 
back  up  to  the  FY  91  level.   This  restoration  of  the  FY  1995  level  of 
operations  for  the  States  included  the  sum  of  funds  appropriated  in  FY 
91  and  carry  over  funds  from  prior  years  that  had  not  been  obligated. 

Ms.  DeLauro:   I  am  very  concerned  about  the  increasing  rates  of 
IV  infection  that  is  occurring  in  many  of  our  nation's  cities  among  IV 
drug  users  and  eunong  our  youth  who  may  be  involved  with  IV  drug  users. 
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With  the  level  funding  requested  by  the  President  for  the  CDC  HIV 
prevention  program,  how  will  this  program  increase  its  effectiveness 
in  reaching  IV  drug  users,  especially  the  young? 

Dr.  Satcher:   CDC  has  activities  and  programs  in  place  to  enhance 
the  effectiveness  of  CDC's  HIV  prevention  programs  for  injecting  drug 
users  and  youth.   I  would  like  to  highlight  several  examples.   First, 
our  new  HIV  Prevention  Community  Planning  process  will  strengthen  the 
cultural  relevance  and  scientific  basis  of  interventions  that  target 
injection  drug  users  (lOUs)  and  youth  and  more  closely  match  programs 
to  the  expressed  needs  of  the  community.   Second,  CDC  has  developed 
partnerships  with  the  Substance  Abuse  and  Mental  Health  Services 
Administration  to  mcucimize  use  of  resources  and  provision  of  services 
that  serve  IDUs  and  youth.   Third,  CDC  has  several  ongoing 
demonstration  projects  (AIDS  Community  Demonstration  Project  and  the 
AIDS  Evaluation  of  Street  Outreach  Projects)  aimed  at  developing  and 
evaluating  the  effectiveness  of  interventions  to  access  and  increase 
HIV  risk  reduction  behaviors  among  drug  users  and  high  risk  youth. 
The  early  findings  of  these  multi-site  projects  indicate  that  we  can 
be  effective  in  reducing  risk  behaviors  among  hard-to-reach 
populations.   We  have  begun  to  transfer  the  lessons  learned  from  these 
projects  to  augment  the  effectiveness  of  our  prevention  interventions. 
Fourth,  recognizing  the  importance  of  IDUs  and  youth  in  the  HIV 
epidemic,  CDC  formed  two  units,  HIV  Prevention  Among  Drug  Users  and 
the  Adolescent  Activities,  to  monitor  and  promote  prevention 
activities  with  these  populations. 

Ms.  DeLauro:   In  Connecticut,  a  greater  percentage  of  the  total 
reported  number  of  people  with  AIDS  are  women,  as  compared  to  the  rest 
of  the  States.   Again,  given  the  level  funding  request  for  the  CDC  HIV 
prevention  program,  as  well  as  the  proposed  consolidation  of  the 
pregnant  women  and  infants  and  high  risk  youtti  substance  abuse 
prevention  programs,  how  can  we  be  sure  that  we  will  effectively  reach 
women,  particularly  young  women  who  are  IV  drug  users  or  partners  of 
IV  drug  users,  so  we  can  prevent  the  further  spread  of  HIV  in  these 
women? 

Dr.  Satcher:   Since  CDC  is  not  involved  in  any  efforts  to 
consolidate  programs  targeting  pregnant  women  and  infants  with  high 
risk  youth  substance  abuse  prevention  programs,  I  can  not  speak  on 
behalf  of  that  issue. 

I  would  like  to  make  the  point  that  CDC  is  currently  supporting 
several  behavioral  research  and  demonstration  projects  aimed  at  women 
at  risk  for  HIV  infection  (i.e.  use  of  injection  drugs,  partners  of 
injection  drug  users,  trade  of  sex  for  money  or  drugs,  etc.).   One  of 
the  studies  is  looking  at  the  male  role  in  HIV  prevention  and 
reproductive  decision  cunong  high  risk  female  population  groups. 

To  cite  some  examples,  CDC  is  engaged  in  collaborating  studies 
targeting  women  with  multiple  risk  factors  with  the  intent  of 
preventing  primary  infection  of  HIV  in  women  and  infants.   The 
interventions,  which  also  address  STD  transmission  and  reproductive 
decision  making,  are  aimed  at  reaching  women,  and  particularly  younger 
women,  in  the  community  through  diverse  channels  and  tailoring  HIV 
prevention  and  reproduction  health  messages  and  materials  to  their 
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needs.   The  transfer  of  materials,  access  methodologies,  and 
prevention  messages  to  State  and  local  health  departments,  family 
planning  clinics,  and  community-based  organizations  (CBOs)  working 
with  women's  HIV  prevention  issues  has  already  begun.   Thus  far,  these 
studies  have  only  been  underway  for  a  couple  of  years,  however 
preliminary  indications  show  that  women  enrolled  in  these  studies  are 
receptive  to  receiving  behavioral  change  counselling  services. 

Another  activity  involving  HIV  prevention  services  to  women  is 
the  on-going  collaboration  between  CDC  and  the  OASH/Office  of 
Population  Affairs  (CPA)  the  agency  responsible  for  implementing  the 
Title  X  Family  Planning  Program.   This  program  currently  provides 
reproductive  health  services  to  over  four  million  women  through  the 
four  thousand  publicly  funded  clinic  sites.   For  the  past  two  years, 
CDC  has  specifically  collaborated  with  OPA  in  identifying  successful 
approaches  and  strategies  that  can  be  used  to  develop  "model 
approaches"  for  integrating  HIV  prevention  services  into  family 
planning  clinics  settings.   We  continue  to  make  this  interagency 
effort  a  priority  for  our  HIV/AIDS  program. 

TOBACCO 

Ms.  DeLauro:   According  to  an  article  published  in  the  Journal 
of  the  American  Medical  Association  last  November,  the  number  one 
leading  cause  of  death  in  the  Unites  States  is  tobacco.   How  much 
will  the  CDC  spend  on  smoking  cessation  or  other  anti-smoking 
education  activities  in  FY  1995.   How  does  that  compare  to  what  was 
spent  over  the  past  five  fiscal  years  (Fy90-FY94)? 

Dr.  Satcher:    The  President's  FY  1995  budget  provides 
approximately  $24  million  for  smoking  cessation  and  related  tobacco 
activities.   These  FY  1995  funds  will  be  directed  to  State  health 
departments  to  develop  or  implement  plans  for  tobacco  prevention  and 
control  activities;  promote  health  communication  activities  targeted 
specifically  to  youth,  minorities,  and  other  target  populations; 
enhance  the  science-base  of  tobacco  through  surveillance,  research, 
and  evaluation  activities;  and  facilitate  collaborations  and 
partnership  cunong  other  Federal  and  non-Federal  organizations  in 
regard  to  tobacco  issues. 

In  FY  1995,  CDC  will  assist  States  in  training  maternal  and 
child  health  providers  in  prenatal  smoking  cessation  counseling 
techniques,  designing  prenatal  smoking  cessation  programs,  and 
disseminating  prenatal  smoking  cessation  information  and  resources. 
In  addition,  CDC  will  conduct  analyses  of  serum  samples  collected 
from  24,000  people  ages  4  or  above  in  NHANES  III  to  determine 
cotinine  levels.   Data  from  this  project  will  be  useful  for 
quantifying  the  presence  of  components  of  cigarette  smoke  in 
nonsmokers  as  well  as  in  smokers. 

CDC  will  continue  to  assist  States  to  strengthen  comprehensive 
school  health  education  with  a  special  emphasis  on  tobacco,  and  to 
assist  with  the  implementation  of  the  "Guidelines  for  School  Health 
Programs  to  Prevent  Tobacco  Use  and  Addiction." 
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The  CDC  FY  1990-1994  budgets  for  smoking  cessation  and  related 
activities  were: 

FY  1990  $  4.0  million 

FY  1991  S  4.7  million 

FY  1992  $9.2  million 

FY  1993  $12.4  million 

FY  1994  $24.2  million 

ADOLESCENT  HEALTH 

Ms.  DeLauro:    The  HHS  FY '95  budget  request  calls  for  the 
creation  of  an  Office  of  Adolescent  Health  within  the  Office  of  the 
Assistant  Secretary  for  Health.   I  believe  devoting  more  attention 
to  our  adolescents  is  a  key  aspect  in  our  efforts  to  improve 
Americans'  health.   Adolescence  is  the  time  when  many  life-long 
habits  are  formed  and  many  risky  behaviors  cure  engaged-in.   How  will 
you  interact  with  this  office — are  there  specific  projects  you  will 
undertake  in  conjunction  with  it? 

Dr.  Satcher:    It  is  correct  that  risk  behaviors  developed 
during  adolescence  will  have  a  life-long  impact.   Health  problems 
that  plague  our  children  and  adolescents,  and  the  adults  they 
become,  are  caused  primarily  by  behavioral  patterns  usually 
established  during  youth,  including:  (1)  behaviors  that  cause 
intentional  and  unintentional  injuries;  (2)  drug  and  alcohol  abuse; 
(3)  tobacco  use;  (4)  dietary  patterns  that  cause  disease;  (5) 
physical  inactivity;  and  (6)  sexual  behaviors  that  cause  HIV 
infection,  other  sexually  transmitted  diseases,  and  unintended 
pregnancy.   These  behaviors  often  are  interrelated  and  contribute 
simultaneously  to  the  nation's  most  pressing  health,  education,  and 
social  problems.   Comprehensive  school  health  education  progreuns  can 
reduce  these  behaviors,  prevent  the  health  problems  they  cause,  and 
thus  reduce  health  care  costs. 

Once  PHS  has  established  the  Office  of  Adolescent  Health,  CDC 
will  be  pleased  to  sit  on  any  advisory  or  collaborating  committees 
established  to  promote  activities  conducted  by  the  Office. 

Each  year,  CDC  hosts  a  National  School  Health  Leadership 
Conference.   CDC  will  work  closely  with  the  new  Office  in  setting 
the  agenda  for  this  meeting.   Currently,  CDC  is  developing 
Guidelines  for  School  Health  Programs  in  the  areas  of  physical 
activity  and  comprehensive  school  health,  and  will  include  the 
Office  as  a  reviewer  as  these  Guidelines  are  being  developed.   In 
addition,  CDC  collects  national  and  State  data  to  monitor  the  six 
risk  behaviors  listed  above.   CDC  will  work  closely  with  the  Office 
in  disseminating  these  data  for  use  in  program  development. 
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BREAST  CANCER  SCREENING 

Mrs.  Bentley:    Despite  a  great  deal  of  attention  being  placed 
on  breast  cancer  screening  of  younger  women,  survey  data  collected 
by  the  American  Cancer  Society  shows  that  a  major  problem  exists  in 
encouraging  screening  among  women  who  are  older  than  age  65.   Can 
you  provide  some  insight. 

Dr.  Satcher:    Even  though  women  over  age  65  have  higher  rates 
of  developing  and  dying  from  breast  cancer  than  younger  women, 
survey  data  over  the  last  decade  have  consistently  indicated  that 
older  women  are  less  likely  to  have  ever  had  a  mammogram,  and  less 
likely  to  have  had  recent  and/or  regular  mammogrcims.   Reasons  for 
this  are  unclear.   Several  possible  contributing  factors  include: 
(1)  younger  women  are  more  accustomed  to  seeking  preventive  health 
services;  (2)  older  women  are  more  likely  to  have  chronic  health 
conditions  that  are  of  immediate  concern  to  them;  and  (3) 
obstetrician-gynecologists  are  more  likely  than  other  types  of 
physicians  to  recommend  mammography,  and  older  women  are  less  likely 
to  visit  an  obstetrician-gynecologists  regularly. 

CDC  recognizes  that  older  women  are  underserved  by  breast 
cancer  screening,  although  as  a  group  they  may  be  most  likely  to 
benefit  from  screening,  and  has  targeted  women  65  and  older  for  our 
state-based  breast  and  cervical  cancer  screening  projects.   CDC  has 
asked  the  States,  specifically,  to  target  older  women  for  the 
screening  program,  and  have  specified  in  their  grants  that  75 
percent  of  mammograms  provided  by  the  program  go  to  women  50  years 
and  older.   CDC  encourages  the  States  to  develop  outreach  strategies 
to  reach  the  older  woman,  as  well  as  specific  public  education 
messages. 
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PREVENTION  AND  EDUCATION  COMMITMENT 

Mr.  Bonilla:    How  can  you  state  that  the  Administration  has 
indicated  its  conninittnent  to  prevention  and  education  when  the 
President's  budget  request  is  decreased  $68  million  or  3.3  percent 
from  last  year's  budget? 

Dr.  Satcher:    There  is  a  decrease  of  $68,000,000  in  our 
President's  request  because  of  a  $110,000,000  decrease  in  grant 
funds  for  the  purchase  of  childhood  vaccines.   Included  in  the 
Medicaid  request  is  $424,298,000  for  the  new  Vaccine  for  Children 
Program  that  will  be  transferred  to  CDC  for  the  President's 
Childhood  Immunization  Initiative.   When  combined,  the  request  is  an 
increase  of  over  20  percent  over  FY  1994. 

DIABETES  TRANSLATION 

Mr.  Bonilla:    Could  you  brief  the  subcommittee  on  how  CDC 
expanded  the  diabetes  translation  program  in  fiscal  year  1994? 

Dr.  Satcher:    The  FY  1994  increase  of  $8.4  million  provided  by 
Congress  is  being  directed  to  four  broad  measures  to  reduce  the 
burden  of  diabetes  in  the  United  States:   (1)  defining  the  nature, 
extent,  causes,  and  distribution  of  the  diabetes  burden; 
(2)  developing  creative,  effective  programs  and  policies  that  will 
reduce  this  burden;  (3)  ensuring  implementation  of  these  programs 
and  policies,  particularly  through  CDC's  partnership  with  State 
health  departments;  and  (4)  coordinating  these  efforts  with  other 
governmental,  voluntary,  professional,  community-based,  and  academic 
organizations.   In  each  of  these  areas,  emphasis  has  been  placed  on 
communities  and  populations  at  particular  risk  for  diabetes  and  its 
complications,  including  certain  racial  and  ethnic  minorities,  as 
well  as  older  adults  in  general. 

In  FY  1994,  we  expect  to  assist  approximately  40  States  in 
developing  "core  capacity  programs,"  while  increasing  the  average 
State's  financial  assistance  by  at  least  30  percent. 

The  central  objective  of  a  core  capacity  program  is  to  lead  and 
coordinate  the  efforts  of  the  health  care  system  and  other  public 
and  private  resources  to  reduce  the  burden  of  diabetes.   These 
programs  will  include: 

o  strengthened  surveillance  of  diabetes  prevalence  and  risk  factors 
o  community-based  public  education  on  diabetes  risk  and  care 
o  professional  education  in  partnership  with  professional 

organizations  and  major  health  care  delivery  systems 
o  advocacy  for  reimbursement  for  preventive  services  for  persons 

with  diabetes 
o  leadership  and  technical  consultation  for  local  health  agencies 

In  addition,  CDC  plans  to  support  approximately  three  core 
capacity  States  to  carry  out  enhanced  programs.   The  purpose  of  an 
enhanced  program  is  to  ensure  that  diabetes-specific,  community 
preventive  health  services  are  an  integral  part  of  a  reformed  health 
care  system. 
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Mr.  Bonilla:   How  much  in  additional  funding  will  be  needed 
this  year  to  provide  a  minimum  diabetes  translation  program  in  all 
50  States  and  the  territories? 

Dr.  Satcher:   A  total  appropriation  of  $25.4  million  (an 
increase  of  $7.5  million)  in  FY  1995  would  permit  CDC  to  develop  and 
maintain  core  capacity  programs  to  reduce  the  burden  of  diabetes  in 
every  State  and  territory. 

A  total  appropriation  of  $29.4  million  (an  increase  of  $11.5 
million)  in  ft   1995  would  enable  CDC  to  fund  core  capacity  programs 
in  every  State  and  territory  and  fund  eight  States  to  conduct 
enhanced  capacity  programs. 

A  total  appropriation  of  $60  million  (an  increase  of  $42.1 
million)  in  FY  1995  will  enable  CDC  to  fund  enhanced  capacity 
programs  in  every  State  and  territory. 

However,  due  to  competing  health  priorities  and  the  requirement 
to  reduce  the  deficit,  funds  were  not  requested  in  FY  1995  for  these 
activities. 

CHRONIC  AND  ENVIRONMENTAL  DISEASE  PREVENTION 

Mr.  Bonilla:    How  will  the  proposed  hard  freeze  effect  the 
Chronic  and  Environmental  Disease  Prevention  Program? 


Dr.  Satcher:    CDC  will  continue  to  support  existing  activities 
for  Chronic  and  Environmental  Disease  Prevention  Programs  at  a  level 
as  near  the  current  level  of  service  as  possible,  given  inflationary 
considerations.   Examples  of  the  program  impact  of  a  hard  freeze 
include: 

o  14  States  will  not  be  able  to  fully  implement  tobacco  prevention 
and  control  programs.   Tobacco  use  is  the  single  most  preventable 
cause  of  death  and  disease  and  results  in  over  418,000  deaths 
every  year. 

o  Only  40  States  will  have  diabetes  control  programs.  Yet,  it  is 
estimated  that  over  13  million  Americans,  residing  in  all  50 
States,  have  diabetes.   Diabetes  is  the  seventh  leading  cause  of 
death  among  Americans  and  accounts  for  $91  billion  in  direct 
medical  costs  and  lost  productivity  each  year. 

o  Comprehensive  school  health  programs  will  be  limited  to  the  10 
States  currently  funded.   Comprehensive  school  health  programs 
constitute  one  of  this  Nation's  most  effective  and  promising 
strategies  to  prevent  major  health  problems. 

o  Education  and  health  promotion  efforts  addressing  healthy  eating 
patterns  and  promoting  physical  activity — behaviors  that  can 
prevent  heart  disease,  cancer  and  stroke — will  be  limited. 
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o  The  public  health  response  to  technological  and  natural  disasters 
will  be  constrained  (mid-west  floods,  hurricanes,  earthquakes)  as 
will  the  response  (epi-aids)  to  reported  health  problems  of 
known /presumed  or  unknown  origin  (hantavirus,  infant  health 
problems  in  Mississippi,  cancer  clusters,  and  others). 

o  The  Environmental  Health  Laboratory  will  not  have  the  capacity  to 
provide  essential  laboratory  support  for  epidemiologic  studies 
(CDC/ATSDR  intramural  and  extramural  studies,  and  other  agency 
(EPA.  NIEHS)  studies). 

o  The  investigation  and  initiation  of  activities  in  areas  where 
environmental  public  health  problems  are  known  to  exist,  such  as 
in  the  U.S. -Mexico  border  states,  will  likely  be  delayed. 

Mr.  Bonilla:    If  additional  money  spent  on  prevention  and 
education  saves  money  in  the  long  run  how  much  will  CDC's  proposed 
budget  cut  cost  the  country  later  in  increased  health  care  costs? 

Dr.  Satcher:   After  including  the  funds  in  the  Medicaid 
appropriation  for  immunization,  there  will  not  be  a  decrease  in  FY 
1995  and,  therefore,  there  will  not  be  a  decrease  in  future  savings 
as  a  result  of  prevention  activities  funded  by  the  President's 
request. 

A  few  examples  of  savings  from  prevention  activities  are: 

1.  The  cost  of  medical  care  for  a  woman  whose  breast  cancer  is 
diagnosed  early  is  about  one-third  to  one-half  the  medical  care 
cost  for  a  woman  whose  cancer  is  diagnosed  at  a  later  stage. 

2.  Currently,  a  third  of  all  women  with  cervical  cancer  die  within 
five  years  of  diagnosis.   Early  detection  increases  the  five- 
year  survival  rate  to  nearly  90  percent. 

3.  The  Department  of  Health  and  Human  services  estimated  that 
reducing  lead  hazards  during  the  next  20  years  in  every  home 
built  before  1950  that  contained  lead-based  paint  would  result 
in  a  net  benefit  of  abatement  of  $28  billion. 

4.  Childhood  immunizations  save  money.  It  was  estimated  in  1985 
that  pertussis  (whooping  cough)  vaccination  can  save  $2  or  more 
for  every  dollar  spent,  and  an  immunization  program  for  measles, 
mumps,  and  rubella  has  been  estimated  to  save  approximately  $14 
for  every  dollar  spent. 

5.  Screening  for  chlamydia  can  save  money  when  the  population 
screened  has  chlamydia  prevalence  of  2%  or  more. 

6.  Regular  physical  activity  can  help  prevent  and  control  a  number 
of  diseases  and  disabilities,  including  coronary  heart  disease, 
hypertension,  osteoporosis,  and  many  others. 

7.  If  only  one  new  infection  is  prevented  for  every  five  persons 
identified  as  being  HIV-positive,  then  approximately  S15-$25  is 
saved  for  every  dollar  spent. 
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8.  Effective  hospital  programs  to  prevent  nosocomial  infections 
could  save  approximately  $5  for  every  dollar  spent. 

9.  The  pneumococcal  pneumonia  vaccine  can  save  an  estimated  $141 
for  every  person  50  years  old  or  over  receiving  the  vaccine. 

10.  An  early  childhood  intervention  program  to  prevent  poverty- 
associated  mental  retardation  can  save  an  estimated  $5.73  for 
every  dollar  invested  in  the  program. 

11.  A  California  program  that  provides  intensive  diabetes  management 
before  conception  and  early  in  pregnancy  has  been  shovm  to  save 
$5.19  for  every  dollar  spent  on  the  program. 

12.  For  every  dollar  invested  in  a  smoking  cessation  program  for 
pregnant  women,  about  $6  is  saved  in  neonatal  intensive  care 
costs  and  long-term  care  associated  with  low  birth  weight. 

HIV  PREVENTION 

Mr.  Bonilla:    Is  CDC  likely  to  reduce  its  estimates  of  the 
total  number  of  infected  Americans  with  HIV  from  1  million  to  about 
750,0007 

Dr.  Satcher:    The  current  national  HIV  prevalence  estimate  of 
approximately  800,000  to  1.2  million  infections  will  likely  be 
revised  based  on  discussions  at  a  national  HIV/AIDS  projections 
workshop  held  at  CDC  in  February.   Most  estimates  presented  at  the 
workshop  were  closer  to  the  lower  rather  than  the  upper  bound  of 
this  range.   CDC  hopes  to  publish  new  estimates  on  U.S. 
seroprevalence  later  this  year.   CDC  does  not  believe  that  overall 
seroprevalence  rates  are  decreasing,  however,  but  are  likely 
remaining  stable  as  an  estimated  50,000  persons  die  of  AIDS  each 
year. 

Mr.  Bonilla:   Of  the  HIV/AIDS  cases ^reported  last  year,  did  an 
estimated  47  percent  get  the  disease  through  homosexual  intercourse 
and  28  percent  from  sharing  needles? 

Dr.  Satcher:   Your  statement  is  correct.   Of  the  AIDS  cases 
reported  to  CDC  in  1993,  47  percent  were  attributed  to  male 
homosexual/bisexual  contact  and  28  percent  to  injecting  drug  use. 
An  additional  6  percent  occurred  among  men  who  reported  both 
homosexual/bisexual  contact  and  injecting  drug  use,  and  9  percent 
occurred  among  persons  who  became  infected  through  heterosexual 
contact. 

During  1993,  more  than  100,000  cases  were  reported,  an  increase 
of  more  than  100  percent  over  the  number  of  cases  reported  in  1992. 
This  increase  resulted  primarily  from  the  expansion  of  the  AIDS 
surveillance  case  definition  to  include  three  additional  conditions 
(pulmonary  tuberculosis,  recurrent  pneumonia,  and  invasive  cervical 
cancer)  and  an  immunologic  criteria  (<200  CD4+  T-lymphocytes/pL)  in 
HIV-infected  persons.   Although  homosexual/bisexual  contact 
represented  the  largest  risk  exposure  category,  greater 
proportionate  increases  in  case  reporting  from  1992  to  1993  occurred 
among  heterosexual  injecting  drug  users  and  among  persons  reportedly 
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infected  through  heterosexual  contact,  reflecting  recent  trends  in 
the  epidemic. 

POLIO 

Mr.  Bonillai   What  was  CDC's  reaction  to  the  child  in  Juares, 
Mexico  who  was  diagnosed  with  polio  and  is  currently  bring  treated 
in  El  Paso?   Is  this  an  isolated  case? 

Dr.  Satcher:    CDC  tested  isolates  from  this  case  in  April  and 
Sabin  Type  3,  a  vaccine  virus,  was  isolated.   Since  no  wild 
poliovirus  was  isolated,  this  case  does  not  pose  a  threat  of  an 
outbreak  of  polio  in  the  United  States  or  Mexico.   This  case  is  an 
excunple  of  the  approximately  8  cases  of  polio  which  occur  each  year 
in  the  United  States  following  the  administration  of  more  than  20 
million  doses  of  live-virus  oral  polio  vaccine.   These  vaccine 
related  cases  will  no  longer  occur  when  polio  has  been  eradicated 
from  the  globe  and  polio  vaccination  can  be  discontinued.   There  has 
not  been  an  indigenous  case  of  wild-virus  polio  reported  in  the 
United  States  since  1979. 
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ORAL  HEALTH 

Mr.  Bonilla:   Since  oral  diseases  and  conditions  are  among  the 
most  prevalent  health  problems  in  the  United  States  and  the  total 
expenditures  for  dental  care  totaled  more  than  $34  billion  in  1990, 
what  is  CDC  doing  to  prevent  and  control  oral  diseases,  most  of 
which  are  preventable? 

Dr.  Satcher:   CDC  created  the  Division  of  Oral  Health  (DOH)  in 
December  1991.   The  Division  provides  technical  consultation  and 
guidance  to  state  and  local  health  departments,  and  dental 
organizations.   A  number  of  successful  efforts  have  been  implemented 
to  prevent  and  control  dental  caries,  oral  cancer,  and  to  prevent 
the  spread  of  infectious  diseases  in  the  dental  setting.  For 
example,  DOH  has  trained  state  and  local  water  quality  engineers  and 
dental  personnel  about  water  fluoridation;   created  a  multi-agency 
task  force  to  discuss  the  creation  of  a  national  oral  cancer 
prevention  strategy;  and  developed  a  detailed  infectious  control 
package  that  is   distributed  broadly  within  the  dental  community. 
DOH  is  also  involved  in  surveillance  and  research,  and  has  provided 
assistance  in  investigating  disease  outbreaks  e.g.  HIV  and  TB,  in 
the  dental  settings. 

BABY  BOTTLE  TOOTH  DECAY 

Mr.  Bonilla:   What  is  the  prevalence  of  baby  bottle  tooth  decay 
(BBTD)  and  is  it  considered  a  serious  public  health  problem? 

Dr.  Satcher:   The  prevalence  of  BBTD  varies  among  different 
populations  in  the  United  States.   Among  American  Indian  and  Alaska 
Native  Head  Start  children,  the  prevalence  of  BBTD  has  been 
estimated  at  53  percent,  while  the  prevalence  in  other  urban 
populations  has  been  estimated  at  1  to  11  percent.   Because  of  the 
high  prevalence  of  BBTD  in  minority  populations,  the  Public  Health 
Service  has  emphasized  the  prevention  of  BBTD  in  Healthy  People 
2000,    the  National  Health  Promotion  and  Disease  Prevention 
Objectives  for  the  Nation,  by  setting  a  goal  of  "increasing  to  at  a 
least  75  percent  the  proportion  of  parents  and  caregivers  who  use 
feeding  practices  that  prevent  BBTD."   The  current  baseline  for 
parents  and  caregivers  with  children  <  2  years  old  using  feeding 
practices  that  prevent  BBTD  is  55  percent;  for  parents  and 
caregivers  with  less  than  a  high  school  education,  the  baseline  is 
36  percent. 

Mr.  Bonilla:   What  is  the  prevalence  of  baby  bottle  tooth  decay 
for  the  Hispanic  community?   How  does  this  compare  to  other  ethnic 
groups? 

Dr.  Satcher:   Clinical  data  from  public  health  personnel 
indicate  that  BBTD  exists  in  "pockets"  throughout  the  country, 
particularly  within  racial/ethnic  minority  communities;  however,  no 
national  data  are  available  on  the  prevalence  of  baby  bottle  tooth 
decay  in  the  Hispanic  population.   Preliminary  findings  from  a  study 
of  primarily  Hispanic  children  attending  an  urban  and  rural  Women, 
Infants,  and  Children  clinic  in  Texas  indicate  that  the  prevalence 
of  baby  bottle  tooth  decay  for  this  group  of  children  ranges  from  13 
to  18  percent. 
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Mr.  Bonilla;   It  is  my  understanding  that  CDC  has  adapted 
education  materials  on  baby  bottle  tooth  decay  for  distribution 
within  the  general  population.   Will  those  materials  be  bilingual 
for  the  Hispanic  community? 

Dr.  Satcher:   Yes,  several  of  the  materials  will  be  available 
in  Spanish. 

Mr.  Bonilla:   Has  CDC  ever  held  a  conference  on  baby  bottle 
tooth  decay  to  enhance  the  understanding  of  this  disease?   What 
additional  funds  would  the  Division  of  Oral  Health  need  for  such  a 
conference? 

Dr.  Satcher:   In  1986,  CDC  co-sponsored  the  first  baby  bottle 
tooth  decay  (BBTD)  conference  with  the  Indian  Health  Service  and  the 
Agency  for  Children,  Youth  and  Families.   The  conference  principally 
targeted  the  American  Indian  population.   Due  to  the  multiple  causes 
of  BBTD,  new  research  is  needed  to  identify  additional  methods  to 
successfully  prevent  and  control  this  condition  and  to  ensure  that 
the  targets  will  be  met  in  Year  2000   National  Health  objective  in 
preventing  and  controlling  BBTD.   In  our  professional  opinion, 
$200,000  would  be  needed  to  hold  such  a  conference. 

ENVIRONMENTAL  HEALTH  LABORATORY 

Mr.  Bonilla:    I  contacted  the  NIEHS  with  the  attached 
proposal.    NIEHS  said  they  were  interested  by  the  idea  but  CDC 
should  be  the  lead  agency.   Could  you  comment  on  the  merits  and 
drawbacks  or  the  proposal  that  would  affect  the  health  of  the  people 
who  live  along  the  U.S. -Mexico  border. 

Dr.  Satcher:    An  environmental  health  laboratory  of  the  nature 
that  has  been  discussed  over  the  past  year  and  as  defined  in  the 
attached  proposal  certainly  has  merit  in  terms  of  bringing 
laboratory  services  geographically  within  the  reach  of  a  large 
population  beset  by  environmental  public  health  problems.   To  assure 
that  needs  are  and  can  be  adequately  addressed  by  the  installation 
of  a  such  a  laboratory,   CDC  has  recommended  that  a  needs 
assessment  and  a  feasibility  assessment  be  conducted. 

Mr.  Bonilla:    Is  this  something  that  CDC  could  fund  and 
continue  if  additional  funding  was  provided? 

Dr.  Satcher:   No  funds  are  currently  available  for  this 
proposed  laboratory.   Should  additional  funds  be  provided  for  this 
purpose,  CDC  could  be  the  funding  agency.   The  FTEs  requirements 
defined  in  the  proposal  are  problematic  interims  of  diminishing 
FTEs.   The  type  of  personnel  necessary  to  assure  proper  functioning 
of  this  laboratory  as  well  as  to  carry  out  the  complex  laboratory 
analyses  are  even  more  of  an  issue.   This  in  large  part  suggests  the 
need  for  a  feasibility  study. 

Mr.  Bonilla:    Is  CDC  currently  authorized  to  carry  out  a 
program  like  this  one? 

Dr.  Satcher:    CDC  has  no  specific  authorization  to  carry  out 
this  type  of  progreun. 
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CENTERS  FX)R  DISEASE  CONTROL  AND  PREVENTION 
Disease  Control,  Research,  and  Training 

To  carry  out  titles  III,  VII,  XI,  XV,  XVII,  XIX,  and  XXVII  of  the  Public 
Health  Service  Act,  sections  101,  102,  103,  201,  202,  and  203  of  the  Federal  Mine 
Safety  and  Health  Act  of  1977,  and  sections  20,  21,  and  22  of  the  Occupational 
Safety  and  Health  Act  of  1970;  Including  insurance  of  official  motor  vehicles  in 
foreign  countries;  and  hire,  maintenance,  and  operation  of  aircraft, 
[$2,051,132,000]  SI. 983. 132. OOP,   of  which  [$16,648,000]  $3 ,6iS ,000   shall  remain 
available  until  expended  for  equipment  and  construction  and  renovation  o£ 
facilities,  and  in  addition,  such  sums  as  may  be  derived  from  authorized  user 
fees,  which  shall  be  credited  to  this  account:  Provided.   That  training  of  private 
persons  shall  be  made  subject  to  reimbursement  or  advances  to  this  appropriation 
for  not  in  excess  of  the  full  cost  of  such  training:  Provided  further.    That  funds 
appropriated  under  this  heading  shall  be  available  for  payment  of  the  costs  of 
medical  care,  related  expenses,  and  burial  expenses  hereafter  Incurred  by  or  on 
behalf  of  any  person  who  had  participated  in  the  study  of  vmtreated  syphilis 
Initiated  In  Tuskegee,  Alabama,  In  1932,  in  such  amounts  and  subject  to  such  terms 
and  conditions  as  prescribed  by  the  Secretary  of  Health  and  Human  Services  and  for 
payment,  in  such  amounts  and  subject  to  such  terms  and  conditions,  of  such  costs 
and  expenses  hereafter  incurred  by  or  on  behalf  of  such  person's  wife  or  offspring 
determined  by  the  Secretary  to  have  suffered  injury  or  disease  from  syphilis 
contracted  from  such  person:  Provided  further.   That  amounts  received  by  the 
National  Center  for  Health  Statistics  from  reimbursements  and  interagency 
agreements  and  the  sale  of  data  tapes  may  be  credited  to  this  appropriation  and 
shall  remain  available  until  expended:  Provided  further.    That  in  addition  to 
amounts  provided  herein,  up  to  $28,873,000  shall  be  available  from  amounts 
available  under  section  241  of  the  Public  Health  Service  Act,  to  carry  out  the 
National  Center  for  Health  Statistics  surveys. 
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Preventive  Health  Services 
Language  Analysis 


Language  Provision 


Explanation 


"...  Including  Insurance  of  official 
motor  vehicles  In  foreign 
countries " 


"...  and  hire ,  maintenance ,  and 
operation  of  aircraft..." 


No  specific  authorization  exists  for 
the  provision  regarding  Insurance; 
however,  experience  of  the  Centers 
for  Disease  Control  and  Prevention 
in  stationing  Public  Health  Service 
officials  overseas  and  at  the 
Mexican  border  Indicates  that  this 
provision  Is  essential.   Unless 
adequate  automobile  Insurance  Is 
provided,  Public  Health  Service 
officials  could  be  subject  to 
arbitrary  arrest  If  they  were 
Involved  In  an  accident. 

The  Centers  for  Disease  Control  and 
Prevention  must  maintain  the  ability 
to  hire  aircraft  for  testing  of  new 
Insecticides  and  formulations  and 
for  applying  the  Insecticides  when 
outbreaks  of  mosquito -borne  disease 
such  as  encephalitis,  occur  In 
populous  areas  where  no  other  method 
can  be  used  to  control  the  spread  of 
the  disease. 


"of  which  $3,348,000  shall  remain 
available  until  expended  and  shall 
be  for  construction  and  renovation 
of  facilities " 


"...  such  sums  as  may  be  derived  from 
authorized  user  fees ,  which  shall  be 
credited  to  this  account." 


"...That  training  of  private  persons 
shall  be  made  subject  to 
reimbursement  or  advances  to  this 
appropriation  for  not  In  excess  of 
the  full  cost  of  such  training..." 


Repair  and  construction  projects 
require  lead  time  for  planning, 
designing,  and  contracting 
procedures ,  which  require  longer 
than  the  fiscal  year  to  complete  and 
obligate  funds. 

Provides  specific  authorization  to 
allow  all  funds  collected  as  user 
fees  to  be  deposited  to  this 
appropriation. 

Provides  specific  authorization  for 
depositing  funds  to  this 
appropriation  which  are  collected 
for  training  up  to  the  cost  of  the 
training  provided. 
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Language  Provision 


Explanation 


"...  that  funds  appropriated  under 
this  heading  shall  be  available  for 
payment  of  the  costs  of  medical 
care,  related  expenses,  and  burial 
expenses  hereafter  incurred  by  or  on 
behalf  of  any  person  who  had 
participated  in  the  study  of 
untreated  syphilis  initiated  in 
Tuskegee,  Alabama,  in  1932,  in  such 
amounts  and  subject  to  such  terms 
and  conditions  as  prescribed  by  the 
Secretary  of  Health  and  Human 
Services  and  for  payment  in  such 
amounts  and  subject  to  such  terms 
and  conditions,  of  such  costs  and 
expenses  hereafter  incurred  by  or  on 
behalf  of  such  person's  wife  or 
offspring  determined  by  the 
Secretary  to  have  suffered  Injury 
from  syphilis  contracted  from  such 
person. . . " 


Provides  specific  authorization  for 
payment  of  cost  of  medical  care, 
elated  expenses,  and  burial  expenses 
for  participants  in  the  study  of 
untreated  syphilis.   It  also 
provides  for  payment  of  cost  and 
expenses  incurred  by  or  on  behalf  of 
the  participant's  spouse  or 
offspring  who  have  suffered  injury 
of  disease  from  syphilis  contracted 
from  such  participants. 


". . .That  amounts  received  by  the 
National  Center  for  Health 
Statistics  from  reimbursable  and 
interagency  agreements  and  the  sale 
of  data  tapes  may  be  credited  to 
this  appropriation  and  shall  remain 
available  until  expended:..." 


Provides  specific  authorization  to 
allow  all  funds  collected  by  the 
National  Center  for  Health 
Statistics  from  reimbursable  and 
interagency  agreements  to  be 
deposited  to  this  appropriation  and 
to  remain  available  until  expended. 


"...that  in  addition  to  amounts 
provided  herein,  up  to  $28,873,000 
shall  be  available  from  amounts 
available  under  section  241  of  the 
Public  Health  Service  Act,  to  carry 
out  the  National  Center  for  Health 
Statistics  surveys . . . . " 


Provides  specific  authorization  for 
use  of  evaluation  funds  by  the 
National  Center  for  Health 
Statistics  to  finance  health  survey. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

DISEASE  CONTROL,  RESEARCH,  AND  TRAINING 

Amounts  Available  for  Obllgaclon\l 


Real  Transfer  from 
HRSA  for  Health 
Statistics 

Real  Transfer  to  FDA 
for  Mammography  Quality 
Standards  Act 


1993 

1994 

1995 

Actual 

AooroDriation 

Estimate 

appropriation 

Annual 

$l,684,6]>O,000 

$2,051,132,000 

$1,983,132,000 

Less  P.L.  102-170 

Enacted  Recision 

Section  216 

Reduction 

(7,284,000) 

Section  511 

Reduction 

(13,477,000) 

Section  513 

Reduction 

(304,000) 

Subtotal,  adjusted 

appropriation 

1,663,545,000 

2,051,132,000 

1.983.132,000 

(1,000,000) 


Subtotal,  adjusted 
budget  authority 

Offsetting  collections 
from :   CRADA 

Recovery  of  prior  year 
obligations 

Unobligated  balance 
start  of  year 

Unobligated  balance 
end  of  year 

Unobligated  balance 
lapsing 

Total  obligations 


1,662.545.000 

1,588,000 

85,000 

55,390,000 

(38,271,000) 

(61,000) 
$1,681,276,000 


2,051.132.000 


745.000 


38,271,000 


$2,090,148,000 


1.983,132,000 


767,000 


$1,983,899,000 


\1  Excludes  the  following  amounts  for  reimbursements:   FY  1993  $129,866,000  and  770  FTE; 
FY  1994  $156,660,000  and  700  FTE;  and  FY  1995  $156,660,000  and  743  FTE. 
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Centers  for  Disease  Control  and  Prevention 
Research  and  Training 
Summary  of  Changes 
Budget 
Authority 

1994  Appropriation $2,051,132,000 

1995  Request $1,983,132,000 

Net  Change ($68,000,000) 

FY  1994  Change  from  Base 

Appropriation 

Pos.      Budget      Pos .       Budget 
(FTE)    Authority    (FTE)     Authority 

Increases: 

A.   Built-in 

1.  Jan  1995  Pay 

raise  of  1.6%  $322,118,000  $3,895,000 

2.  Annuallzation  of 
Jan  1994  Locality 

Pay  Increase  7,443,000  2,481,000 

3.  Within-grade 

Increases  242,362,000  4,362,000 

4.  ADP  6c 

Telecommunication  39,782.000  915,000 

5.  Health  Statistics 

Surveys  21,381,000  2.114.000 

6.  Utilities  and 

fuel  oil  6,217,000  143,000 

7 .  Rental  payments 

to  GSA  12,396,000  2,093,000 

8 .  DDL  employees 

compensation  fund  1,099,000  36,000 

9.  PHS 
Administrative 

Service  Center  2,057.000  391,000 

10.  DHHS  Working 

Capital  Fund  1,912.000  14.000 

11.  Vaccine  price 

increase  193,000,000  4,199,000 

12.  Inflation  costs 
on  contract  and 
cooperative 

agreements  483,652.000  11,124,000 

13.  Inflation  costs 

on  other  objects  53,087,000  1.221.000 

Subtotal  $32,988,000 
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FY  1994 
Appropriation 

Change  from  Base 

Pes. 

(FTE) 

Budget 
Authoritv 

Pos.       Budget 
(FTE)     Authority 

B. 

Program  Increases: 

1 

Immunization: 
Infrastructure 

528,1^3,000 

$46,000,000 

2 

Tuberculosis 
elimination 

grants 

116,769,000 

4,000,000 

3, 

Occupational 
safety  and 
health: 

Operation  of 
advanced 
technology 

laboratory 

130,033,000 

5.000.000 

Subtotal 

S55.000.000 

Total  Increases 

$87,988,000 

Decreases: 

A. 

Built-in 

1. 

One  less  day 
of  pay 

fSl.144.000^ 

Subtotal: 

($1,144,000) 

B. 

Program: 

1. 

Immunization 
Vaccine  purchases 

193,000,000 

($110,000,000) 

2. 

Building  and 
Facilities 

Equipment  for 
advance 
technology 
laboratory 

Repairs  and 
Improvements 

16,648,000 

(10.000,000) 
(3,000,000) 

FY  1995  Staffing 
reductions 

Absorption  of 
Current  Services 


6,645 


(143) 


(7,140,000) 


Subtotal 

Total  decreases 

Net  Change 


(24.704.000) 
(143)  ($154.844.000) 
11431  (S155.988.000) 
(143)    ($68,000,000) 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 
Budget  Authority  by  Activity 

(DolUn  in  Thouuodi) 


Preventive  health  &  health 
lervicei  block  gnnts: 

GranU 

Prognm  operationi 
Subtotal 


1993 

1994 

1995 

KIE 

ActH 

KPE 

Aporoo 

KTK 

Efiimats 

B^ 

17 

n 

34 

143.306 

5.4?7 

148.743 

17 

12 
34 

151,749 

5.437 

157,186 

15 

n 

32 

151,749 

5,437 

157,186 

Prevention  Centen 


5.456 


6.989 


6,989 


Sexually  Transmitted 

Diaeasei: 
Granta 

STD-relaled  Infertility 
Program  operationi 
Subtolal 

Immunizations; 
GnoU 

Program  operations 
Subtotal 


509 

0 

169 

678 

78.042 

0 

11.510 

89.552 

459 

0 

160 

619 

78,161 

8,300 

13,310 

99,771 

410 

0 

160 

570 

78,161 

8,300 

13,319 

99,771 

72 
304 
376 

287.820 

53,261 

341.081 

70 
289 
359 

423,393 
,104.759 
528,143 

70 
319 
389 

359,393 
104.750 
464,143 

Infectious  Diseases 


496 


40,282 


495 


47,782 


463 


47,782 


Tuberculosis  elimination 
Granu 

Program  operations 
Subtotal 

22 
45 

67 

73,630 

5.205 

78,835 

21 
44 
65 

111,500 

5.269 

116,769 

19 
44 
63 

115,500 

5.269 

120,769 

Chronic  &  environmenul 
disease  prevention 

713 

70.117 

613 

123,004 

595 

123,004 

Lead  Poisoning 

37 

29.683 

37 

34,683 

36 

34.683 

Breast  &  Cervical  Cancer 

56 

71,303 

55 

78,076 

54 

78,076 

Injury 

SI 

31.808 

77 

39,308 

77 

39,308 

Occupational  Safely 
and  Health: 
Research 
Training 
Subtotal 

921 

_2 
921 

101.252 

11.09? 

112.344 

934 

0 

934 

115,439 

,  12.89? 
128,337 

930 
-0 
930 

120,439 

12.898 

133,337 

Epidemic  Servicea 

1062 

73.520 

947 

73.520 

941 

73,520 

Health  StaUstics: 
Less  1 X  Evaluation  Funds 
Subtotal 

542 

S 
542 

80.405 

P8.87?) 

51.532 

497 

i2 
497 

83,405 

(28.873) 

54,532 

495 

Q 
495 

83,405 

08.8731 

54.532 

HIV /AIDS: 

974 

498.253 

982 

543,253 

964 

543,253 

Building  &  facilities 

0 

16,648 

0 

16,648 

0 

3,648 

Prognm  managemem 

J2 

3.388 

_65 

?.13J 

_S5 

3.131 

Total  budget  authority 

6,107 

1. 662.545 

5.782 

2,051,132 

5,677 

1.983,132 

Reimbursable  KIE 

«77 

863 

825 

Total  FTEa 

6,984 

6.645 

6,502 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 
BUDGET  AUTHORITY  BY  OBJECT 


Personnel  compensation 
Full-time  permanent 
Other  than  permanent 
Other  personnel  compensation 
Total  personnel  compensation 

Personnel  Benefits:  Civilian 

Travel  and  transportation  of 
persons 

Transportation 
of  things 


FY  199A 
Estimate 

$193,791,000 

19,616,000 

11,361,000 

224,768,000 

57,731.000 


11,074,000 
3,156,000 


Rent,  comiunicatlons ,  and  utilities 

Rental  payments  to  GSA  12,396,000 

Communications,  utilities  and 

miscellaneous  charges  17,810,000 

Printing  &  reproduction  4,412,000 

Consultant  Services  649,000 

Other  services  35,112,000 

Purchase  of  Goods  &  Services 

from  other  government  accounts  28,952,000 

Research  &  Development  contracts  108,790,000 

Supplies  and  materials  7,673,000 

Equipment  8 , 964 , 000 

Lands  and  structures  15,434,000 
Grants : 

Direct  Assistance:  Provided  in  lieu  of  cash 


Personnel  compensation 
Personnel  benefits 
Travel  and  transportation 

of  persons 
Transportation  of  things 
Printing  and  reproduction 
Project  contracts 
Supplies  and  materials 
Equipment 
Financial  assistance 

Total  budget  authority  by 
object  class 


FY  1995 
Estimate 

$195,599,000 

19,995,000 

11,581,000 

227,175.000 

58,518,000 

11,074,000 

3,305.000 

14,489.000 

19,267,000 

4,662,000 

649.000 

32,112.000 

28,952,000 

111,405,000 

9,673,000 

10,964,000 

5.434,000 


Increase 

or 
Decrease 

$1,808,000 

379,000 

220,000 

2,407,000 

787,000 


149 , 000 

2,093,000 

1,457,000 

250,000 

0 

(3.000,000) 

0 

2,615,000 

2 , 000 , 000 

2 , 000 , 000 

(10,000,000) 


31,694,000 

28,536,000 

(3,158,000) 

7,925.000 

7,126,000 

(799,000) 

600,000 

600,000 

0 

400,000 

400,000 

0 

200,000 

200,000 

0 

491,000 

491,000 

0 

193,000,000 

86,087,000 

(106,913.000) 

1,920,000 

1,920,000 

0 

.277,981,000 

1.320,093,000 

42,112,000 

$2,051,132,000 


$1,983,132,000 


($68,000,000) 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

ADMINISTRATIVE  COSTS 

(Budget  Authority) 


Personnel  Compensation 

Full-time  permanent  (11.1) 

Other  than  Full-Time  Permanent  (11.3) 

Other  Personnel  Compensation  (11.5) 

Total  Personnel  Compensation  (11.9) 

Civilian  Personnel  Benefits  (12.1) 

Travel  (21.0) 

Transportation  of  Things  (22.0) 

Rental  Payments  to  Others  (23.2) 

Communications,  Utilities  and 
Miscellaneous  Charges  (23.3) 

Printing  and  Reproduction  (24.0) 

Consulting  Services  (25.1) 

Other  Services  (25.2) 

Supplies  and  Materials  (26.0) 

Total 


1994 
Current 
Estimate 


$225,485,000 
19,616,000 
11.361.000 

256.462.000 

65.656,000 

11,674,000 

3,556,000 

1,378,000 

16.432.000 

4.612,000 

649,000 

35,112,000 

7,673,000 

$403,204,000 


1995 
Estimate 

Change 

$224,135,000 
19,995,000 
11.581.000 

($1,350,000) 
379,000 
220.000 

255,711,000 

(751,000) 

65,644,000 

(12,000) 

11,674,000 

0 

3,556,000 

0 

1,469,000 

91,000 

17,798.000 

1,366,000 

4,862.000 

250,000 

649,000 

0 

32,112,000 

(3,000,000) 

9,673,000 

2.000.000 

$403,148,000 

($56,000) 
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SIGNIFICANT  ITEMS  IN  HOUSE.  SENATE,  AND  CONFERENCE 
APPROPRIATIONS  COMMITTEE  REPORTS 


1994  HOUSE  REPORT 


1.  Inununlzatlon: 

The  1994  House  Report  #103-156 
stated  the  Committee's 
recommended  level  includes 
funding  to  be  distributed  in 
consultation  with  the  National 
Vaccine  Program  and  its 
National  Vaccine  Advisory 
Committee  to  meet  the  need  for 
funding  emerging  high  priority 
vaccine  projects  within  the 
agencies  of  the  Public  Health 
Service. 


1.    Action  To  Be  Taken: 

The  National  Vaccine  Program 
Office  (NVPO)  has  distributed 
a  letter  to  all  relevant  PHS 
agencies  soliciting  proposals 
for  high  priority  vaccine 
projects.   Funding  decisions 
will  be  made  jointly  by  NVPO, 
the  National  Vaccine  Advisory 
Committee,  and  the  Centers  for 
Disease  Control  and  Prevention 
based  on  an  evaluation  of  the 
proposals. 


11 
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Infectious  Diseases: 


Action  to  be  taken: 


The  1994  House  Report  #103-156 
stated  the  Committee  notes 
that  the  number  of  staff  at 
CDC  working  on  non-HIV 
Infectious  diseases  has 
decreased  over  the  past  decade 
and  encourages  CDC  to  place  a 
higher  priority  on  emerging 
microbial  threats,  to  the 
extent  that  funding  permits. 


Although  the  number  of  FTEs  at 
CDC  have  decreased,  resources 
were  redirected  to  Investigate 
and  provide  prevention 
recommendations  on  three  major 
outbreaks  of  Infectious 
diseases  In  1993:  a  multi- 
state  outbreak  of  foodbome 
Illness  caused  by  E.  coll.  a 
crytosporldlosls  outbreak 
caused  by  a  contaminated 
municipal  water  system,  and  an 
outbreak  of  acute  respiratory 
distress  syndrome  and  death 
caused  by  a  new  hantavirus. 

CDC  Is  developing  a  national 
plan  for  the  prevention  9nd 
control  of  these  and  other 
emerging  and  drug  resistant 
Infectious  diseases  that 
threaten  the  health  of  the 
American  public. 
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3 .     Infectious  Diseases: 

The  1994  House  Report  #103-156 
stated  the  Committee 
recognizes  the  hazards  to 
users  and  patients  posed  by 
needle-bearing  medical 
devices.   The  Committee  urges 
COC  to  continue  to  support 
research  on  the  mechanisms  of 
needlestick  Injury  and  methods 
of  eliminating  or  Improving 
needle-bearing  medical  devices 
to  reduce  the  risk  associated 
with  their  use. 


3 .    Action  to  be  taken: 

CDC  will  continue  to  conduct 
surveillance,  research,  and 
evaluation  projects  to  gather 
Information  on  mechanisms  of 
percutaneous  Injury  In  medical 
and  dental  settings,  to 
develop  criteria  for  the 
performance  safety  of  needle- 
bearing  devices  and  sharps 
disposal  systems,  and  to 
assess  the  Impact  of  new  or 
modified  devices  In  preventing 
Injuries  to  health-care 
workers  without  compromising 
patient  care. 
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Tuberculosis 


Action  to  be  taken: 


The  1994  House  Report  #103-156 
stated  the  Committee  intends 
that  CDC  target  these  funds  to 
cities  that  have  ei^erienced 
the  largest  number  of 
tuberculosis  cases,  especially 
multi-drug  resistant 
tuberculosis.   Funding  is  not 
intended  to  be  used  for 
construction  and  renovation  of 
facilities  or  for  drug 
purchases . 


In  July  X993,  the  CDC  provided 
guidance  to  all  TB  programs 
eligible  to  receive  FY  1994 
funds  for  TB  prevention  and 
control .   This  guidance 
clearly  emphasized  that  funds 
will  be  provided  for  areas  or 
populations  with  high  TB 
incidence,  especially  multi- 
drug resistant  (MDR)  TB,  and 
that  funds  Courinot  be  used  for 
construction,  renovation  of 
facilities,  or  the  purchasing 
of  drugs.   In  addition,  the 
three  cities  with  the  highest 
TB  incidence  will  continue  to 
receive  funds   to  support  the 
model  TB  centers  that  were 
first  funded  in  FY  1993.   CDC 
will  also  continue  intensified 
efforts  {begun  in  FY  1993) 
toward  patient  management  and 
directly  observed  therapy 
(especially  for  patients  with 
MDR-TB)  in  cities  with  the 
highest  number  of  TB  cases . 
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5  .    Chronic  and  environmental 
disease  prevention: 


Action  to  be  taken: 


The  1994  House  Report  #103-156 
stated  the  Conmlttee  Is  aware 
that  asthma  Is  one  of  the  most 
common  chronic  diseases  of 
childhood,  affecting  an 
estimated  2.7  million  children 
In  the  U.S.   Blacks  are  two  to 
three  times  more  likely  than 
whites  to  be  hospitalized  or 
to  die  due  to  asthma. 
Environmental  factors , 
Including  air  pollution,  have 
been  postulated  to  play  a  role 
In  the  Increasing  asthma 
trends;  however,  little 
research  Is  available.   The 
Committee  encourages  CDC  to 
continue  Its  research  efforts 
In  this  area. 


CDC  is  committed  to  continuing 
its  prevention  research 
activities  to  help  further 
define  environmental  factors 
related  to  asthma  and  to 
Identifying  prevention 
opportunities.   In  FY  94, 
these  activities  Include 
surveillance  projects  and 
asthma  prevalence  surveys  In 
Los  Angeles,  California, 
Atlanta,  Georgia,  Wisconsin, 
and  Puerto  Rico. 
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6.    Chronic  and  environmental 
disease  prevention. 

The  1994  House  Report  #103-156 
stated  the  Cominlttee  notes  that 
Hlspanlcs  are 

disproportionately  affected  by 
neural  tube  defects  such  as 
spina  bifida,  among  many  other 
birth  defects.   The  committee 
encourages  CDC  to  continue  its 
current  birth  defects 
prevention  and  research  efforts 
aimed  at  Hlspanlcs. 


Actions  to  be  taken: 


CDC  is  continuing  Its 
cooperative  agreement  with 
Texas  to  Improve  the 
surveillance  and  prevention  of 
neural  tube  defects  In  the 
region  adjacent  to  the  Mexican 
border,  a  region  with  a  largely 
Hispanic  population.   CDC  also 
is  continuing  risk  factors 
studies  In  Georgia,  California, 
and  Iowa  which  will  gather 
information  on  which  birth 
defects  disporportlonately 
affect  Hlspanlcs  and  other 
ethnic  or  racial  population. 
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7  .    Chronic  and  environmental 
disease  prevention 

The  1994  House  Report  #103-156 
stated  the  Conmilttee 
encourages  CDC  to  expand 
outreach  and  prevention 
efforts  to  Hispanic 
communities  through  Its  state - 
based  diabetes  program. 


Action  to  be  taken: 


In  FY  1994,  CDC  will  emphasize 
development  of  surveillance 
systems  by  state -based 
diabetes  control  programs 
(DCPs)  to  assess  their 
communities'  diabetes 
prevention  and  control  needs, 
giving  particular  attention  to 
communities  with  populations 
disproportionately  burdened  by 
diabetes- -Hispanic  Americans, 
African  Americans,  and  the 
elderly.   Consistent  with  the 
Identified  needs,  DCPs  will 
conduct  intensified  education 
and  outreach  efforts  to 
improve  access  to  care.   CDC 
is  developing  and  refining 
diabetes  educational  materials 
designed  for  these  specific 
population  groups,  such  as 
"Encarguese  de  su  Diabetes: 
Una  Gula  para  su  Culdado,"  the 
Spanish  language  version  of  a 
self-help  manual  which  Informs 
persons  with  diabetes  about 
what  they  can  do,  along  with 
their  health  care  providers, 
to  better  control  their 
diabetes  and  avoid  its 
disabling  complications, 
including  blindness, 
amputations,  kidney  disease, 
heart  disease,  and  congenital 
malformations . 
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8.    Chronic  and  environmental 
disease  prevention 

The  1994  House  Report  #103-156 
stated  the  Committee 
recognized  a  limited  number  of 
behaviors,  often  established 
during  youth,  contribute 
substantially  to  the  leading 
causes  of  mortality, 
morbidity,  and  social  problems 
In  the  nation.   Unhealthy 
behaviors  are  also  a 
significant  cause  of  poor 
student  performance.   CDC  has 
built  a  strong  national 
program  In  school  health 
education;  however,  most 
resources  for  this  program 
target  activities  to  prevent 
the  spread  of  AIDS.   The 
Committee  supports  the 
expansion  of  CDC's  school 
health  programs  to  promote  the 
complete  array  of  healthy 
behaviors  among  the  nation's 
youth,  and  has  Increased  the 
President's  request  to  enhance 
this  program. 


Action  to  be  taken: 


CDC  currently  funds 
demonstration  programs  in  five 
states  to  build  state-level 
infrastructure  for 
comprehensive  school  health 
programs  and  to  strengthen 
comprehensive  school  health 
education.   In  FY  1994.  at 
least  five  additional  states 
will  be  awarded  funds  to 
implement  similar 
comprehensive  school  health 
programs .   CDC  has  awarded 
funds  to  conduct  national 
training  and  demonstration 
workshops  to  assist  states  in 
designing  and  developing 
comprehensive  school  health 
programs . 
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9  .    Chronic  and  environmental 
disease  prevention 

The  1994  House  Report  #103-156 
stated  the  Committee  to  the 
extent  funds  are  available, 
encourages  CDC  to  continue  its 
prostate  cancer  education, 
awareness  and  outreach 
programs  among  underserved 
populations . 


Action  to  be  taken: 


In  FV  1993,  CDC  initiated 
support  to  two  state  health 
agencies  to  investigate 
behavioral  Issues  related  to 
the  early  detection  of 
prostate  cancer,  with  an 
emphasis  on  minority  and 
underserved  populations.   CDC 
will  continue  support  of  these 
projects  in  FY  1994  and  will 
work  with  NCI  on  the 
evaluation  of  prostate 
screening  outcomes . 
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10. 


Lead  Poisoning  Prevention 


10. 


Action  to  be  taken: 


The  1994  House  Report  #103-156 
stated  the  Committee 
encourages  support  for  the 
continuous  development  of  more 
effective  and  portable  lead 
screening  tools ,  and  commends 
CDC  for  supporting  the 
development  of  screening  kits 
for  professionals  to  use  In 
the  field  that  will  allow  an 
almost  Immediate  reading, 
which  makes  possible  Immediate 
intervention  and  treatment. 


CDC  awarded  7  grants  to 
commercial  and  academic 
institutions  to  develop 
portable  instruments  or 
integrated  sampling  devices. 
Several  of  the  grantees  have 
developed  prototypes  and 
should  be  ready  to  submit  them 
to  FDA  for  approval  within  2 
years .   The  program  has 
created  a  lot  of  interest  in 
the  private  sector  and  CDC  is 
consulting  with  other  non- 
grant  receiving  companies. 
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11.   Occupational  Safety  and  Health    11.   Action  to  be  taken 


The  1994  House  Report  #103-156 
stated  the  Committee  has 
provided  an  Increase  in  NIOSH 
training  activities  to  support 
training  for  responding  to 
hazardous  materials 
emergencies,  including  training 
of  those  in  the  flrefighting 
profession. 


In  FY  1991,  CDC  training  funds 
were  used  to  support  a  one -year 
cooperative  agreement  with  the 
International  Association  of 
Fire  Fighters  (lAFFF).  This 
project  was  designed  to 
demonstrate  to  fire  departments 
a  model  training  program  of 
hazardous  materials  training. 
This  demonstration  project  was 
successful;  and  in  FY  1992,  a 
five-year  cooperative  agreement 
was  initiated  with  lAFF  to 
implement  a  national  hazardous 
substance  training  program  for 
career  and  volunteer  fire 
fighters .   The  program  includes 
training  for  instructors,  as 
well  as  first  responder 
operations  and  hazardous 
materials  incident  management 
level  training.   Based  on  the 
Committee  recoimnendation  and 
the  success  of  the  training 
program,  CDC  is  developing  a 
cooperative  agreement (s)  to 
expand  the  training  program  for 
hazardous  materials  emergency 
responder  personnel .   CDC  is 
also  developing  a  plan  to 
evaluate  the  effectiveness  of 
the  training  program. 
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12.   Hispanic  Health  Statistics 


12 .   Action  to  be  taken: 


The  1994  House  Report  #103- 
156  stated  the  Committee 
encourages  NCHS  to  continue 
and  strengthen  ethnic  and 
subgroup  data  collection  and 
reporting.   Data  collection 
is  critical  in  setting  public 
health  policy  priorities  for 
disadvantaged  minority 
communities.,   Basic  data  of 
Hispanic  and  Hispanic 
subgroup  health,  however,  are 
seriously  lacking;  life 
expectancy  data,  mortality 
and  morbidity  trends,  and 
disease-specific  data  for 
Hispanic  subgroups  are 
unreliable  or  non-existent. 
The  Committee  encourages 
NCHS,  to  the  extent  that 
funding  is  available,  to 
analyze  and  report  existing 
data  on  Hispanic  health  and 
to  increase  the  capacity  of 
national  surveys  and  vital 
records  systems  to  improve 
group  data  collection. 


NCHS  has  published  mortality 
data  for  the  Hispanic 
population  by  age,  sex,  and 
cause  of  death  for  the  years 
1984-91.   These  data, 
including  infant  mortality, 
are  also  available  on 
public-use  data  tapes.   With 
the  Introduction  of  the  1989 
revision  of  the  U.S. 
Standard  Certificate  of 
Death,  which  for  the  first 
time  included  an  Hispanic 
identifier,  the  reporting 
area  expanded  to  48  States 
and  D.C.  for  1991.   Natality 
data  have  been  published 
since  1978  when  an  Hispanic 
identifier  was  on  the  birth 
certificates  of  17  States. 
The  1989  revision  of  the 
U.S.  Standard  Certificate  of 
Live  Birth  Included  new 
maternal  and  infant  health 
items.  Beginning  in  1993  all 
states  will  have  an  Hispanic 
Live  Birth  identifier.   NCHS 
publications  that  contain 
both  mortality  arid  natality 
statistics  of  the  Hispanic 
population  are  Vital 
Statistics  of  the  U.S.. 
Monthly  Vital  Statistics 
Report,  and  Health  U.S. 


This  will  be  a  significant 
Improvement  in  minority 
statistics  data. 
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13.  Human  Inununodef Iclencv  Virus  (HIV^    13.   Action  to  be  taken: 


The  1994  House  Report  #103-156 
stated  the  Committee  Is  concerned 
about  the  continuing  high  rate  of 
new  HIV  infections  In  the  United 
States.   Therefore,  the  Committee 
has  provided  Increased  funds  to 
expand  cooperative  agreements  with 
state  and  local  health  departments 
to  conduct  HIV  prevention  planning 
and  to  Increase  funding  for 
community-based  prevention 
activities.   The  Committee  Is 
concerned  about  the  lack  of 
coordination  among  prevention 
programs  and  encourages  CDC  to 
consider  Incorporating  the  current 
competitive  grant  programs  for 
direct  funding  of  community-based 
organizations  Into  the  cooperative 
agreements  with  state  and  local 
health  departments  to  better  ensure 
coordination  of  efforts. . . .The 
Committee  also  Intends  that 
community-based  prevention  programs 
receive  technical  services  to 
Improve  the  quality  of  prevention 
programs.   Such  technical  services 
would  Include  assistance  with 
designing  Interventions  and 
evaluating  the  effectiveness  of 
programs . 


CDC  plans  to  distribute  Increased 
funds  to  state  and  local  health 
departments  In  order  to  restore 
their  cooperative  agreement 
awards  to  1991  levels.   This  will 
result  In  Increased  funding  for 
community-based  prevention 
activities.   In  addition,  through 
grant  guidelines,  state  and  local 
health  departments  are  expected 
to  work  with  community-based 
prevention  programs  to  design  and 
Implement  a  community  planning 
process  that  would  Identify,  at 
the  local  level ,  program 
priorities  for  distribution  of  FY 
1995  HIV  prevention  cooperative 
agreement  funds . 

Language  from  the  FY  1994 
Conference  Report  states  that 
"CDC  Is  encouraged  to  continue 
the  direct  funding  of  community- 
based  organizations  until  such 
time  as  comprehensive  reforms  are 
In  place  and  evaluated."   CDC 
concurs  with  the  need  to  assure 
the  effectiveness  of  local 
community  planning  efforts  before 
Incorporating  CBO  programs  into 
the  state  and  local  health 
department  cooperative 
agreements . 


The  FY  1994  cooperative  agreement 
program  announcement  requests 
that  state  and  local  health 
departments  provide  technical 
assistance  to  community-based 
programs,  either  directly  or 
through  contract,  in  HIV 
intervention  development  and 
evaluation.   The  CBO  program 
announcement  similarly  requests 
that  CBOs  work  with  state  and 
local  health  departments. 
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14.   Human  Imniunodef Iclencv  Virus 
iHIVL. 

The  1994  House  Report  #103-156 
stated  the  Conunlttee 
encouraged  CDC  to  support  the 
development  of  pharmacy-based 
programs  of  AIDS  education  and 
prevention.   A  trial  of  this 
concept  has  been  launched  in 
one  state.   Pending  a  positive 
evaluation  of  this  program, 
the  Committee  would  encourage 
further  development  of  this 
concept  by  CDC. 


14.   Action  to  be  taken: 


This  program  has  been 
implemented  in  Alabama  by  the 
Foundation  of  Pharmacists  and 
Corporate  America  for  AIDS 
Education  in  collaboration 
with  several  pharmacy  chains , 
the  school  of  public  health  at 
Alabama  University,  and  the 
state  department  of  health. 
The  program  has  the  potential 
for  preventing  HIV  through 
three  activities:  (1)  display, 
distribution,  and  promotion  of 
HIV/AIDS  printed  materials 
within  the  pharmacy,  (2) 
response  by  pharmacists  to 
customer  or  client  questions, 
and  (3)  community  outreach  by 
pharmacists  as  knowledgeable 
speakers.   Preliminary  data 
reported  by  the  Alabama 
University  School  of  Public 
Health  suggest  that 
pharmacists  have  benefitted 
from  the  training  and  are  most 
likely  to  participate  in  the 
first  activity  cited  above. 
Efforts  are  still  underway  to 
determine  the  community 
effects,  if  any,  of  the 
demonstration  program. 
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1994  Senate  Report 

1.  Tn^imin<  nation 

The  1994  Senate  Report  #103- 
143  stated  the  Committee  urges 
CDC  to  increase  its 
utilization  of  professional 
nursing,  particularly  within 
its  outreach  immunization 
initiatives.   The  Committee 
further  suggests  that  this 
would  be  an  excellent  vehicle 
for  CDC  developing  cooperative 
relationships  with  nursing 
school  administered  clinics. 


Action  to  be  Taken: 

CDC  has  a  working  relationship 
with  the  American  Nurses 
Association  (ANA) .   With  the 
active  assistance  of  CDC,  ANA 
has  developed  a  major 
initiative  promoting  childhood 
immunization  through  its  State 
and  affiliated  organizations. 
CDC  has  also  convened  a  panel 
of  nurse  researchers  to 
develop  an  appropriate 
immunization  curriculum  for 
nursing  education.   To  help 
extend  this  outreach,  CDC  has 
invited  to  its  January 
national  immunization  meeting 
several  national  nursing 
associations,  such  as  the  ANA, 
the  National  Black  Nurses 
Association,  National  League 
for  Nursing,  the  National 
Association  of  Hispanic 
Nurses ,  and  several  others . 
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Tmiminlzatlon 


Action  to  be  Taken: 


The  1994  Senate  Report  #103- 
143  stated  the  Committee 
recognizes  that  among  the 
various  Impediments  to 
immunizations  are  lengthy  and 
complicated  Federal  forms 
which  often  need  to  be 
translated.   The  Director  Is 
urged  to  consider  methods  to 
minimize  the  complexity  and 
translation  difficulties  of 
the  Federal  immunization 
forms. 


Because  of  concerns  about  the 
length  and  readability  of 
vaccine  information  materials, 
the  Congress  enacted 
legislation,  In  section  708  of 
Public  Law  103-183  on  December 
14,  1993,  to  simplify  this 
material.   CDC  has  contracted 
with  an  organization  with 
medical  and  health 
communications  expertise.   The 
contractor  has  rewritten 
materials  for  DTP,  MMR,  and 
polio  vaccines,  and  is 
reviewing  these  simplified 
revisions  with  a  research  team 
including,  medical 
communications  consultants, 
physicians,  legal  and 
technical  staff,  and  parent 
focus  groups .   These 
simplified  vaccine  information 
materials  should  be  published 
at  a  later  date  in  the  Federal 
Register  for  public  comment. 
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Infectious  Diseases 


Action  to  be  taken: 


The  1994  Senate  Report  #103- 
143  stated  the  Conunlttee 
expects  CDC  to  continue 
essential  infectious  disease 
program  activities.   The  major 
areas  supported  by  this 
activity  Include  new  and 
reemerglng  Infectious 
diseases,  foodbome  diseases, 
hospital  Infections,  hepatitis 
B  and  C,  bacterial  meningitis, 
pneumococcal  disease,  Lyme 
disease,  tuberculosis, 
Infectious  disease  In  child- 
care  settings,  opportunistic 
Infections  In 

Immunocompromised  person,  and 
the  disproportionate  burden  of 
Infectious  diseases  on 
minority  populations.   CDC 
should  also  continue  to 
develop  a  substantial  pool  of 
scientific  expertise  to 
support  epidemiologic 
Investigations,  surveillance, 
reference  diagnostics,  applied 
research,  and  other  activities 
needed  to  continue  Its 
leadership  In  the  public 
health  and  scientific 
communities. 


One  of  CDC's  highest 
priorities  Is  the 
comprehensive  and  concerted 
response  to  the  health  threats 
posed  by  new,  reemerglng  and 
drug  resistant  microbes.   To 
accomplish  this,  CDC  Is 
maintaining  the  prevention 
leadership  role  by  publishing 
a  national  plan  entitled 
"Addressing  Emerging 
Infectious  Disease  Threat  to 
Health  -  A  Prevention  Strategy 
for  the  United  States"  in 
March  1994.   Hajor  initiatives 
for  surveillance  and 
prevention  are  ongoing  in  the 
areas  of  food  and  waterbome 
diseases.  Infectious  diseases 
in  child  care  and  hospital 
settings,  as  well  as  in 
minority  populations  and 
immunocompromised  persons. 
Close  collaborations  are 
continuing  with  state  and 
local  health  departments, 
other  Federal  agencies,  and 
health  care  providers  and 
consumers,  to  utilize  and 
expand  training,  health 
promotion  and  communications 
programs  and  capacities. 
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Infectious  Diseases 


Action  to  be  taken: 


The  1994  Senate  Report  #103- 
143  stated  the  Committee  Is 
concerned  by  the  recent 
outbreak  of  unusual 
respiratory  Illnesses  and 
deaths  In  the  four  corners 
area  of  New  Mexico,  Arizona, 
Colorado,  and  Utah  being 
Investigated  by  CDC.   This 
represents  another  example  of 
the  threat  posed  by  emerging 
Infections.   These  Illnesses 
have  been  associated  with  a 
previously  unrecognized 
hantavirus  which  appears  to  be 
transmitted  through  contact 
with  rodents.   Seventy- five 
percent  of  persons  conflmed 
to  have  been  Infected  with 
this  newly  recognized 
hantavirus  have  died. 


CDC  continues  to  define  the 
extent  of  disease  and  death 
due  to  the  hantavirus;  refine 
the  laboratory  tests  and 
distribute  the  technology  for 
rapid  diagnosis  to  the  states; 
characterize  the  clinical 
illness;  define  the 
geographical  extent  of  the 
Infected  rodent  reservoir;  and 
evaluate  antiviral  therapy  and 
prevention  strategies.   CDC 
provides  financial  and 
technical  assistance  to  New 
Mexico,  Arizona,  Colorado,  and 
Utah  health  departments  for 
surveillance,  epidemiologic 
and  laboratory  investigations, 
and  prevention  activities 
related  to  this  newly 
recognized  disease.   In 
addition,  CDC  assists  other 
health  departments  when  a  case 
of  hantaviral  infection  is 
reported.   CDC  continues  to 
work  closely  with  other 
federal  agencies  in  this 
investigation. 
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5 .  Infectious  Diseases 

The  1994  Senate  Report  #103-143 
stated  the  Committee  urges  the 
CDC  to  commit  additional 
resources  to  E.  coll  research 
field  work  In  Washington  State. 


5.     Action  to  be  Taken:  i 

CDC  assisted  the  Washington  State 
Department  of  Health  (WSDH)  In  the 
large  Investigation  of  the 
hamburger-associated  outbreak  of  E. 
coll  0157 :H7  Infections  In  January 
1993.   CDC  continues  to  collaborate 
with  Investigators  In  Washington  In 
writing  papers  describing  the 
outbreak  Investigation  and  features 
of  the  clinical  Illnesses.   CDC  sent 
a  team  of  Investigators  to 
Washington  to  help  control 
transmission  of  E.  coll  0157 :H7  In 
day-care  centers  and  to  California 
to  determine  possible  causes  for 
contamination  of  meat. 


Since  the  January  1993  outbreak,  CDC 
has  provided  expert  advice  by 
telephone  and  electronic  mail  to 
researchers  in  the  WSDH  who  have 
investigated  other  outbreaks  of  E. 
coll  0175 :H7  infections. 
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6 .    Chronic  and  Environmental 
Disease  Prevention 
The  1994  Senate  Report  #103- 
143  stated  the  Committee 
require  that  CDC  complete 
current  surveillance  studies 
and  begin  community-based 
prevalence  studies  which  would 
allow  data  collection  on 
endemic  cases  and  possible 
cluster  outbreaks.   The 
Committee  directs  CDC  to 
commence  a  study  on  possible 
transmission  of  CFS  and 
provide  appropriate  education 
programs.  The  Committee  Is 
encouraged  by  the  possibility 
of  a  CDC  review  of  CFS 
definitions  this  fall,  and 
encourages  concerned 
participation. 


Action  to  be  taken: 
CDC  has  completed  analysis 
from  the  first  three  years  of 
CFS  surveillance.   The  data 
have  been  presented  at  major 
International  meetings  and 
manuscripts  are  In  preparation 
for  publication  in  peer 
reviewed  j  oumals .   Ue  have 
modified  the  current 
physician-based  surveillance 
system,  and  we  will  conduct 
population  based  prevalence 
studies.   The  first  study,  in 
collaboration  with  the  San 
Francisco  CFS  patient  group, 
will  occur  as  soon  as  0MB 
approval  is  received.   The 
second  will  be  conducted  in 
Wichita  to  allow  comparison 
with  data  collected  in  that 
city's  physician-based 
surveillance  system.   We  will 
continue  the  existing  study 
primarily  to  collect 
longitudinal  data  on  the 
clinical  course  of  CFS  from 
cases  already  identified  and 
enrolled  (and  on  whom  three  or 
more  years  of  data  have  been 
accumulated) . 


CDC  has  also  convened  a  group 
of  collaborators  to  prepare  a 
revision  of  the  CFS  Research 
Case  Definition  which  can  be 
published  in  a  major  peer 
reviewed  journal.   The  group 
of  collaborators  includes 
representatives  from  CDC,  NIH, 
FDA,  and  the  SSA,  principal 
Investigators  from  academic 
CFS  Research  Centers,  leading 
CFS  scientists,  clinicians 
with  considerable  experience 
in  CFS,  and  leading  foreign 
CFS  investigators.   In 
September  1993,  CDC  held  an 
open  meeting  for  public 
comment  on  the  case  definition 
and  subsequent  to  that  meeting 
has  included  representatives 
from  major  patient  support 
groups  in  all  meetings  and 
correspondence  concerning 
preparation  of  the  manuscript. 
In  October  1994,  CDC  held  a 
second  open  meeting  to 
continue  these  discussions. 
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Chronic  and  environmental 
disease  prevention 

The  1994  Senate  Report  #103- 
143  stated  the  Committee 
requests  the  Office  of  Women's 
Health  to  consult  the  Director 
of  CDC  to  Identify  effective 
disease  prevention  and  control 
strategies  for  women  and 
coordinate  demonstration 
projects  between  CDC  and  other 
PHS  agencies.  The  Committee 
felt  that,  whereas  programs 
targeting  women's  health  are 
well- Integrated,  ongoing 
activities  throughout  CDC,  a 
specific  focus  on  women's 
health  Issues  Is  required  to 
ensure  that  prevention  needs 
at  CDC  are  adequately 
addressed.   The  Committee 
stated  that  funds  for  women's 
health  will  support  studies  of 
specific  women's  health 
problems  or  new  prevention 
strategies  not  currently  being 
studied  by  a  specific  program 
at  CDC. 


Action  to  be  taken: 


The  new  Director  of  CDC  is 
considering  options  for  the 
establishment  of  a  formal 
focus  for  women's  health  at 
CDC.  Currently,  the  Office  of 
Program  Planning  and 
Evaluation  (OPPE) ,  in  the 
Office  of  the  Director,  is 
coordinating  women's  health 
activities  at  CDC  though  a 
women's  health  coordinating 
committee  composed  of 
representatives  from  each 
Center,  Institute,  and  Office. 
The  first  cross -cutting 
project  to  be  funded  by 
women's  health  funds  will  be 
an  investigation  of  the 
efficacy  of  the  female  condom 
for  pregnancy  and  disease 
prevention.  Findings  from  this 
project  will  serve  as  a  basis 
for  disease  prevention 
strategies  promoting  the  use 
of  female  condoms  for  women  at 
increased  risk  of  sexually 
transmitted  disease  and  HIV 
infection  who  wish- to  use  a 
barrier  method  for  disease 
and/or  pregnancy  prevention 
but  who  do  not  find  male 
condoms  an  acceptable 
prevention  strategy. 
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8.    Cancer  Control  and  research 
activities 

The  1994  Senate  Report  #103- 
143  stated  the  Committee  as  it 
continues  to  work  with  the 
Centers  for  Disease  Control 
and  other  PHS  agencies,  such 
as  the  National  Cancer 
Institute  to  build  our  Federal 
effort  to  support  cancer 
control  and  research 
activities ,  the  need  for  a 
renewed  focus  on  coordination 
among  these  agencies  has 
become  more  apparent.  The 
Committee  urges  the  CDC  to 
work  with  the  NCI  and  other 
PHS  agencies  to  develop  a 
program  of  coordination  to 
Insure  the  best  utilization  of 
Federal  resources  for  cancer 
control  and  research 
activities. 


Action  to  be  taken: 


CDC  collaborated  with  NCI  and 
FDA  to  develop  the  National 
Strategic  Flan  for  the  Early 
Detection  and  Control  of 
Breast  and  Cervical  Cancer, 
which  was  published  in  1993. 
CDC  Is  currently  establishing 
a  Coordinating  Committee  for 
Breast  and  Cervical  Cancer, 
which  will  include 
participation  of  PHS  agencies 
and  other  Federal  agencies  as 
appropriate.  CDC  provides 
advice  and  assistance  to  FDA 
in  Implementing  the 
Mammography  Quality  Standards 
Act,  and  receives  advice  and 
guidance  from  NCI  In 
implementing  the  National 
Program  of  Cancer  Registries. 
In  FY  1994,  CDC  plans  to  work 
with  NCI  to  evaluate  prostate 
cancer  screening  outcomes. 
CDC  and  NCI  are  participating 
in  quarterly  meetings  to 
improve  coordination  of 
activities  and  utilization  of 
Federal  resources  in  cancer 
prevention  and  control. 
Lung  cancer  death  1>  the  most 
common  of  cancer  deaths  in  the 
U.S.,  with  tobacco  use  being 
the  greatest  cause  of  lung 
cancer.  CDC  la  collaborating 
with  NCI  concerning  this 
tobacco -related  issue. 
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9. 


Prevention  Centers 


Action  to  be  taken: 


The  1994  Senate  Report  #103- 
143  stated  the  CoouBittee 
encourages  CDC  to  continue  to 
support  the  nine  academic - 
based  centers  for  research  and 
demonstration  In  disease 
prevention  and  health 
promotion  now  being  funded. 


In  FY  1993,  funds  were  awarded 
to  nine  academic  Centers  for 
broad-based,  applied  research 
and  demonstration  projects. 
FY  1994  funds  will  provld* 
continued  support  for  Center 
projects  that  focus  on  high- 
risk  populations,  undertaken 
In  conjunction  with  state  and 
local  health  departments.   The 
goal  of  the  program  is  to 
identify  practical, 
scientific-based  strategies  to 
address  critical  public  health 
needs,  which  can  be 
disseminated  throughout  the 
nation. 
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10.   Prevention  Centers 

The  1994  SenAte  Report  #103- 
143  stated  the  Cooalttee  also 
encourages  the  continued 
support  of  center  activities 
aimed  at  Improving  knowledge 
about  the  usefulness  and 
effectiveness  of  health 
promotion  programs  for  persons 
with  disabilities. 


10.   Action  to  be  taken: 

In  FY  1993,  funds  were  awarded 
to  the  University  of 
Washington  to  establish 
priorities  and  create  action 
plans  to  promote  the  health 
and  well-being  of  persons  with 
disabilities.   In  FY  1994,  CDC 
will  continue  to  support  the 
Center  to  Implement  and 
evaluate  health  promotion 
protocols  In  community 
settings.   The  goal  Is  to 
assist  persons  In  managing 
their  own  health  and  remaining 
Independent . 
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11.    Chronic  and  environmental 
disease  prevention 

The  1994  Senate  Report  #103- 
143  stated  the  Conmittee  is 
particularly  concerned  with 
the  targeting  of  youth  by 
tobacco  advertising  and 
promotion  campaigns  and  notes 
the  increase  in  youth  smoking 
of  brands  promoted  through 
cartoon  characters.   Counter 
advertising  has  proven  an 
effective  means  of  combating 
tobacco  use  by  children  and 
adolescents  and  the  Committee 
urges  further  support  of  the 
approach . 


11.    Action  to  be  taken: 


To  better  understand  the 
effect  of  tobacco  advertising 
on  youth  smoking,  CDC  will 
analyze  the  brand  preference 
behavior  of  a  large  cohort  of 
adolescents  who  were 
originally  surveyed  in  1989. 
Separately,  we  are  currently 
analyzing  the  relationship 
between  changes  in  brand- 
specific  cigarette  advertising 
and  changes  in  teen  brand 
preference  since  1979.   Both 
of  these  studies  should  serve 
to  strengthen  the 
understanding  of  the 
relationship  between 
advertising  and  teen  smoking 
behavior.    Regarding  counter 
advertising,  in  cooperation 
with  the  California  Department 
of  Health  Services,  CDC  will 
re-distribute  copies  of  that 
state's  successful  teen 
nonsmoking  campaign  to  other 
state  health  departments. 
Finally,  concerning  youth 
smoking,  CDC  plans  to  conduct 
a  national  teleconference 
involving  the  education, 
health,  and  substance  abuse 
prevention  professionals, 
community  organizers,  and 
youth  in  all  50  states. 
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12.   Chronic  and  environmental 
disease  prevention 

The  1994  Senate  Report  #103- 
143  stated  the  Committee  urges 
CDC  to  build  upon  Its  efforts 
to  gather  data  on  the 
Incidence  of  arthritis  and  to 
prevent  disabilities,  with 
emphasis  on  rural,  minority, 
and  low- Income  populations. 


12.   Action  to  be  taken: 


CDC  Is  updating  measures  of 
the  occurrence  and  Impact  of 
arthritis  at  the  national  and 
state  levels,  and  continues  to 
support  a  project 
investigating  hip  and  knee 
osteoarthritis  In  a  rural 
population  with  a  considerable 
low- Income  and  minority 
component . 
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13 .    Chronic  and  environmental 
disease  prevention: 


13. 


Action  to  be  taken: 


The  1994  Senate  Report  #103- 
143  stated  the  Committee  Is 
pleased  with  CDC's  efforts  In 
response  to  congressional 
direction  that  attention  be 
given  to  the  public  health 
hazards  affecting  the  citizens 
of  the  big  Island  of  Hawaii 
due  to  volcanic  emissions. 
Kllauea  volcano  has  been 
continuously  active  since  1986 
and  the  Committee  understands 
that  the  output  of  sulfur 
dioxide  and  particles  has 
recently  doubled. 
Accordingly,  the  Committee 
directs  CDC  to  continue  to 
implement  Its  Internal 
recommendations  and  to  work 
collaboratively  with  the  NIEHS 
to  develop  appropriate 
preventive  public  health 
programmatic  responses. 


CDC  is  committed  to  continuing 
its  prevention  research  and 
consultation  activities  to 
help  further  define  health 
hazards  related  to  the 
emissions  from  Kalauea 
volcano.   Those  activities 
include  the  collection  of  air 
monitoring  and  health  data 
from  the  surrounding  area.   Ue 
are  working  collaboratively 
with  many  Federal  and  State 
agencies  and  will  consult  with 
NIEHS  on  this  project. 
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14.    Occupational  Safety  and  Health 

The  1994  Senate  Report  #103- 
143  stated  the  Committee 
remains  concerned  about 
reports  of  the  Increasing 
Impact  of  workplace  stress  on 
the  lives  of  millions  of 
Americans.   The  Committee  has 
noted  the  importance  of  these 
Issues  and  encourages  NIOSH  to 
continue  its  work  on 
occupational  stress. 


14.    Action  to  be  taken: 

During  FY  1993,  NIOSH 
undertook  both  laboratory  and 
field  studies  to  develop 
better  methods  of  assessing 
stressful  working  conditions, 
to  evaluate  Immunologic 
consequences  of  stressful 
working  conditions,  and  to 
Identify  organizational 
climate  factors  (e.g., 
leadership  and  communication 
styles,  etc.)  associated  with 
Improved  employee  health  and 
productivity.   NIOSH  has  also 
undertaken  studies  to 
determine  how  stress  can 
impede  adherence  to  safe  work 
behaviors.   Additionally,  via 
a  cooperative  agreement  with 
the  American  Psychological 
Association,  a  post  doctoral 
training  program  In 
Occupational  Health  Psychology 
has  been  established  to 
provide  Industry  with  human 
resources  to  combat  stress  in 
the  workplace. 


In  addition  to  the 
continuation  of  FY  1993  work 
in  FY  1994,  field  studies  will 
be  initiated  1)  to  test  work 
redesign  measures  shown  to 
effectively  reduce  worker 
stress  in  the  laboratory;  2) 
to  provide  the  first 
comprehensive  look  at  stress 
among  family  farmers;  and  3) 
to  evaluate  organizational 
Interventions  to  Improve 
adherence  to  safe  work 
practices  among  health  care 
workers . 
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15  .    Human  imm'irnirieflclencv  virus 

The  1994  Senate  Report  #103- 
143  stated  the  Conunittee  Is 
concerned  about  the  lack  of 
coordination  between  state  and 
local  health  departments  and 
community -based  organizations 
directly  funded  by  the  CDC. 
These  community-based  agencies 
fill  critical  gaps  In  State 
and  local  health  departments' 
efforts  to  provide  prevention 
Information,  education,  and 
services  designed  to  change 
individual  behavior  and 
community  norms  in  relation  to 
HIV  risk. 


15.    Action  to  be  taken: 

In  FY  1994,  CDC  will  implement 
an  HIV  prevention  community 
planning  process  for  State  and 
local  health  departments  to 
ensure  a  closer  working 
relationship  with  community- 
based  organizations  in  the 
development  and  implementation 
of  HIV  prevention  programs  and 
activities .   The  community 
planning  document  was 
developed  in  coordination  with 
representatives  of  State  and 
local  health  departments  and 
community  organizations. 
State  and  local  health 
departments  will  be  required 
to  actively  include  community- 
based  organizations  in  HIV 
prevention  activities  in  order 
to  receive  CDC  funding. 
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16.   Human  Itmnunodeflclencv  Virus 
fHIV> 

The  1994  Senate  Report  #103- 
143  stated  the  Committee 
encouraged  CDC  to  support  the 
development  of  pharmacy-based 
programs  of  AIDS  education  and 
prevention.  A  trial  of  this 
concept  has  been  launched  In 
one  state.   Pending  a  positive 
evaluation  of  this  program, 
the  Committee  would  encourage 
further  development  of  this 
concept  by  CDC. 


16.   Action  to  be  taken: 


This  program  has  been 
Implemented  In  Alabama  by  the 
Foundation  of  Pharmacists  and 
Corporate  America  for  AIDS 
Education  In  collaboration 
with  several  pharmacy  chains, 
the  school  of  public  health  at 
Alabama  University,  and  the 
state  department  of  health. 
The  program  has  the  potential 
for  preventing  HIV  through 
three  activities:  (1)  display, 
distribution,  and  promotion  of 
HIV/AIDS  printed  materials 
within  the  pharmacy,  (2) 
response  by  pharmacists  to 
customer  or  client  questions, 
and  (3)  community  outreach  by 
pharmacists  as  knowledgeable 
speakers.   Preliminary  data 
reported  by  the  Alabama 
University  School  of  Public 
Health  suggest  that 
pharmacists  have  benefitted 
from  the  training  and  are  most 
likely  to  participate  In  the 
first  activity  cited  above. 
Efforts  are  still  underway  to 
determine  the  community 
effects,  if  any,  of  the 
demonstration  program. 
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Preventive  Health  Servket 

t.  Picvcntive  health  aiid  health 
•enrices  block  fiaia:  (1997) 
Gnnu:  PHSA  Titla  XK 
Section  1902 

Frognm  opcniioaa:  PHSA 
Scctioiia301.304.306, 
307.  30S,  310.  311, 
and  327 

2.  PlwenUon  ccocen:   (I99S) 
PHSA  Section  1706(a) 

3.  Sexually  tiaiiiniitlwl  diaeaiea: 
GfaiM:  PHSA  S«:tioa  (199S) 

3l«(«) 

PrevetMabIa  IaliMliliiy(199l)  3ltM4> 
Prognin  operatiaaa:  PHSA 

Sectioaa30l.  307,  310, 

311,  and  327 


OfaaU:  PHSA  Saclioo 

3I7(JK»)(AX1995) 
PloffBiB  opcniioiis:  PHSA 

Sactioi»301,307,  310, 

311,  327  and  332 
Vaccine  Stockpile  -  PHSA 

Secliaa3l7(iXIKcXS) 

5.  Intrftiwn  diaeaaa  pfwaaliaa: 

PHSA  SactioM  301.  307, 
310,  311,  327.  3S2, 
and  1102 

6.  Tubctcuhiaia  eGaiaalioo  gruta: 

PHSA  SMtioo  3l7E(aK199()... 
PloffUB  Optntaout 


7. 

diaaaae  pieventioi 
PHSA  SectiooB  301,  307, 
310.311,327,332, 
1102*  1706(e) 

iI>afccla317C(dK199S) 
iCaw«r317D(lK199«) 
Caaear  R^ialMa  399L(l99t) 

*.  LmO  pOIKHMBp  pWVWllKMI 

PHSA  Saclioa  317A  (199S) 

9.  BicaM  *  catvicai 
cancer  pnveaiiaa: 
i«SA  Seetiaa  ISIO  (1991) 


Authorizing  Legialatioa 
1994 


1994 
Authorized  Aratooriation 


indefinite  $151,749,000 


IndefiniU 


10. 


PHSA 


(199D 
394A 


200,000,000 
Indefiaila 


Indefiaile 

IndefinM 

ladefiMla 

30.000.000 


ladefiaw 


130.000.000 


.  30.000.000 


3.437.000 


47.7S2.000 


111.300.000 
5,269,000 


99.139.000 
2.620.000 
3,715,000 

16.130,000 


34.6S3,000 


7S,076,000 


39,306.000 


1995 

Amouitf 

Authorized 


inA.«i«a. 


30.000.000 


Iniatimm 


1995 
Budget 


Indefiiute  $151,749,000 


5.437,000 


lodefiiala 

6,9*9.000 

lodefinito 

6.9(9.000 

15,000,000 

7>,161.000 

indefiaila 

7S. 161. 000 

indefinite 

8.300.000 

f,wt.t;«h. 

S.300,000 

lodefiaila 

13.310.000 

ladafi^ie 

13310.000 

iDdafiou 

423.393.000 

ladefiMla 

359.393,000 

IndeSmla 

104.750,000 

Irr^tinrt 

104,750.000 

Indefinite 

0 

ladefiaia 

0 

Indefiaila 


47,7>2.000 


115.500,000 
5.269.000 


99.139,000 
2.620.000 
3.715,000 

16.t30.000 


34,6>3,000 

71,076,000 
39,301.000 
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Autborizi 

at  Legiiluioa 

1994 

1995 

1995 

Amount 

1994 

Amoual 

BudgM 

Aulfaorized 

Apofooriition 

Amfaorized 

isaiisi 

1 1 .  Occupational  ufety  and  health: 
raSASacUooa,  101.304. 
306.308.310.311.327; 

the  Occupational  Safety 

and  Health  Act  of  1970, 

Section!  20,  21,  and  22; 

and  the  Fedetal  Mine  Safety 

and  Health  Act  of  1977, 

Section*  101,  102,  103, 

201 ,  202  and  203  Indefinite 

12.  Epidemic  lervicea: 
PHSASecUoni301,307, 
310,311.322,325,327, 
352,  353,  361  thni  369 

and  1102  Indefinite 

13.  Health  Matiitica: 

PHSA  SecUon*  301,  304,  305, 

306,  307,  and  308  Indefinite 

PHSA  See  306(n)(1998)  10,000.000 

14.  Hunun  immunodeficiency  vinu: 
PHSA  SecUoni  301.  307. 
310.311.317,327,352. 

and  1102  Indefinite 

15.  Buildiqga  and  fecilitiea: 

PHSA  Section  32 1  (a)  Indefinite 

16.  Progiam  management: 
PHSA  TiUe  m,  XK.  and 

Section  1 102;  the  Fedeial 

Mine  Safety  and  Health 

Act  of  1977,  Section*  20, 

21,  and  22;  and  the  Occupa- 
tional Safely  and  Health 

Act  of  1970,  Section*  101, 

102,  103,  201,  202,  A  203..  Indefinite 

Unfunded  Authorization!: 
Unfunded  Authorization*: 
Supplemental  Cranu  for  Additional  Pfcventive 

Health  Servicea 
PHSA  Section  1509  3,000,000 

Total  appropriation 

Total  appropriation 
again*!  definite 
•ulhocizalion 


128,337.000 


73.520,000 


53,557,000 
975,000 


543,253.000 
16.648,000 


Indefinite  133.337,000 


Indefinite 


Indefinite 
10,000,000 


73,520,000 


53,557,000 
975,000 


Indefinite  543,253,000 


Indefinite 


3.648.000 


3,131,000 


$2,051,132,000 


$2,051,132,000 


Indefinite  3,131,000 

InriffinitB  0 

$1,983,132,000 

$1,983,132,000 


b  not  effective  for  fiical  year  tmlei*  the  amoual  appropriated  under  eectieo  1510(a)  for  the  fiscal  year  i*  equal  or  gtcUat  than 
$100,000,000 
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Appropriation  History  Table 
Disease  Control,  Research,  and  Training 
Budget  Estimate  House  Senate 

%o   gPPgrg??        Allpw^ncg         Allowance        Appropriation 

1986  392,092,000         441,194,000       480,277,000       471,861,000 

1986  Sequester   -20,290,000  -20,290,000       -20,290,000       -20,290,000 

1987  379,846,000  a  518,254,000  541,862,000  539,067,000 

1988  552.956,000  221,977,000  3  802,987,000  771,772,000 

1989  523,146,000  2  819,941,000  979,357,000  993,830,000 

1990  573,558,000  a  1,080,180,000  1,114,338,000  1,106.559,000 

1990  Supplemental        30,500,000 

1990  Reduction           ---                 -1,553,000 

1990  Sequester  ---  -14,217,000 

1991  1,171,595,000  997,701,000  2    1,350,747,000     1,350,747,000 

1991  Reduction  ."   -39.161.000 

1992  1.396,927,000        1,390,662,000     1,540,982,000     1,485,733,000 

1992  Sequester  ---  ---  1,956,000 

1993  1,600,685,000        1,602,975,000     1,658,612,000     1,663,545,000 

1994  2,161,788.000        1,910,182.000     2,088,781,000     2,051,132,000 

1995  1,983,132,000 

^   Funding  for  AIDS  in  1987  in  the  amount  of  $45,800,000  was  requested  under  the 
appropriation  "Priority  Disease  Control  and  Research",  Office  of  the  Assistant 
Secretary  for  Health,  but  House  allowance.  Senate  allowance,  and  appropriation 
included  funding  for  AIDS  in  "Disease  Control,  Research,  and  Training". 

-  Funding  for  preventive  health  service  block  grants,  prevention  centers,  sexually 
transmitted  diseases  grants,  and  immunization  grants  was  deferred  pending 
reauthorization  legislation. 

2   Funding  for  AIDS  in  1989  in  Che  amount  of  $400,719,000  was  requested  under  the 
appropriation  of  "AIDS  Research  and  Education."  Office  of  the  Assistant 
Secretary  for  Health,  but  House  allowance.  Senate  allowance,  and  appropriation 
included  funding  for  AIDS  in  "Disease  Control,  Research,  and  Training". 

i*   HIV  funding  in  1990  for  $474,022,000  was  requested  under  the  appropriation  of 
"AIDS  Research  and  Education",  Office  of  the  Assistant  Secretary  for  Health. 

-  Inmunization,  tuberculosis,  and  health  statistics  not  considered  due  to  pending 
request  for  extentlon  of  authorization  which  had  expired. 
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Pravsolive  health  ft  health 
•erncet  block  gtuu: 
Onnu 

Progrtm  opcratiou 
Subioul 


jusnncATioN 
Centen  for  DiMMC  Control  and  Prevcndoa 

(DoUan  in  TbouHDdt) 


1994 
ApproprUtioo 

EES                     fiA 

EIE 

1995 

BA 

laciMM 

or 

EEE                BA 

17                     151,749 

12             f.m 

34                       157.186 

15 

n 

32 

151.749 
157.186 

(D                      0 
S                      fi 

m                0 

Pnvenlioo  Ceolen 


6.989 


6.989 


Sexually  Tnuumitled 

Diaeaaea: 
Onuna 

Sri'D-reUted  lofeitility 
Pngram  operatiooa 
Subioul 

459 
0 

m 

619 

78.161 
8400 

99.771 

410 
0 

m 

570 

78,161 
8,300 

99,771 

(49) 
0 

S 
(49) 

0 
0 

fi 

0 

Immunizatiooa : 
GtaKa 

Program  openlioaa 
Subioul 

70 
2S9 
359 

423.393 

l<>«.7?9 
528.143 

70 
219 
389 

359  J93 
194.7W 
464,143 

0 

2Q 

30 

(64,000) 

.....2 
(64,000) 

InfecUoua  Diaeaaea 

495 

47.782 

463 

47,782 

(32) 

0 

Tuberculoaia  elimioaiioo 
GcBnu 

Pragnm  opentiooi 
Subioul 

21 
65 

111,500 

5.269 

116,769 

19 

a. 

63 

115,500 

5.269 

120.769 

0) 

S 

(2) 

4.000 

_2 

4,000 

Chronic  A  enviroomenlal 
diaeaae  prevention 

613 

123,004 

595 

123.004 

(IS) 

0 

Lead  Poiaoniof 

37 

34.683 

36 

34.683 

(1) 

0 

Bieait  &  Cervical  Cancer 

5S 

78.076 

54 

78.076 

(1) 

0 

Iquqr 

77 

39.308 

77 

39.308 

0 

0 

Occupational  Safety 
and  Health: 
Reaearch 
Training 
Subtotal 

934 

-2 

934 

115.439 

1?.89? 

128,337 

930 

-2 
930 

120.439 
133,337 

(4) 
_2 
(4) 

5,000 

_a 

S,000 

Epidemic  Servicea 

947 

73,520 

941 

73,520 

(6) 

0 

Health  Sutiatica: 
Leaa  1  %  Evaluation  Funda 
Subtotal 

497 

S 
497 

83,405 

CM.?7?) 

54,532 

495 
495 

83,405 
54,532 

(2) 

S 

(2) 

0 

fi 

0 

HIV/ AIDS: 

9(2 

543,253 

964 

543,253 

(1«) 

0 

Buildiiv  ft  (acililiea 

0 

16,64* 

0 

3,648 

0 

(13,00()) 

Program  management 

^ 

?.l?l 

6? 

}.m 

_i8 

_fi 

Total  budget  authority 

5,782 

2,051,132 

5.677 

1,983,132 

(105) 

(68,000) 

Total  Obligaliona 

a.090.148) 

(1,983,132) 
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General  Statement 

The  Centers  for  Disease  Control  and  Prevention  (CDC)  Is  the  Federal  agency 
responsible  for  disease  and  Injury  prevention.   As  the  nation's  prevention 
agency,  accomplishments  have  Included  a  major  role  In  the  worldwide 
eradication  of  smallpox,  Identification  of  Legionnaire's  Disease  and  toxic 
shock  syndrome.  Immunization  of  the  nation's  children,  the  discovery  of  the 
AIDS  epidemic,  rapid  responses  to  public  health  crises  In  the  United  States 
and  abroad,  and  Implementation  of  nationwide  chronic  disease  prevention 
programs.   CDC's  vision  for  the  21st  century  Is  "Healthy  People  In  a  Healthy 
World"  reflecting  the  agency's  concern  that  people's  health  Is  Important  both 
nationally  and  Internationally  and  that  the  environment  Is  critical  to  health 
In  the  future . 

The  CDC  request  reflects  a  reduction  of  143  FTEs  as  part  of  the  President's 
proposed  government -wide  FTE  reduction  plan  (Executive  Order  #  12839). 

This  submission  of  $1,983,132,000  and  an  additional  $28,873,000  from  amounts 
available  under  section  241  of  the  Public  Health  Service  Act  (PHSA)  Includes 
changes  from  the  FY  1994  appropriation  for  the  following  programs: 

o     Childhood  Immunization  -   $46,000,000  Increase  will  support  new  and 
expanded  childhood  Immunization  activities.   The  FY  1995  request  of 
$464,148,000  includes  an  Increase  of  $46,000,000  over  the  FY  1994 
appropriation  for  Improving  state  Infrastructure  to  meet  the  goals  of 
the  immunization  efforts.   The  Omnibus  Budget  Reconciliation  Act  of  1993 
authorized  the  establishment  of  a  new  vaccine  purchase  and  distribution 
system  that  would  provide  free  of  charge,  all  pediatric  vaccines 
recommended  for  routine  use  by  the  Advisory  Committee  on  Immunization 
Practices  to  all  Medicaid-ellglble  children,  uninsured  children,  and 
Native  Americans  through  program-registered  providers.   Children  with 
health  insurance  that  does  not  provide  coverage  for  immunization  can 
receive  free  vaccine  under  this  program  at  Federally-qualified  health 
centers  and  rural  health  clinics.   Therefore,  CDC  will  purchase  less 
vaccine  than  in  FY  1994  and  realize  savings  of  $110,000,000  in  FY  1995 
for  vaccine  purchase.   This  revises  the  FY  1994  base  to  $418,143,000  and 
provide  a  real  (net)  increase  of  $46,000,000  for  program  expansion  In  FY 
1995.   Funds  will  be  appropriated  separately  for  the  Vaccines  for 
Children  program. 

o     Tuberculosis  Elimination  -   S4. 000 .000  in  Investments  are  Included  to 

work  with  states  and  major  cities  to  improve  TB  control  and  elimination 
programs.   These  funds  will  be  used  to  reduce  the  number  of  TB  cases  In 
the  United  States  through  rebuilding  the  TB  public  health 
infrastructure,  and  controlling  TB  prevention  in  foreign-bom  persons; 
TB  prevention  in  hospitals,  correctional  facilities  and  other 
institutional  settings;  and  TB  prevention  and  control  In  HIV-infected 
individuals . 

o     Occupational  Safety  and  Health  -  35.000.000  will  support  research 

programs  for  the  prevention  of  safety  and  work- related  health  problems. 
Prevention  of  occupational  disease  ultimately  depends  on  the  recognition 
of  an  association  between  workplace  exposure  and  human  health  response. 
The  willingness  of  regulators,  employers  and  workers  to  control  the 
exposure  depends  upon  how  scientifically  credible  the  case  for  casualty 
is  made . 

o  Building  and  facilities  -  $13,000,000  decrease  including  a  $10,000,000 
decrease  in  equipment  funds  for  the  new  occupational  safety  and  health 
laboratory  and  a  $3,000,000  decrease  in  repairs  and  Improvements. 
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Preventive  Health  &  Health  Services  Block  Grant 

Authorizing  Legislation  -  Section  301,  304,  306,  307,  310,  311,  327,  and  Title 
XIX  of  the  Public  Health  Service  Act. 


FY  1993 
Actual 


FY  1994 
Appropriation 


FTE 


BA 


FTE 


BA 


FTE 


FY  1995 
Estimate 

BA 


Increase 

or 
Decrease 

FTE   BA 


Grants 

17   $143,306,000 


Prog 
Ops 


12 


17   $151,749,000    15   $151,749,000    -2 


5.437.000    12 


5.437.000    12 


5.437.000 


34   $148,743,000    34   $157,186,000    32   $157,186,000    -2 


1995  Authorization:   Grants Indefinite 

Program Indefinite 

Purpose  and  Method  of  Operations 

This  block  grant  provides  states  with  funds  for  preventive  health  services  not 
covered  by  categorical  grants,  to  reduce  preventable  morbidity  and  mortality 
and  Improve  the  quality  of  life.   These  grants  give  states  greater  flexibility 
In  deciding  how  available  funding  can  be  used  to  meet  state  preventive  health 
priorities. 

Grants  made  under  section  1903,  PHS  Act,  may  be  used  for  the  following: 

•  Activities  consistent  with  making  progress  toward  achieving  the  objectives 
established  by  the  Secretary  for  the  health  status  of  the  population  of 
the  United  States  for  the  year  2000. 

•  Preventive  health  service  programs  for  the  control  of  rodents  and  for 
community  and  school-based  fluoridation  programs. 

•  Feasibility  studies  and  planning  for  emergency  medical  services  systems 
and  the  establishment,  expansion,  and  Improvement  of  such  systems. 

•  Providing  services  to  victims  of  sex  offenses  and  for  prevention  of  sex 
offenses . 

•  With  respect  to  activities  described  above,  related  planning, 
administration,  and  educational  activities. 
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Monitoring  and  evaluation  of  activities  carried  out  under  any  of  these 
items . 


The  law  requires  that  states  develop  a  State  Advisory  Committee,  which  is 
responsible  for  holding  public  hearings  and  making  recommendations  regarding 
development  and  implementation  of  the  State  Plan- -Including  conducting 
assessments  on  the  public  health  of  its  citizens,  deciding  what  activities 
will  be  carried  out,  how  payments  will  be  made,  coordinating  activities  with 
other  entities,  and  reporting  and  collecting  data.   The  State  Plan  will 
include  activities  to  achieve  the  selected  health  objectives  from  Healthy 
People  2000,  the  populations  being  targeted,  disparate  need  populations  being 
targeted,  and  the  amount  of  funding  to  be  devoted. 

State  and  local  health  departments  play  a  central  role  in  accomplishing  the 
Healthy  People  2000  objectives.   A  report  from  a  blue-ribbon  committee  of  the 
National  Academy  of  Science's  Institute  of  Medicine  (lOM)  expressed  alarm 
about  the  decline  of  health  department  capacity  to  meet  traditional 
responsibilities  while  taking  on  growing  new  needs  to  promote  the  health  of 
individuals.   This  far-reaching  report.   The  Future  of  Public  Health,  focused 
attention  on  three  core  functions  of  public  health:   1.  assessment;  2.  policy 
development;  3.  assurance.   Assessment  is  the  basic  and  non-delegatable 
function  of  state  and  local  government- -monitoring  the  health  of  their  state 
or  local  populations. 

Funding  for  the  Preventive  Health  and  Health  Services  Block  Grant  program 
during  the  last  five  years  has  been  as  follows: 

Funding     FTE 


1990 

$  84, 

,113 

,000 

19 

1991 

$  92, 

,702 

,000 

20 

1992 

$134, 

,512 

,000 

24 

1993 

$148, 

,743 

,000 

34 

1994 

$157, 

,186 

,000 

34 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $157,186,000,  the  sane  as  the  FY  1994  appropriation, 
will  allow  CDC  to  continue  assisting  grantees  to  improve  their  reporting, 
assure  their  core  capacity  for  acquiring  sound  and  timely  health  data,  and 
support  more  efficient  and  targeted  direction  of  programs  to  improve  the 
health  of  individuals  through  preventive  care  and  health  promotion. 
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Prevention  Centers 

Authorizing  Legislation  -  Section  1706  and  Title  XIX  of  the  Public  Health 
Service  Act. 

Increase 
FY  1993  FY  1994  FY  1995  or 

Actual        Appropriation       Estimate         Decrease 

FTE SA FTE BA FTE BA FTE BA 

5,456,000   ---   6,989,000   ---   6.989,000 


1995  Authorization.  .  .  .Public  Law  102-168  provided  reauthorization  of  the 
Prevention  Centers  through  1996. 

Purpose  and  Method  of  Operations 

CDC's  Prevention  Centers  program  provides  grants  to  academic  institutions- - 
schools  of  medicine,  public  health,  or  osteopathy- -to  fund  applied  research 
designed  to  yield  tangible  results  in  health  promotion  and  disease  prevention. 
This  network  of  collaborating  academic  research  centers  works  to  fill  the 
knowledge  gaps  that  block  achievement  of  priority  prevention  goals.   The 
Prevention  Centers  Program  works  with  state  and  local  health  departments  and 
other  agencies  to  Increase  the  implementation  of  research  findings. 

Each  center's  theme  reflects  its  area  of  expertise  or  the  needs  of  the 
population  served,  thereby  enabling  a  range  of  research  and  demonstration 
projects  for  the  development  and  evaluation  of  new  strategies  to  Improve 
health.   A  particular  emphasis  is  to  address  disparities  in  access  to 
effective  health  promotion  and  disease  prevention  services.   For  example,  the 
Columbia  University /Harlem  Hospital  Prevention  Center  targets  the  causes, 
including  violence,  of  excess  mortality  in  Harlem,  and  the  University  of 
Arizona  focuses  on  preventing  breast  and  cervical  cancer  In  Hispanic  and 
Native  American  populations.   The  University  of  Washington  Prevention  Center 
demonstrated  that  older  adults  suffer  as  much  from  smoking  and  benefit  as 
dramatically  from  quitting  as  middle-aged  men  and  women. 

Many  of  the  research  projects  are  specific  areas  of  importance  to  meeting  the 
Year  2000  Objectives. 

Funding  for  the  Prevention  Centers  Program  during  the  last  five  years  has  been 
as  follows: 

Funding   FTE 

1990  $3,949,000  0  

1991  $4,367,000  0 

1992  $5,184,000  0 

1993  $5,456,000  0 

1994  $6,989,000  0 
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Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $6,989,000,  the  saae  as  the  FY  1994  appropriation, 
would  continue  to  fund  nine  academic -based  centers  for  research  and 
demonstration  In  disease  prevention  and  health  promotion. 
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Sexually  Transmitted  Diseases 

Authorizing  Legislation  -  Section  301,  307,  310,  311,  327,  of  the  Public 
Health  Service  Act. 


FY  1993 
Actual 

FY  1994 
Approprlat;l9n 

FY  1995 
Estimate 

Increase 
or 

Decrease 

FTE          BA 

FTE 

BA 

FTE 

BA 

FTE   BA 

Infertility  Grants: 

... 

... 

$8,300,000 

... 

$8,300,000 



Grants  509   $78,042,000 

459 

$78,161,000 

410 

$78,161,000 

-49   --- 

Prog  Ops 

169    U.51P.OO0 

;6o 

13.3;O.OOQ 

I6p 

;3.3;o.ooo 

—   

678   $89,552,000 

619 

$99,771,000 

570 

$99,771,000 

-49   --- 

1995  Authorization:   Grants 

Program  Operations.  .  .  . 

.  .  . 

.  Indefinite 
.  Indefinite 

Puruose  and  Method  of  Operations 

Sexually  Transmitted  Diseases  (STDs)  are  one  of  the  most  critical  health 
challenges  facing  the  United  States  today  because  of  the  high  rates  of  STDs  In 
adolescents  and  young  adults,  their  severe  consequences  for  women  and  Infants 
(especially  ethnic  and  racial  minority  populations) ,  and  their  facilitation  of 
human  Immunodeficiency  virus  (HIV)  transmission. 

The  mission  of  CDC's  national  program  for  STDs  is  to  prevent  and  control  the 
transmission  of  STDs  and  to  eliminate  the  associated  complications  and 
sequelae  of  these  diseases.   National  leadership  is  provided  in  six  integrated 
areas  as  well  as  for  two  special  activities: 

o  Prevention  and  control  r^"p;''''!l?  -  CDC  provides  direct  and  financial 
assistance  through  project  grants  to  all  50  states,  the  District  of 
Columbia,  local  areas,  and  seven  territories. 

o  Monitoring  disease  trends  -  National  and  local  data  are  used  to  focus 
and  assess  current  prevention  activities.   CDC  provides  technical 
assistance  to  project  areas  including  development  of  integrated 
information  systems. 

o  Behavioral  and  clinical  research  -   CDC  supports  research  and  evaluation 
projects  to  provide  a  scientific  base  for  enhancing  current  program 
efforts  and  providing  Innovative  approaches  to  the  prevention  and 
control  of  STDs. 
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o  Education  and  tralntng  -  Support  for  prevention/training  will  be 

provided.   Clinical  guidelines,  Including  STD  treatment  guidelines,  are 
distributed  to  a  broad  range  o£  health  care  professionals. 

o  Building  partnerships  for  STD  prevention  -  CDC  has  developed  a  national 
communication  plan  to  educate  health  professionals,  the  public,  and 
policy  makers  about  the  Importance  of  STD  prevention  and  the  Impact  of 
STDs  on  the  health  of  women  and  Infants. 

o  State  assignees  -  Within  the  assistance  CDC  provides  through  project 
grants,  recipients  of  these  grants  also  request,  and  are  provided, 
federal  staff  expertise  In  lieu  of  cash. 

o  STD  accelerated  prevention  campaign  -  This  program  Is  especially 
Important  since  women  share  an  Inordinate  amount  of  the  physical  and 
emotional  burdens  of  STDs.   Apart  from  AIDS  and  subsequent  death,  the 
most  serious  complications  are  pelvic  Inflammatory  disease  (PID) , 
ectopic  pregnancy,  and  Infertility.   More  than  750,000  cases  of  PID  are 
diagnosed  and  treated  each  year,  resulting  In  more  than  163,000 
hospitalizations  for  women  aged  15-44.   Annually,  PID,  secondary  to 
either  gonococcal  or  chlamydia  Infection,  accounts  for  more  than  123,000 
cases  of  tubal  Infertility  and  nearly  30,000  cases  of  potentially  fatal 
ectopic  pregnancy.   Delay  In  treatment  and  repeated  episodes  of  acute 
PID  result  In  much  higher  rates  of  Infertility. 

The  goals  of  CDC's  Accelerated  Prevention  Campaigns  are  to:   1) 
stimulate  high-quality.  Interdisciplinary,  collaborative  STD  prevention 
efforts;  2)  provide  opportunities  for  critical  reevaluatlon  and 
Innovation  In  STD  prevention  services;  3)  leverage  federal  funds  to 
promote  Increased  commitment  of  local  resources;  and  4)  develop  more 
effective  approaches  to  STD  prevention  by  strengthening  the  quality  of 
STD  services,  expanding  their  availability,  Improving  systems  to  monitor 
STDs  and  evaluate  program  Impact  regarding  Interventions  to  change 
sexual  and  health- related  behaviors  that  Increase  risk  of  STDs  and  their 
sequelae. 

o  Infertility  -  The  passage  of  the  Preventive  Health  Amendments  of  1992 
authorized  a  new  segment  of  the  PHS  Act,  Section  318A,  which  authorizes 
activities  regarding  any  treatable  sexually  transmitted  disease  that  can 
cause  Infertility  In  women.   This  provides  a  unique  opportunity  to  build 
upon  the  recent  accomplishments  of  CDC's  STD  prevention  efforts.   With 
the  collaboration  of  state  and  local  health  departments,  In  FY  1993,  CDC 
will  continue  an  Initiative  to  reduce  STD-related  Infertility  by 
maintaining  an  Interagency  agreement  with  the  Office  of  Population 
Affairs  to  conduct  a  chlamydia  prevention  demonstration  In  family 
planning  and  STD  clinics  In  PHS  Regions  III,  VII,  and  X.   The  Region  X 
project  testing  has  reduced  chlamydia  prevalence  by  more  than  30  percent 
In  these  sites. 
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These  efforts  will: 

o  expand  access  to  care  by  using  socially  acceptable  settings  to  provide 
testing  and  treatment  to  women  present  for  non-STD  health  services 
regardless  of  whether  they  have  symptoms  of  STDs.   Since  over  half  of 
the  women  with  STDs  do  not  develop  symptoms,  this  is  a  critical  element 
to  the  effective  management  of  infertility. 

o  encourage  community  involvement  in  the  design,  delivery,  and  sustained 
support  of  services. 

o  provide  opportunities  for  clinical,  epidemiologic,  behavioral, 

operations  and  health  services  research  Into  the  prevention  of  STD- 
related  infertility. 

o  assist  CDC  in  achieving  the  Healthv  People  2000  Objectives  for 
chlamydia,  gonorrhea,  and  PID. 

Funding  for  the  STD  Prevention  Program  during  the  last  five  years  has  been  a« 
follows: 

Funding     HE 


1990 

$ 

81 

306 

000 

524 

1991 

$ 

84 

968 

000 

565 

1992 

$ 

88 

746 

000 

612 

1993 

$ 

89 

552 

000 

678 

1994 

$ 

99 

771 

000 

619 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $99,771,000,  the  same  as  the  FY  1994  appropriation, 
will  continue  the  STD  Accelerated  Prevention  Campaigns  %ihich  are  important  in 
meeting  the  Healthy  People  2000  STD  objectives  and  to  continue  the  prevention 
of  STD-related  infertility  in  women. 
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Sexually  Transmitted  Diseases 

Breakdown  by  Activity 

FY  95  Budget 


Activity 

Prevention  and  Control 
Monitoring  Disease  Trends 
Building  Parntershlps 
Behavloral/Cllnlcal  Research 
Education  and  Training 
Total 


FY  1993 

FY  1994 

FY  1995 

Actjual 

ADoroorlatlon 

R^qyiggt 

$78,042 

$87,261 

87.261 

2.820 

2.820 

2.820 

4.731 

4.731 

4.731 

2.843 

3.843 

3.843 

1.116 

1.116 

1.116 

$89,552 

$99,771 

$99,771 

X 


S3 


Y 
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Iimnunizatlon 

Authorizing  Legislation  -  Section  301,  307,  310,  311,  317,  and  327  of  the 
Public  Health  Service  Act. 


FY  1993 
Actual 

FY  1994 
Appropriation 

FY  1995 
Estimate 

Increase 

or 
Decrease 

FTE 

BA 

FTE 

BA 

FTE 

BA 

FTE      BA 

Grants 
72 

$287,820,000 

70 

$423,393,000 

70 

$359,393,000 

---   -$64,000 

Prog 
Ops 
304 

53.261.000 

289 

104.750.000 

319 

104.750.000 

+30 

376   $341,081,000   359   $528,143,000   389   $464,143,000   +30   -$64,000 

1995  Authorization:    Grants Indefinite 

Program  Operations Indefinite 

Purpose  and  Method  of  Operation 

Appropriate  administration  of  safe  and  effective  vaccines  remains  the  most 
cost -effective  method  of  preventing  human  suffering  and  reducing  economic 
costs  resulting  from  vaccine-preventable  diseases.   The  goals  of  the 
immunization  program  are  to  eliminate  indigenous  wild-virus  poliomyelitis 
(polio),  measles,  rubella,  congenital  rubella  syndrome  (CRS),  Haemophilus 
influenzae  type  b  (in  children  less  than  5  years),  diphtheria,  and  tetanvis  (in 
children  less  than  15  years);  to  substantially  reduce  the  health  burdens 
caused  by  mumps,  hepatitis  B,  and  pertussis  in  the  United  States;  to  reduce 
the  perinatal  transmission  of  hepatitis  B;  to  ensure  90  percent  of  2-year-olds 
are  vaccinated  with  one  dose  of  measles,  mumps,  and  rubella  vaccine,  three 
doses  of  oral  polio  vaccine,  at  least  three  doses  of  diphtheria,  tetanus,  and 
pertussis  vaccine,  at  least  three  doses  of  Haemophilus  influenzae  type  b 
vaccine,  and  three  doses  of  hepatitis  B  vaccine;  and  to  assist  the  World 
Health  organization  (WHO)  in  the  global  elimination  of  polio. 

CDC  uses  two  methods  to  provide  active  leadership  and  support  for  national 
efforts  to  prevent  and/or  control  vaccine -preventable  diseases: 

o  Project  grants:   Since  1963,  CDC  has  provided  grant  support  to  immunization 
projects  to  assist  State  and  local  health  agencies  in  planning,  developing, 
and  conducting  childhood  immunization  programs,  and,  beginning  in  1992,  to 
support  the  actual  delivery  of  vaccines.   The  grant  program  is  a  key 
element  in  achieving  the  objectives  of  the  President's  Childhood 
Immunization  Initiative. 

o  Program  Operations:  Certain  activities  such  as  maintaining  a  stockpile  of 
vaccine  in  the  event  of  disruption  of  the  vaccine  supply,  maintaining  a 
contractual  mechanism  for  saving  millions  of  dollars  annually  through  the 
consolidated  purchase  of  vaccine  for  states  and  local  agencies,  conducting 
surveillance  and  Investigation  of  vaccine  reactions  and  vaccine  failures, 
and  monitoring  adverse  events  are  either  best  accomplished  at  the  national 
level  or  are  performed  more  cost-effectively  at  the  national  level.  These 
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acclvlties  are  supported  by  cooperaclve  agreements,  contracts,  In-house 
research,  technical  assistance  and  consultation,  and  planning  and 
evaluation. 

In  FY  1994,  CDC  received  an  Increase  of  $187,062,000  (+55%)  in  its 
Immunization  budget  to  launch  the  President's  Childhood  Immunization 
Initiative.   CDC  Is  conducting  a  number  of  activities  to  address  remaining 
obstacles  to  reaching  the  goal  of  90%  Immunization  levels  In  2 -year-old 
children  by  1996.   The  CDC  strategy  will  address  such  Issues  as  the 
availability  of  Immunization  services,  parental  and  provider  awareness  of  the 
need  for  timely  Immunization,  the  ability  to  evaluate  progress  toward  the 
goal,  and  the  Intensification  of  vaccine -preventable  disease  surveillance  and 
Investigation.   The  Vaccines  for  Children  Program  will  be  Implemented  to 
ensure  the  availability  of  vaccines  for  children  who  are  most  likely  to  be 
under Immunized.   The  Increased  federal  support  for  the  purchase  of  vaccine 
will  Increase  access  to  Immunization  and  ensure  cost  Is  not  a  barrier.   Access 
to  Immunization  will  also  be  enhanced  by  the  Increased  funding  for  reinforcing 
the  vaccine  delivery  Infrastructure  at  the  local  level.   The  national  outreach 
campaign  will  address  the  need  for  educating  parents  and  providers  about  the 
Importance  of  age -appropriate  Immunization,  and  motivating  communities  to 
ensure  protection  against  vaccine-preventable  diseases.   Reliable  surveys  will 
be  used  to  measure  Immunization  levels  among  targeted  populations  and  monitor 
progress  toward  Immunization  goals.   Increased  programmatic  emphasis  and 
resources  will  ensure  vaccine-preventable  disease  surveillance  and 
Investigation  remains  a  high  priority  at  the  national,  state,  and  local 
levels.   This  coordinated,  targeted  and  Innovative  strategy,  In  conjunction 
with  existing  efforts,  will  result  In  substantial  progress  In  FY  1995  toward 
attaining  Immunization  goals. 

In  1995 ,  vaccination  coverage  data  will  continue  to  be  collected  as  part  of 
the  National  Health  Interview  Survey  (NHIS).   With  these  data,  the  Impact  of 
national  policies  and  programs  can  be  evaluated  and  monitored  and  the  results 
will  provide  the  primary  means  of  monitoring  progress  toward  the  objectives  of 
the  President's  Childhood  Immunization  Initiative.   These  surveys  will  measure 
antigen- specif Ic  and  series  complete  coverage  by  selected  age  categories,  with 
detailed  analyses  for  race/ethnic Ity  and  by  poverty  groups  also  being 
presented.   Quarterly  state-specific  vaccination  coverage  estimates  will  be 
collected  by  means  of  a  random  digit  dialing  (RDD)  survey  methodology,  using 
an  outside  contractor.   Such  surveys  are  necessary  to  monitor  the  Improvement 
of  Immunization  coverage  levels  In  the  target  populations  of  the  87  state  and 
local  areas  receiving  funds  to  Implement  Immunization  Action  Plans. 

In  addition  to  assessment  activities  to  determine  progress  toward  the  national 
Immunization  objectives,  CDC  will  continue  to  emphasize  surveillance  of 
Infectious  diseases  to  more  rapidly  detect  and  respond  to  disease  outbreaks. 
The  surveillance  program  Identifies  areas  of  disease  morbidity  where  both 
financial  and  human  resources  need  to  be  concentrated  and  allows  monitoring  of 
vaccine  effectiveness  following  the  introduction  of  new  vaccines  into  a 
susceptible  population. 

Currently,  parental  Interest  and  demand  for  immunization  are  inadequate  to 
ensure  appropriate  Immunization  for  a  large  number  of  children  under  the  age 
of  two  years.   Parents  have  not  been  adequately  educated  and  motivated  about 
the  importance  of  age -appropriate  immunization.   Low-literacy,  poverty, 
competing  priorities  and  the  scarcity  of  culturally- sensitive  and 
linguistically  appropriate  approaches  all  contribute  to  parental  complacency 
about  infant  immunization.   CDC  will  continue  innunization  information, 
education,  outreach,  and  community  mobilization  activities  to  ensure  that  the 
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demand  for  Inununlzatlon  Is  great  enough  to  attain  the  nation's  Inanunlzatlon 
objectives. 

A  national  outreach  campaign  Is  underway  using  an  Integrated  strategy  designed 
to  create  a  rapid  increase  In  Immunization  levels,  to  promote  a  social  norm 
concerning  the  need  for  proper  Immunization,  and  to  create  a  system  to  ensure 
children  receive  their  Immunizations  at  the  appropriate  age.   The  Immunization 
promotion  component  of  this  effort  will  use  an  Information  saturation  strategy 
to  disseminate  Immunization  themes/messages  developed  by  a  team  of  experts 
which  focus  on  parents,  urban  minority  populations,  the  Hispanic  community, 
and  health  care  providers.   The  community  mobilization  component  Is  designed 
to  enhance  participation  of  all  sectors  of  a  community,  to  educate  the  target 
audiences,  to  mobilize  parents  to  obtain  necessary  Immunizations  for  their 
children,  and  to  encourage  providers  to  render  these  services.   Regional 
outreach  coordinators  will  be  used  to  tie  the  local  efforts  to  the  national 
campaign,  facilitate  federal  Involvement  and  the  participation  of  national 
organizations  In  local  activities,  and  apply  political  campaign  techniques  to 
the  local  mobilization  effort.   This  Is  the  first  time  that  such  an  aggressive 
approach  has  been  attempted  by  the  National  Immunization  Program  at  CDC  as  a 
means  of  raising  awareness  and  Improving  Immunization  levels.   CDC  will  also 
conduct  health  care  provider  training  to  ensure  that  contraindications  are  not 
misused  and  that  both  public  and  private  health  care  providers  follow  the 
"Standards  for  Pediatric  Immunization  Practices". 

CDC  will  continue  research  to  determine  the  occurrence  and  scientific  basis 
for  Infrequent  adverse  events  following  vaccination.   Because  of  the  success 
of  immunization  programs  In  reducing  the  Incidence  rates  of  vaccine - 
preventable  diseases,  and  because  vaccines  are  administered  to  otherwise 
apparently  healthy  children,  the  public  often  focuses  more  on  the  potential 
risks  of  vaccination  than  Its  benefits.   Public  perception  of  the  risks  of 
vaccination  can  adversely  affect  the  ability  to  raise  Immunization  levels.  The 
most  effective  way  to  address  questions  of  causation  Is  through  vaccine  safety 
research. 

Investment  will  continue  to  be  made  In  global  polio  eradication  efforts.   CDC 
will  provide  laboratory  and  programmatic  assistance  to  WHO  and  Its  member 
countries,  and  purchase  polio  vaccine  for  use  In  pollo-endemlc  countries  where 
vaccine  supplies  are  insufficient  to  sustain  eradication  efforts.   Global 
eradication  of  a  vaccine-preventable  disease  such  as  polio  will  eliminate  the 
need  for,  and,  therefore,  the  cost  of  vaccination.   Long-term  savings  related 
to  the  purchase  and  administration  of  vaccine  will  accrue  at  $100-300  million 
annually  in  the  U.S.   This  amount  excludes  Inestimable  costs  of  pain  and 
suffering,  as  well  as  medical  and  rehabilitation  costs. 

Funding  for  the  immunization  program  during  the  last  year  five  years  has  been 
as  follows: 

Funding   FTE 


1990 

$186 

683 

000 

229 

1991 

$217 

531 

000 

253 

1992 

$296 

159 

000 

299 

1993 

$341 

081 

000 

376 

1994 

$528 

143 

000 

359 
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Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $464,143,000  reflects  a  decrease  of  $64,000,000 
(-13.8%)  from  the  FY  1994  appropriation  for  national  child  inounization 
efforts.   The  Omnibus  Budget  Reconciliation  Act  (OBRA)  of  1993  authorized  the 
establishment  of  a  new  vaccine  purchase  and  distribution  system  that  would 
provide,  free  of  charge,  all  pediatric  vaccines  recommended  for  routine  use  by 
the  Advisory  Committee  on  Immunization  Practices  to  all  Medicald-eligible 
children,  uninsured  children,  and  Native  Americans  through  program- registered 
providers.   Children  with  health  insurance  that  does  not  provide  coverage  for 
immunization  can  receive  free  vaccine  under  this  program  at  Federally- 
qualified  health  centers  and  rural  health  clinics.  Therefore,  CDC  will 
purchase  less  vaccine  than  in  FY  1994  and  realize  savings  of  $110,000,000  in 
FY  1995  for  vaccine  purchase.  This  revises  the  FY  1994  base  to  $418,143,000 
and  provides  a  real  (net)  increase  of  $46,000,000  (-«-ll%)  for  program  expansion 
in  FY  1995. 

FY  1994  Base  Adjustment: 

A  total  of  $192,883,000  was  Included  in  the  FY  1994  appropriation  to  purchase 
vaccine.   As  a  result  of  OBRA  of  1993,  CDC  will  only  need  to  purchase  vaccine 
for  those  children  served  in  the  public  sector  who  are  not  covered  under  the 
new  vaccine  purchase  program,  resulting  in  a  savings  of  $110,000,000.   The  FY 
1995  request  includes  $79,865,000  to  purchase  vaccines  for  routine  use  in 
children  not  covered  by  OBRA  of  1993,  and  $3,018,000  to  purchase  measles - 
containing  vaccines  to  control  measles  outbreaks.   This  estimate  does  not 
include  the  increased  costs  which  would  result  from  the  licensure  and 
recommended  use  of  new  vaccines,  such  as  varicella  (chicken  pox),  or  new 
combinations  of  vaccines  (e.g.,  DTP-Hib-Hepatitis  B) . 

Infrastructure 

An  additional  $46,000,000  for  a  total  of  $208,511,000,  is  requested  to 
distribute  to  the  87  grantees  currently  receiving  funds  to  continue 
enhancement  of  the  vaccine  delivery  infrastructure  at  the  local  level.   These 
funds  will  allow  local  health  departments  and  other  public  sector  health  care 
providers  to  hire  personnel,  extend  clinic  hours,  improve  access  by  opening 
more  clinics,  and  raise  immunization  awareness  to  assist  with  improving 
preschool  immunization  levels.  The  ability  of  public  sector  health-care 
providers  to  deliver  immunizations  remains  Inadequate  to  meet  the  demand  for 
these  services.   Immunization  levels  of  children  entering  school  have  exceeded 
95%;  however,  immunization  levels  among  preschool  children  are  unacceptably 
low.  Low  preschool  immunization  levels  were  the  principle  cause  of  the 
measles  epidemic  of  1989-1991  that  resulted  in  more  than  55,000  cases,  11,000 
hospitalizations,  and  150  deaths.   In  1992,  CDC  requested  that  its  63  existing 
immunization  grantees  and  24  major  urban  areas  develop  action  plans  to  intprove 
childhood  immunization  levels.  Distribution  of  these  funds  in  FY  1992  and  FY 

1993  was  based  on  the  quality  of  the  Immunization  Action  Plans  (lAPs) 
developed  by  applicants  which  outlined  how  they  would  attain  90  percent 
immunization  levels  in  2  year-old  children.  Plans  are  to  award  funds  based  on 
need  and  performance.  To  receive  the  incentive  grant  funds  available  in  FY 

1994  and  requested  in  FY  1995,  states  will  report  to  CDC  the  percentage  of 
2-year-old  children  within  their  state  who  have  been  adequately  immunized. 
Funds  will  be  awarded  to  states  based  on  the  number  of  2-year-oId  children 
adequately  immunized  in  excess  of  50  percent.  These  funds  are  intended  to 
motivate  states  to  take  Immediate  measures  to  improve  inmiunization  levels  and 
to  sustain  these  activities  to  ensure  high  levels  are  maintained. 
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FY  1993 

FY  1994 

FY  1995 

Actual 

Aoproprlated 

Estimate 

45,448 

$  162.511 

$  208.511 

4.116 

4.116 

190.515 

192,883 

82,883 
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CDC  National  iBmunization  Program 
(Dollars  in  Thousands) 

ACTIVITY 

Inf ras  true  ture 

Information  &  Education 

Vaccine  Purchase 

(includes  measles  outbreak) 

Vaccine  Stockpile 

Imm.  Information  Systems  9,261  9,261 

(Tracking) 

Surveillance  and  Response 

Vaccine  R  &  D/New  Diseases 

Vaccine  Safety 

Polio  Eradication: 

Vaccine  Purchase 

Technical  Assistance 
Other : 

National/State  Assessment 

Hepatitis  B 
(excluding  vaccine) 

State  Operations 

Other  Grants  &  Operations 

TOTAL  CHILD  IMMUNIZATION   $  341,081    $  528,143     $  464,143 


6,174 

6,174 

1,262 

5,415 

5,415 

2,058 

2.058 

3.158 

8,395 

8.395 

(4.116) 

(4,116) 

(4,279) 

(4,279) 

100.698 

137,330 

137,330 

(24,700) 

(24.700) 

(29,128) 

(31,344) 

(31.344) 

(21,878) 

(23,775) 

(23.775) 

f49.692^ 

f57.511^ 

f57.511) 
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Infectlotis  Diseases 

Authorizing  Legislation  -  Section  301,  307.  310,  311,  317.  327.  352  and  1102 
of  the  Public  Health  Service  Act. 

Increase 
FY  1993  FY  1994  FY  1995  or 

AfftWOl         APPr9Prtatt9n       Estimate         Decrease 

FTE BA FTE BA FTE BA FTE   BA 

496   $40,282,000   495   $47,782,000   463   $47,782,000   -32   --- 


1995  Authorization   Indefinite 

Purpose  and  Methods  of  Operations: 

CDC's  efforts  In  Infectious  disease  prevention  focus  on: 

o  National  surveillance  of  Infectious  diseases. 

o  Applied  research  to  develop  new  or  Improved  diagnostic  tests  and 
prevention,  and  control  strategies  and  techniques. 

o  Work  with  State  and  local  health  departments  and  private  health-care 
providers  to  transfer  and  accelerate  the  general  application  of 
effective  Infectious  disease  prevention  technologies. 

o  Strengthening  the  capability  to  respond  to  outbreaks  of  new  and 
reemerglng  infectious  diseases . 

o  Developing  strategies  to  prevent  drug  resistance. 

o  Developing  a  nationwide  network  for  communicating  information  to  the 
public  health  community. 

o  Strengthening  the  capacity  of  the  public  health  system  at  the  state  and 
local  levels  to  provide  leadership  to  their  communities  in  addressing 
current  and  emerging  critical  health  problems. 

Funding  for  the  last  five  fiscal  years  has  been  as  follows: 

FTE 


1990 

$34,551, 

,000 

527 

1991 

$38,317, 

,000 

507 

1992 

$40,577, 

,000 

511 

1993 

$40,282, 

,000 

496 

1994 

$47,782, 

,000 

495 
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Rationale  for  Budget  Request: 

The  FY  1995  request  of  $47,782,000,  the  sane  as  the  FY  1994  appropriation, 
will  continue  essential  infectious  disease  progran  activities.   The  major 
areas  supported  by  this  activity  include  new  and  reemerging  infectious 
diseases,  infectious  diseases  caused  by  drug  resistant  microorganisms, 
foodbome  diseases,  hospital  infections,  hepatitis  B  and  C,  bacterial 
meningitis,  pneumococcal  disease,  Lyme  disease,  infectious  diseases  in  child- 
care  settings,  laboratory  support  for  epidemis  investigations,  hantavirus, 
opportunistic  Infections  in  imounocompromlsed  persons,  and  the 
disproportionate  burden  of  infectious  diseases  on  minority  populations.   CDC 
will  continue  to  support  epidemiologic  investigations,  surveillance,  reference 
diagnostics,  applied  research,  and  other  activities  to  continue  its  leadership 
in  the  public  health  and  scientific  comm«inities . 
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Infectious  Diseases 


r 

MAJOR 

PROGRAMMATIC  BUDGET 

FUNCTION 
FY  1994 

FY  1993 

President's 

FY  1995 

Actual 

Appropriation 

Request 

Lyme  Disease 

$5,300 

$5,300 

$5,300 

Child  Care  Settings 

1.250 

1.250 

1.250 

Foodbome  Diseases 

2.945 

2.945 

2.945 

Hospital  Infections 

8.048 

8.048 

8.048 

Opportunistic  Infections 

2.712 

2.712 

1 

2.712 

Bacterial  Meningitis 

.743 

.743 

.743 

Pneumococcal  Disease 

1.228 

1.228 

1,228 

Hepatitis 

2.300 

2.300 

2.300 

New  and  Reemerglng 

.980 

.980 

.980 

Hantavirus 

* 

7.500 

7.500 

Other  Infectious 

14.?90 

14, 890 

I'^.WQ 

Diseases** 

TOTALS  $40,282  $47,782         $47,782 


*  Congress  appropriated  $3,600,000  for  Hantavirus  in  FY  1993  under  a 
supplemental  appropriation. 

**  Includes  laboratory  support  for  epidemic  investigations  of  infectious 
diseases . 
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Tuberculosis  Elimination 

Authorization  Legislation  -  Section  301,307,310,311,  and  327  of  the  Public 
Health  Service  Act. 


FY  1993 

Actual 


FTE 


BA 


FY  1994 
Appropriation 


Increase 

FY  1995 

or 

Estimate 

Decrease 

FTE 


BA 


FTE 


BA 


FTE 


BA 


Grants 

22   $73,630,000 


Prog 
Ops 


21   $111,500,000    19   $115,500,000    -2    +$4,000,000 


45     5.205.000    44      5.269.000    44      5.269.000 
67   $78,835,000    65   $116,769,000    63   $120,769,000 


-2     +4.000,000 


1995  Authorization: 


Grants Indefinite 

Prog  Ops Indefinite 


Purpose  and  Method  of  Operation 

The  program's  mission  Is  to  achieve  the  elimination  of  tuberculosis  (TB)  from 
the  United  States.   The  Department's  1989,  "Strategic  Plan  for  the  Elimination 
of  Tuberculosis  in  the  United  States"  established  elimination  as  a  realistic 
goal.   Since  the  "Strategic  Plan"  was  published,  dramatic  changes  in  the 
incidence  and  epidemiology  of  TB  have  occurred,  and  these  changes  seriously 
Jeopardize  the  goal  of  TB  elimination.   The  Federal  TB  Task  Force  published  in 
1992  a  "National  Action  Plan  to  Combat  Multldrug-Resistant  Tuberculosis." 
Together  these  plans  outline  the  steps  that  need  to  be  taken  quickly  to  bring 
outbreaks  under  control  and  regain  our  ability  to  look  toward  elimination  of 
TB  early  next  century. 

CDC  provides  national  leadership  for  TB  elimination.   TB  elimination  is 
carried  out  in  large  part  through  the  awarding  of  cooperative  agreements  to 
states,  territorial,  and  large  city  health  departments  to  strengthen  their 
control  and  elimination  programs.   This  Includes  supporting  state  and  local 
surveillance  programs  necessary  to  clearly  identify  the  magnitude  of  the  TB 
problem  and  what  segments  of  the  communities  are  at  greatest  risk.   This 
allows  CDC  and  the  grantee  to  target  resources  to  assure  the  greatest  impact. 
Another  area  of  focused  activity  is  the  support  of  TB  public  health  outreach 
activities,  Including  the  support  of  outreach  workers  to  assure  directly 
observed  therapy  (DOT)  for  other  wise  non-compliant  patients,  and  the  follow- 
up  of  cases  and  suspect  cases  and  those  who  have  been  exposed  to  such  cases. 
Screening  of  populations  identified  to  be  at  high-risk  for  TB  and  the 
provision  of  preventive  therapy  for  those  found  Infected  is  also  a  high 
priority. 
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In  addition,  upon  request,  CDC  helps  state  and  local  health  departments  in  the 
investigation  of  outbreaks  and  development  of  containment  strategies.  CDC  also 
works  with  the  National  Coalition  for  the  Elimination  of  Tuberculosis  (60  plus 
professional,  voluntary,  and  patient  advocacy  groups)  to  a  ensure  education  of 
health  care  providers  and  patients. 

CDC  works  to  strengthen  state  and  local  laboratory  capacity  to  assure  that  the 
latest  in  technology  is  being  used  to  quickly  identify  TB  and  especially 
resistant  TB.   Through  collaboration  with  local  providers,  CDC  also  helps  to 
evaluate  the  risks  of  TB  for  health  care  workers  and  develop  guidelines  to 
reduce  those  risks. 

In  collaboration  with  others,  CDC  performs  research  in  order  to  find  new  and 
better  diagnostic  and  treatment  tools  and  to  better  understand  why  providers 
sometimes  do  not  manage  TB  correctly  and  why  patients  sometimes  are  unable  to 
successfully  complete  treatment.  In  all  of  these  efforts,  evaluation  of 
success  remains  a  high  priority. 

Funding  for  the  tuberculosis  elimination  grant  program  during  the  last  five 
years  has  been  as  follows: 

Fundinp   FTE 


1990 

$13, 

,635, 

,000 

63 

1991 

$u, 

,481, 

,000 

65 

1992 

$20, 

,693, 

,000 

67 

1993 

$78, 

,835, 

,000 

67 

1994 

116, 

,769 

,000 

65 

Rationale  for  the  Budget  Request 

The  FY  1995  estimate  for  TB  elimination  totals  $120,769,000,  an  increase  of 
$4,000,000,  over  the  FY  1994  appropriation. 

The  increase  in  funds  will  be  used  to  reduce  the  increasing  number  of  TB  cases 
in  the  United  States  through: 

TB  Prevention,  Control  and  Elimination.   Maintain  basic  TB  Prevention,  Control 
and  Elimination  Programs  in  State  and  local  Health  Departments  ($2,000,000). 

o  Continue  to  focus  on  ensuring  that  persons  with  TB  are  diagnosed  and 
given  a  complete  course  of  appropriate  treatment. 

o  Provide  support  to  state  and  local  health  departments  that  demonstrate 
critical  needs  for  federal  assistance  to  address  outbreaks. 

TB  Prevention  in  Foreign-Bom  Persons.   An  increasing  percent  of  TB  in  the 
United  States  (27%  in  1992)  is  occurring  in  foreign-bom  persons  ($2,000,000). 

o  Expand  the  development  of  outreach  screening/preventive  therapy  programs 
with  community  agencies,  organizations,  and  health  care  providers  of 
services  to  foreign-bom  persons  at  high  risk  for  TB.  Continue 
collaboration  with  international  organizations  and  foreign  countries 
regarding  issues  associated  with  immigration  and  tuberculosis. 
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Tuberculosis  Elimination 


Breakdown  by  Activity 

Tuberculosis  Elimination 

FY  1995  Budget 


FY  1993 

FY  1994 

FY  1995 

Actual 

Appropriation 

Request 

Preventlon/Control/Ellmlnatlon 

$63,068 

$93,415 

$96,615 

Surveillance/Assessment 

6.307 

9.342 

9.662 

Research/Demonstration 

9.460 

14.012 

14.492 

Total 

$78,835 

$116,769 

$120,769 
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Chronic  and  Environmental  Disease  Prevention 

Authorizing  Legislation  -  Section  301.  307,  310,  311,  327,  352,  394,  and  1102 
of  the  Public  Health  Service  Act  and  Public  Law  102-515- -Cancer  Registries 
Amendment  Act. 


FTE 

FY  1993 

Actual 

BA 

FY  1994 
ADoroprlation 

FTE        BA 

FY  1995 

Estimate 

FTE       BA 

Increase 

or 
Pecrease 

FTE    BA 

713   $70,117,000   613   $123,004,000   595   $123,004,000   -18 


1995  Authorization  Indefinite 


Purpose  and  Method  of  Operation 

Significant  premature  death  and  avoidable  Illness  and  disability  are  caused  by 
personal  behaviors  and  exposure  to  toxic  substances  and  natural  disasters. 
Chronic  diseases,  including  those  present  at  birth,  represent  over  70  percent 
of  the  causes  of  death  in  the  United  States.   The  relationship  between 
exposure  to  toxic  substances  in  the  environment  and  environmental  diseases  is 
a  major  public  concern,  but  one  that  is  still  poorly  understood.   Prevention 
of  the  occurrence  and  progression  of  such  diseases  Is  based  on  reducing  or 
eliminating  behavioral  risk  factors,  Increasing  the  prevalence  of  health 
promoting  practices,  detecting  disease  early  to  avoid  complications,  assessing 
human  risks  from  environmental  exposures,  and  reducing  or  eliminating 
exposures  to  environmental  hazards. 

The  principal  means  for  achieving  these  objectives  include:   (1)  surveillance, 
epidemiology,  and  laboratory  evaluation  of  environmental  exposures  and 
resulting  Illnesses,  chronic  diseases,  behavioral  risk  factors,  and 
disabilities;  (2)  applied  research  to  develop  chronic  and  environmental 
disease  control  and  prevention  programs  and  a  scientific  knowledge  base,  with 
emphasis  on  primary  prevention  and  health  promotion  strategies  and  techniques; 
(3)  provision  of  a  wide  range  of  epidemiologic,  laboratory,  and  program  design 
and  delivery  consultation  and  training  services  to  state,  local, 
international,  and  other  health  professionals;  (4)  development  and  application 
of  laboratory  technology  and  techniques  to  test  for  the  presence  of  hazardous 
substances  in  human  tissues,  and  the  subclinical  effects  of  exposure  to 
environmental  hazards  and  chronic  diseases;  (5)  research  to  determine  whether 
adverse  health  effects  occur  as  a  result  of  exposures  to  environmental  and 
other  hazards  and  studies  to  improve  the  precision  of  measurement  methods 
associated  with  complex  behaviors  (e.g.,  physical  activity)  and  the 
determinants  or  precursors  of  such  behavior;  and  (6)  activities  to  prevent  the 
use  of  tobacco. 
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Funding  for  the  chronic  and  environmental  disease  prevention  program  during        ^ 
the  last  five  years  has  been  as  follows:  ■ 

Funding    £I£ 


1990 

$  45 

628 

000 

564 

1991 

$  51 

408 

000 

564 

1992 

$  67 

744 

000 

615 

1993 

$  70 

117 

000 

713 

1994 

$  123 

004 

000 

613 

Rationale  for  Budget  Request 

The  request  for  FY  1995  includes  $123,004,000,  the  same  as  the  FY  1994 
appropriation  to  continue  prevention  activities  directed  at:  chronic 
diseases,  including  those  present  at  birth,  through  elimination  of  behavior 
risk  factors,  increasing  the  prevalence  of  health  promoting  practices,  and 
detecting  disease  early  to  avoid  any  complications;  and  environmental  diseases 
by  assessing  human  risk  from  environmental  exposure,  and  reducing  or 
eliminating  exposures  to  environmental  hazards. 

The  programs  in  this  activity  include  diabetes,  developmental  disabilities, 
tobacco  use,  comprehensive  school  health,  birth  defects,  fetal  alcohol 
syndrome,  spina  bifida,  chronic  fatigue  syndrome,  prostate  cancer,  women's 
health,  cancer  registries,  dental  health,  skin  cancer,  and  epilepsy. 
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Chronic  and  Environmental  Disease  Prevention 


Major  Programmatic  Budget  Function 


FY  1993 
Actual 

FY  1994 
ADoroDriation 

FY  1995 
Request 

Behavioral  Risk  Factor  Sur. 

Sys. 

$1,000 

$2,000 

$2,000 

Physical  Activity 

.625 

.625 

.625 

Community  Health  Promotion 

4.750 

4.750 

4.750 

Nutrition 

1.592 

1.592 

1.592 

Tobacco 

10.300 

20.186 

20.186 

Cardiovascular  Diseases 

2.125 

2.125 

2.125 

Dicibetes 

9.500 

17.910 

17.910 

Aging 

1.375 

1.375 

1.375 

Comprehensive  School  Health 

3.610 

8.546 

8.546 

Birth  Defects 

1.800 

1.800 

1.800 

Fetal  Alcohol  Syndrome 

1.800 

1.800 

1.800 

Han ford  Study 

1.800 

..  1.800 

1.800 

Spina  Bifida 

2.300 

2.300 

2.300 

Disabilities 

12.700 

12.897 

12.897 

Environmental  Laboratory  Support 

1.400 

1.400 

1.400 

Hazardous  Substances 

2.000 

2.000 

2.000 

Women's  Health 

- 

2.000 

2.000 

Cancer  Registries 

- 

16.830 

16.830 

Urgent  Threats  to  Public  Health 

- 

- 

5.000 

Prostate  Cancer 

1.000 

3.730 

3.730 

Skin  Cancer 

- 

1.370 

1.370 

Epilepsy 

- 

.610 

.610 

Other 

14.440 

13.243 

26.010 

Total 

$70,117 

$123,004 

$123,004 
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Centers  for  Disease  ConCrol  and  Prevention 

Smoking  and  Health  Funding 

(Dollars  In  Thousands) 

FY  1993  FY  1994  FY  1995 

Actual    FTE's    Aporop    FTE's    Request    FTE's 


Office  on  Smoking 
and  Health 

10.186 

47 

20.186 

47 

20,186 

47 

Chronic  and 
Environmental 
Diseases 

300 

0 

0 

0 

0 

0 

Epidemic  Services 

968 

7 

968 

7 

968 

7 

Total  CDC 

11.454 

54 

21,154 

54 

21.154 

54 
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Childhood  Lead  Polsonlnp  Prevention 

Authorizing  Legislation  -  Section  317A  of  the  Public  Health  Service  Act  (PHS), 


Increase 

FY  1993 

FY  1994 

FY  1995 

or 

Actual 

Appropriation 

Estimate 

Decrease 

FTE       BA 

FTE        BA 

FTE       BA 

FTE    BA 

37   $29,683,000 

37   $34,683,000 

36   $34,683,000 

-1 

1995  Authorization 

Indefinite 

Purpose  and  Method  of  Operation 

Lead  poisoning  is  the  most  common  environmental  disease  of  young  children. 
Millions  of  children  in  the  U.S.  have  high  enough  blood  lead  levels  to 
decrease  Intelligence  and  slow  development.   Young,  minority  children  in  the 
Inner  cities,  already  disadvantaged  by  poor  nutrition  and  other  factors,  are 
disproportionately  affected.   However,  lead  poisoning  affects  children  of  all 
races  and  ethnicities,  in  all  socioeconomic  groups,  In  all  geographic  areas. 
Lead  poisoning  Is  particularly  tragic  because  It  is  entirely  preventable.   The 
U.S.  Public  Health  Service  Year  2000  Objectives  state  that  by  the  Year  2000, 
no  children  in  the  United  States  should  have  blood  lead  levels  above  25  ug/dL. 

The  goal  of  the  CDC  program  in  childhood  lead  poisoning  prevention  is  to 
eliminate  this  disease  as  a  public  health  problem  in  the  next  20  years.   The 
specific  components  of  this  effort  are  described  in  the  Strategic  Plan  for  the 
Elimination  of  Childhood  Lead  Poisoning,  published  in  1991.   The  majority  of 
the  requested  funding  is  for  grants  to  state  and  local  childhood  lead 
poisoning  prevention  programs  to  screen  children  for  lead  poisoning,  ensure 
timely  and  appropriate  follow-up  of  children  with  elevated  blood  lead  levels, 
and  provide  education  about  childhood  lead  poisoning  and  its  prevention.   Also 
to  be  addressed  with  the  proposed  funds  are  the  development  of  easier- to-use, 
cheaper  instrxinents  for  blood  lead  measurement;  development  of  national 
surveillance  for  elevated  blood  lead  levels;  evaluation  of  critical  program 
issues;  and  conducting  evaluations  for  setting  health-based  environmental 
standards . 

The  CDC  childhood  lead  poisoning  prevention  program  conducts  a  variety  of 
activities  aimed  at  eliminating  this  disease.   A  major  activity  is  program 
services  which  provides  overall  program  development  guidance  to  state  and 
local  grantees  and  other  childhood  lead  poisoning  prevention  programs. 
Thirty-seven  state  and  local  agencies  will  receive  funds  for  prevention 
activities  in  FY  1993  and  FY  1994. 

In  addition,  CDC  has  developed  data  and  program  management  software  in  support 
of  state  and  local  programs.   CDC  also  conducts  Important  laboratory 
prof iclency- testing  programs  to  ensure  accurate  blood  lead  measurement. 
Another  major  area  of  activity  is  surveillance  and  epidemiology.   CDC  is 
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developing  national  surveillance  for  lead  levels  in  children  to  bring  2d3out 
better  detection  amd  monitoring  of  lead  poisoning  prevalence.   Enhanced 
surveillance  will  help  programs  target  limited  resources  and  evaluate  their 
progress.   Epidemiologic  studies  «uid  evaluations  conducted  by  CDC  focus  on 
critical  issues  for  cost-effective  expenditure  of  funds,  e.g.,  evaluation  of 
the  effectiveness  of  various  interventions  in  reducing  children' s  blood  lead 
levels.   CDC  also  works  with  other  Federal  agencies,  coordinating  with  other 
child  health  programs  (e.g.,  Medicaid's  EPSDT  program  and  MCH) ,  participating 
in  a  Federal  Interagency  Lead-Based  Paint  Task  Force,  assisting  EPA  in 
developing  a  Federal  lead  information  center,  and  assisting  HUD  in  evaluating 
its  lead  poisoning  prevention  activities. 

CDC  will  continue  to  coordinate  and  collaborate  with  other  agencies  in  the 
Federal  effort  to  eliminate  childhood  lead  poisoning.   All  of  these  activities 
are  essential  to  accomplish  the  Year  2000  Objective  for  the  nation  for  lead 
poisoning  and  to  implement  the  Strategic  Plan  for  the  Elimination  of  Childhood 
Lead  Poisoning. 

It  is  estimated  that  the  total  number  of  children  screened  by  the  40  programs 
that  receive  at  least  partial  CDC  funding  will  increase  from  1,750,000  to 
1,875,000.   This  increase  in  children  screened  reflects  enhanced  program 
efficiency  as  new  programs  develop  their  screening  capacity. 

These  estimates  are  based  on  changing  state  and  local  program  definitions  of 
"elevated  blood  level"  for  children  which  range  from  10-25  iig/dL   in  response 
to  revised  1991  CDC  Lead  Statement.   It  is  anticipated  that  between  the  end  of 
FY  1993  and  the  end  of  FY  1995,  all  programs  will  have  shifted  their 
definition  threshold  to  below  25  ^g/dL. 

Funding  for  the  lead  poisoning  prevention  progreun  during  the  last  five  fiscal 
years  has  been  as  follows: 

Funding    ESS. 


1990 

$3 

949 

000 

19 

1991 

S7 

790 

000 

19 

1992 

$21 

180 

000 

35 

1993 

$29 

683 

000 

37 

1994 

$34 

683 

000 

37 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $34,683,000,  the  same  as  the  FY  1994  appropriation, 
will  continue  activities  that  were  supported  in  FY  1994. 

For  the  Department  Community  Bn^owerment  Initiative,  special  consideration  in 
awarding  of  new  and  competing  grants  will  be  given  to  applicamts  that  meet  all 
progrsun  criteria  and  priorities,  serve  communities  characterized  by  high 
levels  of  poverty  and  other  forms  of  socio-economic  distress,  and  are  engaged 
in  a  comprehensive  community  strategic  planning  process;  further  special 
consideration  will  e  given  to  those  formally  designated  as  Empowerment  Zones 
and  Enterprise  Communities  under  OBRA  1993,  Title  XIII,  Subchapter  C,  Part  I. 
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Childhood  Lead  Poisoning  Prevention 
Major  Prograomatlc  Budget  Function 


FY  1993     FY  1994         FY  1995 
Actual   Appropriation      Estimate 


State  and  Community-based 
Childhood  lead  Poisoning 
Prevention  Program  Grants 

Cooperative  Agreements 

Direct  Operations 

Total 


$21,200 

$24,625 

$24,625 

1.455 

2.300 

2.300 

7.028 

7.758 

7.758 

$29,683 

$34,683 

$34,683 
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Breast  and  Cervical  Cancer  Mortality  Prevention 

Authorizing  Legislation  -  Section  301  and  Title  XV  of  the  Pxibllc  Health 
Service  Act. 


Increase 

FY  1993 

FY  1994 

FY  1995 

or 

A<;tual 

AppiToprlatlon 

Estimate 

Decrease 

FTE       BA 

FTE       SA 

FTE       BA 

FTE   BA 

56   $71,303,000 

55   $78,076,000 

54   $78,076,000 

-1   ... 

1995  Authorization. 

Indefinite 

Purpos?  and  Method 

of  Operation 

Breast  and  cervical  cancer  will  kill  more  than  one-half  million  women  in  this 
decade .   Many  of  the  women  who  develop  these  cancers  and  who  are  at  highest 
risk  for  premature  death  from  cancers  of  the  breast  and  cervix  are  minorities 
and/or  the  economically  disadvantaged.   These  women  often  do  not  have  access 
to  preventive  services  such  as  screening  mammograms  and  Pap  smears.   One  of 
the  primary  barriers  to  the  utilization  of  these  lifesaving  screening  tests  is 
lack  of  knowledge  among  women  and  their  physicians  about  the  importance  of 
life -saving  early  detection  services  and  appropriate  follow-up. 

When  fully  implemented,  this  program  will  ensure  that  all  women  have  access  to 
these  preventive  services,  and  that  state  programs  (1)  Inform  women  of  the 
value  of  early  detection,  (2)  educate  physicians  about  recommended  screening 
guidelines,  (3)  ensure  the  quality  of  screening  mammography  and  Pap  tests,  and 
(4)  monitor  program  effectiveness  through  appropriate  surveillance  and 
evaluation  activities. 

The  CDC  Breast  and  Cervical  Cancer  Early  Detection  and  Control  Program 
provides  resources  to  state  health  agencies  for  both  comprehensive  and 
capacity  building  programs  and  supports  activities  at  the  national  level  in 
the  areas  of  quality  assurance,  public  and  provider  education,  and 
surveillance . 

About  46,000  women  will  die  from  breast  cancer  in  the  United  States  this  year, 
and  180,000  new  cases  will  be  diagnosed.   Breast  cancer  accounts  for  nearly  a 
third  of  all  cancers  in  women.  Ue  do  not  presently  now  how  to  prevent  the 
occurrence  of  breast  cancer,  but  early  detection  greatly  Improves  a  woman's 
chance  of  survival.   A  combination  of  annual  clinical  breast  examinations  and 
mammography  can  reduce  breast  cancer  mortality  by  more  than  30%  for  women  ages 
50-74.   The  cost  of  medical  care  for  a  woman  whose  breast  cancer  is  diagnosed 
early  is  about  one-third  to  one-half  the  medical  care  cost  for  a  woman  whose 
cancer  is  diagnosed  at  a  later  stage. 

Cervical  cancer  now  kills  an  estimated  4,400  woman  annually  in  the  United 
States,  and  about  13,500  new  cases  of  cervical  cancer  are  diagnosed  each  year. 
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Currently,  a  third  of  all  women  with  cervical  die  within  5  years  of  diagnosis. 
Early  detection,  however,  increases  the  5-year  survival  rate  to  nearly  90% 

The  long-term  impact  of  this  effort  will  be  measured  in  the  numbers  of  early 
and  late -stage  cancers  diagnosed  during  this  decade  and  beyond,  consistent 
with  the  health  status  objectives  for  breast  and  cervical  cancer  described  in 
Healthy  People  2000. 

Funding  for  the  breast  and  cervical  cancer  program  during  the  last  five  years 
has  been  as  follows: 

Funding    FTE 


1990 

$  4, 

,926 

,000 

12 

1991 

$29, 

,259 

,000 

33 

1992 

$49, 

,961 

,000 

49 

1993 

$71, 

,303 

,000 

56 

1994 

$78, 

,076, 

,000 

55 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $78,076,000,  the  same  as  the  FY  1994  appropriation, 
will  continue  funding  for  comprehensive  breast  and  cervical  cancer  early 
detection  programs  in  18  states,  capacity-building  programs  ins  27  states,  and 
comprehensive  breast  and  cervical  cancer  early  detection  programs  with  three 
Indian  tribes.   Funds  are  also  awarded  to  national  medical  societies  to 
promote  use  of  breast  and  cervical  cancer  screening  by  physicians  and  to 
improve  the  quality  of  the  tests.   An  estimated  375,000  women  will  be  served. 
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Breast  and  Cervical  Cancer  Mortality  Prevention 


Major  Programmatic  Budget  Function 


FY  1993      FY  1994 
Actual   Appropriation 


Comprehensive  Breast  and 
Cervical  Cancer  Program 

-  Breast 

-  Cervical 

Capacity  Breast  and  Cervical 
Cancer  Programs 

-  Breast 

-  Cervical 

Other  Breast  &  Cervical 

-  Breast 

-  Cervical 

Subtotals 

-  Breast 

-  Cervical 

TOTAL 


534.600 
23.000 


$37,400 
25.000 


FY  1995 
Request 


$37,400 
25.000 


4.000 

4.900 

4  .900 

1.300 

1.600 

1.600 

4.200 

4.600 

4.600 

4.200 

4.600 

4.600 

42.800 

46.900 

46.900 

28.500 

31.200 

31.200 

$71,300 

$78,100 

$78,100 
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Injury  Prevention  and  Control 

Authorizing  Legislation  -  Section  301,  307,  310.  311,  317,  327.  352,  391-394. 
and  1102  of  the  Public  Health  Service  Act. 


FY  1993  FY  1994  FY  1995 


Increase 
or 
Actual  Appropriation       Estimate  Decrease 

FTE        BA        FTE        BA        FTE       BA        FTE        BA 


81   $31,808,000    77   $39,308,000    77   $39,308,000 
1995  Authorization  through  September  1998. 

Purpose  and  Method  of  Operation 

As  the  lead  Federal  agency  for  injury  prevention  and  control,  CDC's  program  Is 
designed  to  prevent  premature  death  and  disability  and  reduce  human  suffering 
and  medical  costs  caused  by  motor  vehicle  crashes,  falls,  fires  and  bums, 
poisoning,  drowning  and  violence.  Including  homicide  and  suicide. 

o  Each  year  over  150,000  Americans  die  from  injuries,  and  1  in  3  persons 
suffer  a  nonfatal  injury. 

o  Injury  disproportionately  Impacts  on  our  children,  youth  and  young 
adults --it  is  the  leading  cause  of  death  for  Americans,  ages  1  to  44. 

o  Injuries  are  one  of  our  most  expensive  health  problems,  with  a  total 
lifetime  cost  of  injuries  sustained  in  any  given  year  of  $150  to  $180 
billion. 

o  Every  day  60  children  die  from  injury- -this  translates  to  almost  3 
children  every  hour. 

o  Homicide  is  the  fourth  leading  cause  of  death  for  children  1-6  years  of 
age. 

o  Every  year  more  than  80.000  people  in  the  U.S.  are  unnecessarily,  but 
permanently,  disabled  from  brain  or  spinal  cord  injury. 

A  substantial  part  of  the  injury  problem  is  attributable  to  violence  against 
women . 

o  In  1990.  5,328  women  in  this  country  were  victims  of  homicide.   Each 
year,  approximately  60%  of  female  homicide  victims  are  killed  by  someone 
they  know.   Homicide  is  the  leading  cause  of  death  for  black  women,  ages 
15  to  34. 

o  In  1985,  it  was  estimated  that  1.8  million  women  were  assaulted  by  male 
partners  or  cohabitants. 
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Scudles  on  sexual  assaulc  estimate  that  one  In  every  four  women  will 
suffer  a  violent  sexual  attack  during  her  lifetime. 


o  In  1989,  the  murder  of  women  by  firearms  cost  our  society  almost  $1 
billion,  and  in  1991,  nonfatal  violent  injuries  to  women  were  estimated 
to  cost  $37  billion. 

The  national  injury  prevention  and  control  program  encompasses 
nonoccupational  injury  and  applied  research  in  acute  care  and 
rehabilitation  of  the  injured.   CDC  accomplishes  its  mission  through 
extramural  and  intramural  research,  implementing  prevention  programs, 
assisting  state  and  local  health  Jurisdictions  in  their  efforts  to  reduce 
injuries,  and  conducting  prevention  activities  in  partnership  with  other 
Federal  and  private-sector  agencies.   Evaluation  of  intervention  programs 
is  a  key  component  of  CDC's  overall  strategy  to  discover  what  works  and 
determine  future  direction  in  this  area. 

Some  recent  results  and  accomplishments: 

o  A  CDC  study  showed  that  the  risk  of  death  in  disputes  involving  family 
members  or  other  intimates  was  12  times  greater  if  a  firearm  was  used. 

o  A  CDC-funded  study  found  that  in  public  prenatal  clinics,  17%  of  pregnant 
women  had  experienced  physical  or  sexual  abuse  during  their  pregnancy. 
The  study  concluded  that  a  simple  clinical  assessment  completed  by  the 
health  care  provider  in  a  private  setting  and  with  the  male  partner 
absent  is  an  effective  tool  to  interrupt  existing  abuse. 

o  CDC  researchers  evaluated  the  risk  of  injury  from  resisting  sexvial 

assault  and  found  that  although  self-protective  measures  (e.g.,  fighting 
back)  during  rape  prevent  the  rape  from  being  completed,  their  use 
increases  the  risk  of  additional  physical  injury. 

o  In  a  study  of  nonfatal  assaults  among  family  members  and  other  intimates 
in  Atlanta,  CDC  researchers  found  that  almost  half  of  these  assaults 
involved  unmarried  partners  (e.g.,  boyfriends  and  girlfriends, 
cohabitating  partners,  same-sex  partners)  and  prior  or  estranged  partners 
(e.g.,  ex-boyfriend/ex-girlfriend,  separated  and  divorced  spouses).   Only 
29%  of  the  assaults  occurred  among  married  partners. 

o  An  evaluation  of  a  CDC-funded  project  of  a  local  bicycle  helmet  law  in 
Howard  County,  Maryland,  showed  the  legislation  markedly  increased  helmet 
use  by  children  in  Howard  County  (from  4%  to  47%).   CDC  estimates 
universal  use  of  bicycle  helmets  could  annually  prevent  500  deaths,  over 
10,000  hospitalizations,  and  more  than  150,300  visits  to  the  ER,  and 
could  save  an  estimated  $213  million  annually. 

o  An  intervention  to  provide  training  in  conflict  resolution  skills  to  high 
risk  youth  and  adults  involved  in  violent  disputes  has  found  individuals 
receiving  the  training  are  significantly  less  likely  to  be  arrested  later 
for  assaultive  acts  than  those  in  the  control  group. 
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Recent  accomplishments  in  CDC's  efforts  to  prevent  violence  against  wonen 
Include: 

o  Funding  projects  for  demonstrating  and  evaluating  promising  methods  for 
preventing  violence  against  women  to  determine  which  programs  could  be 
implemented  on  a  wider  scale.   Evaluation  of  Intervention  programs  is  a 
key  component  of  CDC's  overall  strategy  to  discover  what  works  and 
determine  future  direction  in  this  area. 

o  Developing  plans  for  a  national  communications  effort  including 

education,  training  and  public  awareness.  This  effort  will  make  people 
recognize  that  violence  against  women  is  not  acceptable  and  that  we  can 
take  steps  to  prevent  it. 

o  Increasing  our  knowledge  through  data  collection,  research,  and  the 
evaluation  of  intervention  strategies  about  how  to  prevent  violence 
against  women.   In  addition  to  obtaining  information  on  fatal 
occurrences,  CDC  is  focusing  on  nonfatal  incidents  of  violence  which  may 
provide  an  opportunity  to  intervene  and  prevent  subsequent  incidents. 
CDC  took  the  lead  in  establishing  uniform  definitions  for  violence 
against  women. 

o  Starting  to  set  up  a  network  of  private  and  public  partnerships.  Federal 
agencies,  coalitions  of  national  organizations,  and  support  within  state 
and  local  health  departments  to  provide  the  prevention  services  needed  to 
carry  out  a  national  program. 

These  activities  were  carried  out  through  a  combination  of  extramural  and 
intramural  programs  including  5  research  grants,  3  cooperative  agreements  with 
State  Health  Departments,  and  3  cooperative  agreements  with  other  State,  local 
and  community-based  organizations. 

Funding  for  the  Injury  Prevention  and  Control  program  during  the  last  five 
years  has  been  as  follows : 

Fundlnp    FTE 


1990 

$22, 

,660, 

,000 

73 

1991 

$24, 

,036, 

,000 

73 

1992 

$27, 

,334, 

,000 

73 

1993 

$31, 

,808, 

,000 

81 

1994 

$39, 

,308, 

,000 

77 

Rationale  for  Budpet  Request 

CDC  proposes  to  spend  $39,308,000  in  FY  1995,  the  sane  as  the  FY  1994 
appropriation,  for  a  national  injury  prevention  and  control  program  the 
objective  of  which  is  to  prevent  premature  death  and  disability,  and  reduce 
human  suffering  and  medical  costs  caused  by  falls,  fires  and  bums,  poisoning, 
drowning,  motor  vehicle  crashes,  and  violence,  including  homicide  and  suicide. 
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In1\irv  Prevention  and  Control 
MAJOR  PROGRAMMATIC  BUDGET  FUNCTION 


FY  1993       FY  1994      FY  1995 
A££ual   ADProprtatlon    Estimate 

Unintentional  Injury  Prevention    $20,408        $20,596     $20,596 

Intentional  Injury  Prevention: 

Minority  Youth  Violence 

Prevention  5.700  5.700      5.700 

Other  Intentional  Injury 

Prevention  5.700         13.012     13.012 

Subtotal  International  Injury       11.400         18.712     18.712 
Total  Injury  Prevention 

and  Control  $31,808        $39,308     $39,308 

Included  above: 

Injury  Control  Research  $6,300         $6,500     $6,500 

Centers 
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Occupational  Safety  and  Health 

Authorizing  Legislation  -  Sections  301,  304,  306,  308,  310,  311,  327,  of  the 
Public  Health  Service  Act,  Sections  20,  21,  and  22  of  the  Occupational  Safety 
and  Health  Act  of  1970,  and  Sections  101,  102,  103,  201,  202,  and  203  of  the 
Federal  Hlne  Safety  and  Health  Act  of  1977. 

Increase 
FY  1993  FY  1994  FY  1995  or 

Actual  Appropriation        Estimate  Decrease 

FTE        BA  FTE  BA  FTE  BA  FTE       BA 

Research 

921   $101,252,000  934  $115,439,000  930  $120,439,000  -4  +$5,000,000 

Training 

^^     11.092.000  ^^  12.898.000  ^^  12.898.000  ^^  -_^ 

921   $112,344,000  934  $128,337,000  930  $133,337,000  -4  +$5,000,000 

1995  Authorization   Indefinite 

Purpose  and  Method  of  Operations 

The  National  Institute  for  Occupational  Safety  and  Health  (NIOSH)  in  CDC  is 
charged  with  conducting  a  national  program  of  occupational  safety  and  health 
research  and  dissemination.   The  purpose  of  this  program  is  to  establish  and 
disseminate  scientific  and  public  health  information  necessary  to  ensure  safe 
and  healthful  working  conditions  for  the  124  million  American  working  men  and 
women . 

Occupational  injuries  occur  at  twice  the  rate  of  injuries  in  the  home  or  in 
public  places.   Severe  occupational  trauma  is  second  only  to  the  motor-vehicle 
incidents  as  a  cause  of  unintentional  death  in  the  United  States.   The 
National  Traumatic  Occupational  Fatality  Surveillance  system  estimates  that 
over  6,400  men  and  women  are  killed  at  work  each  year.   That  is  more  than  one 
worker  every  20  minutes  of  the  workweek.   The  highest  number  of  fatalities 
occur  in  the  mining,  construction,  transportation,  and  agriculture  industries. 
In  addition,  to  these  fatal  injuries,  estimates  that  approximately  12  million 
non-fatal  injuries  each  year  to  men  and  women  at  work.   The  Bureau  of  Labor 
Statistics  (BLS)  estimates  that  about  4  of  every  100  workers  are  disabled  by 
these  injuries.   The  majority  of  all  of  these  deaths  and  injuries  are  caused 
by  preventable,  unsafe  conditions. 

Several  research  organizations  have  estimated  costs  for  occupational  Injuries 
in  America.   According  to  RAND  in  a  1991  study  of  injury  costs  entitled, 
Compensation  for  Accidental  Injuries  in  the  United  States,  accidents  occurring 
on  work  time  Impose  the  greatest  annual  costs  of  injury  in  America,  totalling 
$83  billion.   The  National  Safety  Council  estimated  that  the  total  cost  of 
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work-related  Injuries  in  1991  was  $63.3  billion,  and  the  total  number  of  days 
lost  was  75  million. 

To  prevent  work-related  hazards,  NIOSH  conducts  applied  research  with  a  corps 
of  occupational  safety  and  health  professionals  operating  in  multidisciplinary 
teams  comprised  of  engineers,  epidemiologists,  industrial  hygienists, 
physicians,  and  toxicologists .   Intramural  efforts  are  complemented  by  grants, 
contracts,  and  cooperative  agreements  to  form  a  comprehensive  and  integrated 
program  consisting  of  four  components:  identification  of  hazards,  research  on 
causes  and  prevention  of  occupational  injuries  and  Illnesses,  dissemination  of 
research  findings  and  recommendations,  and  training  of  those  involved  in 
preventing  disease  and  injury  at  work. 

Surveillance :  Recognizing  and  responding  to  workers  needs  for  prevention. 

Surveillance  programs  are  crucial  to  the  identification  of  the  industries  and 
occupations  in  greatest  need  for  prevention  and  intervention  efforts.   NIOSH 
surveillance  programs  include  the  Sentinel  Event  Notification  System  for 
Occupational  Risks  (SENSOR) ,  the  National  Traumatic  Occupational  Fatalities 
(NTOF)  database,  the  Fatal  Accident  Circumstances  and  Epidemiology  (FACE) 
program,  the  Coal  Workers'  Pneumoconiosis  program,  and  the  NIOSH  Health  Hazard 
Evaluation  and  Technical  Assistance  Program. 

Applied  Research:  Understanding  causes  and  developing  interventions  for 
occupational  illness  and  injury. 

Applied  research  focuses  on  understanding  and  preventing  the  causes  of 
occupational  illnesses  and  injuries  identified  through  surveillance. 
Extramural  research  is  conducted  through  individual  project  grants  conducted 
by  scientists  across  the  country.   Extramural  research  enables  NIOSH  to 
efficiently  direct  research  in  areas  which,  if  conducted  intramurally,  would 
require  extensive  resources  and  development  time. 

Funding  for  the  Occupational  Safety  and  Health  program  during  the  last  five 
fiscal  years  has  been  as  follows : 

Funding    FTEs 


1990 

$  84 

665 

000 

792 

1991 

$  96 

980 

000 

825 

1992 

$103 

450 

000 

947 

1993 

$112 

344 

000 

921 

1994 

$128 

337 

000 

934 

Rationale  for  the  Budget  Request 

The  FY  1995  request  for  Occupational  Safety  and  Health  is  $133,337,000,  a 
$5,000,000  increase  over  the  FY  1994  appropriation.   At  this  level,  continued 
support  will  be  provided  for  research  grants;  dissemination  of  prevention 
practice  guidance;  construction  safety  and  health  and  training  professionals 
in  occupational  safety  and  health. 
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The  request  Includes  an  Increase  of  $5,000,000  for  Intramural  research. 
Additional  support  will  be  provided  for  research  programs  for  the  prevention 
of  safety  and  work-related  health  problems.   Prevention  of  occupational 
disease  ultimately  depends  on  the  recognition  of  an  association  between 
workplace  exposure  and  human  health  response.   The  willingness  of  regulators, 
employers,  and  workers  to  control  the  exposure  depends  on  how  scientifically 
credible  the  case  for  casualty  is  made.   Recognition  of  causal  associations  is 
based  on  an  intricate  interplay  of  field  and  laboratory  evidence.   Increased 
funding  in  this  area  will  enable  NIOSH  to: 

clarify  relationships  between  complex  mixtures  of  workplace  exposures 
and  human  health  effects 

develop  refined  methods  for  defining  biologically  relevant  Indices  of 
exposures  and  human  health  response  as  a  result  of  enhancement  in 
particle  characterization  and  molecular  biology 

simulate  actual  worksite  conditions  which  will  enable  NIOSH  to  identify 
critical  factors  associated  with  injury  and  hazardous  exposures  and  to 
develop  interventions  that  address  these  critical  factors 

build  protective  technologies  applied  research  program  in  the  area  of 
microsensors  and  nanosensors,  devices  which  combine  sophisticated 
capability  for  sensing  dangerous  environments,  substance  and  conditions 
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Occupational  Safety  and  Health 
Funding  By  Activity 


FY  1993  FY  1994  FY  1995 

Intramural  Research  Actual*  Appropriation**  Estimate** 

Identification: 

Surveillance  $11,020,000  $11,150,000  11,250,000 

Health  Hazard  Evaluation/Technical 

Assistance  10,800,000  10,950,000  11,100,000 

Targeted  Research: 

Occupational  Lung  Diseases  10,800,000  12,100,000  12,600,000 

Musculoskeletal  Injuries  2,370,000  4,000,000  5,000,000 

Occupational  Cancers  5,800,000  6,300,000  7,000,000 

Severe  Occupational  Traumatic  Injuries  3,050,000  6,900,000  7,500,000 

Occupationally  Related  Cardiovascular  750,000  1,300,000  1,500,000 

Diseases 

Disorders  of  Reproduction 2,450,000  2,900,000  3,200,000 

.  Neurotoxic  Disorders  1 , 350 , 000  2 , 300 , 000  2 , 500 , 000 

Noise- Induced  Hearing  Loss  750,000  1,000,000  1,300,000 

Dermatologic  Conditions  625, 000  800 , 000  900 , 000 

Psychologic  Disorders  975 , 000  1 , 200 , 000  1 . 500 , 000 

Control  (t   Personal  Protective  Equipment.  9,000,000  11,777,000  12,149,000 

Dissemination  8.000.000  8.000.000  8.178.000 

Subtotal $67,740,000  $80,677,000  $85,677,000 

Extramural  Research 

Identification: 

Surveillance 8.280,000  8,280,000  8,280,000 

Health  Hazard  Evaluation/Technical 

Assistance  300,000  300,000  300,000 

Targeted  Research: 

Occupational  Lung  Diseases  5 , 400 , 000  5 , 400 , 000  5 , 400 , 000 

Musculoskeletal  Injuries  1,800,000  2,300,000  2,300,000 

Occupational  Cancers  4,500,000  4,500,000  4,500,000 

Severe  Occupational  Traumatic  Injuries  1,762,000  2,512,000  2,512,000 

Occupationally  Related  Cardiovascular  400,000  400,000  400,000 
Diseases 

Disorders  of  Reproduction  2,000,000  2,000,000  2,000,000 

Neurotoxic  Disorders  1,300,000  1,300,000  1,300,000 

Noise- Induced  Hearing  Loss  800,000  800,000  800,000 

Dermatologic  Conditions  475,000  475,000  475,000 

Psychologic  Disorders  775,000  775,000  775,000 

Control  &  Personal  Protective  Equipment  3,320,000  3,320,000  3,320,000 

Dissemination  2.400.000  2.400.000  2 . 400 . 000 

Subtotal $33,512,000  $34,762,000  $34,762,000 

Training $11,092,000  $12,898,000  $12,898,000 

Total,  Occ.  Safety  6i  Health  $112,344,000  $128,337,000  $133,337,000 


*  Includes  $7,993,847  in  research  grants 
**  Includes  $9,243,900  in  research  grants 
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Epidemic  Services 

Authorizing  Legislation  -  Section  301.  307,  310,  311,  325,  327,  352,  353,  and 
361  through  369,  and  1102  of  the  Public  Health  Service  Act. 

Increase 
FY  1993  FY  1994  FY  1995  or 

ActMfll  Appropriation       Estimate        Decrease 

FTE BA FTE BA FTE BA FTEBA 

1.062   $73,520,000   947   $73,520,000   941   $73,520,000    -6   --- 
1995  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

As  part  of  CDC's  efforts  to  Implement  the  Year  2000  National  Prevention 
Objectives,  CDC  conducts  a  program  of  scientific  Inquiry  and  applied  research 
to  solve  public  health  problems  and  supports  selected  programs  to  assist 
states,  health  organizations,  and  others  In  the  health  field  to  achieve 
prevention  goals. 

Resolving  public  health  problems  rapidly  will  ensure  cost  effective  health 
care  and  enhance  health  promotion  and  disease  prevention.   Activities 
Involving  rapid  solution  range  from  local  Identification  of  food  poisoning  to 
national  Investigations,  such  as  Legionnaires  disease  and  Eoslnophllla  Myalgia 
Syndrome.   CDC  efforts  will  continue  to  provide  the  U.S.  with  a  trained 
professional  staff  able  to  Investigate  health  problems  which  affect  the  U.S. 
population. 

The  objectives  of  the  epidemic  services  activity  are  to: 

o  Provide  for  the  prevention  and  control  of  epidemics  and  protect  the  U.S. 
population  from  public  health  crises  Including  biological  and  chemical 
emergencies ; 

o  Develop,  operate,  and  maintain  surveillance  systems,  analyze  data,  and 
respond  to  public  health  problems  when  Indicated.   Public  health 
surveillance  data  Is  used  to  estimate  the  Incidence,  prevalence,  and 
distribution  of  diseases  and  Injuries;  monitor  trends  over  time; 
Identify  subgroups  at  increased  risk;  set  priorities  for  Intervention 
programs ;  evaluate  Intervention  programs ;  assess  risk  factors  for 
acquiring  a  disease;  make  projections  of  future  disease  burden  on 
society;  and  detect  epidemics.   CDC's  surveillance  activities  involve 
close  cooperation  among  Federal,  state,  and  local  governments  and  the 
private  medical  community  to  provide  effective  public  health  services. 

o  Train  public  health  epidemiologists;  including  the  Epidemic  Intelligence 
Service  (EIS)  Program,  a  2-year  post-doctoral  program  in  applied 
epidemiology.   The  EIS  Program  enables  public  health  professionals  to 
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attain  proficiency  In  the  practice  of  epidemiology  while  simultaneously 
providing  epidemiologic  service  to  the  states  and  the  U.S.  public. 

o  Carry  out  the  quarantine  program  as  required  by  regulations; 

o  Reduce  the  importation  of  disease  from  developing  countries  through 
reduced  morbidity  and  mortality  utilizing  the  Global  Epidemic 
intelligence  Service; 

o  Continue  the  publication  of  the  Morbidity  and  Mortality  Weekly  Report 
(MMWR) .  considered  to  be  CDC's  main  communication  mode  for  disease 
outbreaks  and  trends  in  health  and  health  behavior.   The  MMWR  is 
disseminated  to  over  700,000  people  who  work  in  the  fields  of  public 
health.  The  MMWR  is  also  available  through  a  commercial  electronic 
communications  network  to  private  physicians,  hospitals,  and  other 
appropriate  offices. 

o  Develop,  coordinate,  and  provide  efficacious,  effective,  and  economic 
prevention  strategies  in  order  to  deliver  the  best  possible  public 
health  programs  in  the  context  of  a  realistic  expenditure  of  resources; 

o  Improve  and  assist  the  development  of  state  infrastructure  by  supporting 
state  public  health  programs  and  activities. 

Funding  for  the  epidemic  services  program  during  the  last  five  years  has  been 
as  follows : 

Funding     FTE 


1990 

$ 

55 

388 

000 

931 

1991 

$ 

68 

714 

000 

958 

1992 

$ 

72 

926 

000 

972 

1993 

$ 

73 

520 

000  1,062 

1994 

$ 

73 

520 

000 

947 

Rationale  for  the  Budj^et  Request 

The  FY  1995  request  of  $73,520,000,  the  same  as  the  FY  1994  appropriation, 
will  continue  support  for  CDC's  epidemic  services  activities,  with  emphasis  on 
applied  research,  development,  and  Implementation  of  prevention  strategies  and 
public  health  programs  designed  to  ensure  rapid  health  care  and  services  for 
the  American  people. 
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Epidemic  Services 
Ma-) or  Prnfrramniatlc  Budget  Function 


Activity 

Epl  Training,  Investlg,  & 

Communication 
Epl  Surveillance 
Global  EIS 

Prevention  Effectiveness 
State  Capacity  Building 
Infant  Health  (Mortality) 
Reproductive  Health 
International  Health 
Epl  Services  Minority  Health 
Total 


FY  1993 

Actual 


FY  1994 
Appropriation 


FY  1994 
Request 


12.374 

12.374 

12.374 

13.694 

13.694 

13.694 

.650 

.650 

.650 

2.131 

2.131 

2.131 

.400 

.400 

.400 

14.345 

14.345 

14.345 

14.256 

14.256 

14.256 

2.100 

2.100 

2.100 

13.570 

I?  ,570 

13.570 

73.520 

73.520 

73.520 
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Health  Statistics 

Authorizing  Legislation  •  Title  III  of  the  Public  Health  Service  Act,  Section 
301,  304,  306,  307,  and  308. 


FY  1993 
Actual 


FY  1994 
Appropriation 


FTE 


BA 


FTE 


BA 


FTE 


FY  1995 

ES^ilpiat;? 

BA 


Increase 

or 
Decrease 

FTE   BA 


542  $80,405,000  497  $83,405,000  495  $83,405,000  -2  --- 
Less:  1%  Evaluation 

---   -28.873.000   ---   -28.873.000   ---   -28.873.000   ---   --- 

Total 

542   $51,532,000   497   $54,532,000   495   $54,532,000    -2   --- 

1995  Authorization Indefinite 

Purpose  and  Method  of  Operations: 

Program  Description:   CDC's  National  Center  for  Health  Statistics  (NCHS)  Is 
the  nation's  principal  health  statistics  agency,  whose  mission  Is  to  provide 
statistical  Information  that  will  guide  actions  and  policies  to  Improve  the 
health  of  the  American  people. 

From  a  broad  base  of  surveys  and  data  systems,  NCHS  provides  data  essential  to 
understanding  the  dynamics  of  health  and  health  care.   These  data  systems 
increase  in  importance  In  an  era  of  fundamental  reform  of  the  health  system. 
Health  reform  will  result  in  significant  changes  in  the  way  individuals 
receive  health  care,  including  the  nature  and  extent  of  Insurance  coverage, 
access  to  care,  and  utilization  of  health  services.   Changes  will  also  occur 
in  the  organization  and  delivery  of  health  services  as  providers  adapt  to 
maximize  their  position  under  a  changed  payment  system.   It  is  also  likely 
that  the  nature  and  role  of  public  health  agencies  will  change. 

Surveys  and  data  systems  conducted  provide  important  information  to  monitor 
these  changes.   Examples  of  data  Include: 

o     Fundamental  measures  of  the  health  status  of  the  nation,  including  the 
Impact  of  disease  and  disability  on  the  nation's  people,  economy,  and 
health  care  system. 

o     The  use  of  hospitals,  nursing  homes,  physician  services,  and  other 

health  services,  and  financial  and  non- financial  barriers  to  access  such 
care . 

o     The  health  of  population  groups  of  special  concern  to  the  government 
(e.g.,  racial  and  ethnic  minorities,  the  poor,  the  elderly,  and 
children)  that  are  particularly  vulnerable  as  the  system  changes. 
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o     Health  Insurance  coverage  o£  the  population,  the  extent  and  nature  of 

health  benefits  provided  by  employers,  and  the  cost  of  health  insurance 
premiums . 

o     Access  to  health  care,  and  barriers  to  care  -  including  those  that  are 
unrelated  to  Insurance  coverage. 

o     Infant  mortality,  low  birth  weight,  access  to  prenatal  care,  and  risk 
factors  associated  with  pregnancy. 

o     Death  from  cancer,  heart  disease,  HIV/AIDS,  and  other  causes,  and  trends 
in  mortality  and  life  expectancy,  used  to  guide  research  and  public 
health  program  priorities. 

o     Personal  health  habits  such  as  smoking,  alcohol  abuse,  and  nutrition,  as 
well  as  public  awareness  of  health  risks,  such  as  transmission  of  HIV  - 
and  the  success  of  public  health  programs  in  influencing  these  habits. 

NCHS  conducts  a  broad-based  program  of  ongoing  and  special  studies  to  meet  the 
nation's  needs  for  high-quality  health  information,  supported  by  programs  to 
analyze,  interpret,  and  disseminate  data,  and  to  advance  statistical  and 
survey  methods.   The  Request  provides  for  continued  operation  of  major  surveys 
and  data  systems  and  specifically  to  conduct  the  following  programs  in  FY 
1995. 

o    National  Vital  Statistics  System:   Through  this  program  NCHS  obtains 

detailed  data  on  births,  deaths,  and  other  vital  events  from  certificates 
registered  in  each  state.   A  related  followback  survey  based  on  a  sample 
of  20,000  death  certificates  will  learn  more  about  socioeconomic 
differentials  in  mortality,  the  role  of  smoking  and  alcohol  in  mortality, 
and  risk  factors  associated  with  death. 

o    Personal  Interview  Surveys:   The  National  Health  Interview  Survey  will 
continue  data  collection  for  the  "core"  survey  and  for  data  on  family 
resources.   In  addition  to  ongoing  items  on  the  "core"  questionnaire, 
additional  reimbursable  and  other  funding  sources,  if  available,  will 
support  data  on  AIDS/HIV  Knowledge  and  Attitudes,  immxinization,  Healthy 
People  2000,  Access  to  Care  and  Disability.   The  National  Survey  of 
Family  Growth,  a  periodic  survey  of  women  of  childbearing  age,  will 
continue. 

o    The  National  Health  and  Nutrition  Examination  Survey  (NHANES>:   Data  are 
obtained  through  physical  examinations,  clinical  and  laboratory  tests, 
and  interviews.   Data  collection  from  NHANES  III  will  be  completed  and 
planning  for  subsequent  NHANES  will  continue. 

o    Surveys  of  Health  Care  Providers:   Annual  collection  of  data  from 

hospitals,  emergency  rooms,  outpatient  clinics,  home  health  agencies, 
hospices,  physicians  practicing  in  private  offices  and  free-standing 
surgicenters ,  will  continue  under  the  National  Health  Care  Survey. 
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Minority  and  Socioeconomic  Differences  In  Health:   Includes  the  support 
of  Investigator- Initiated  grantees  as  well  as  research  and  Implementation 
of  Improvements  In  national  data  systems. 

In  collaboration  with  other  PHS  Agencies,  continued  followup  will  be 
conducted  on  Individuals  Identified  In  the  first  National  Health  and 
Nutrition  Examination  Survey  (the  NHANES  I  Epidemiologic  Followup  Study), 
and  several  components  of  the  National  Health  Interview  Survey. 

Activities  In  analysis,  dissemination  of  data,  and  research  and 
methodology  will  continue. 

Automation  and  technology  development  activities  targeted  to  Improve  the 
timeliness  and  quality  of  health  data,  and  to  Improve  access  to  that 
data,  will  continue. 


Funding  for  the  Health  Statistics  program  during  the  last  five  years  has  been 
as  follows: 

Funding       1%  Eval        FTE 


1990 

47 

077 

000 

19 

000 

000 

490 

1991 

51 

406 

000 

19 

000 

000 

490 

1992 

50 

308 

000 

29 

400 

000 

516 

1993 

51 

532 

000 

28 

873 

000 

542 

1994 

54 

532 

000 

28 

873 

000 

497 

Rationale  for  Budget  Request 

The  FY  1995  request  Includes  $54,532,000  and  $28,873,000  from  1%  evaluation 
funds,  the  same  as  the  FY  1994  appropriation,  to  continue  the  data  reporting. 
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FY  1993 

FY  1994 

FY  1995 

A?t;u*l 

AoDroorlatlon 

G^cimA;:? 

Program  Output  Data: 

National  Vital  Statistics: 

Budget  Authority         5,018,000 

5,018,000 

5.018,000 

Evaluation  Funds         9.383.000 

9.393.Q9Q 

?.???.  9<?Q 

Sub -Total               14,401,000 

14,401,000 

14.401,000 

Personal  Interview  Surveys: 

Budget  Authority         2,916,000 

4,916.000 

4,916,000 

Evaluation  Funds         $.J66.000 

6.366.000 

«.3«.<?90 

Sub -Total                9,282,000 

11,282,000 

11,282,000 

Health  Examination  Surveys: 

Budget  Authority         1,927,000 

1,927,000 

1.927.000 

Evaluation  Funds         5.442.000 

5.442.90Q 

5.4^2.999 

Sub-Total                7,369.000 

7,369,000 

7,369,000 

Surveys  of  Health  Providers: 

Budget  Authority         2,634,000 

2,634,000 

2,634.000 

Evaluation  Funds         2.320.000 

2.329.009 

2.329.999 

Sub-Total                4,954,000 

4,954,000 

4.954,000 

Minority  &  Socioeconomic  Differences: 

Budget  Authority          886,000 

886,000 

886,000 

Evaluation  Funds                Q 

0 

0 

Sub -Total                 886,000 

886.000 

886,000 

Subtotal,  Survey  Operations 

Budget  Authority        13,381,000 

15.381,000 

15,381,000 

1%  Evaluation  Funds      23.511.000 

23.511.000 

23.511.000 

Sub-Total,  Survey       36,892,000 

38,892.000 

38,892.000 

Operations 

Base  Costs  Related  to  Surveys: 

Budget  Authority  38,151.000  39.151.000  39.151.900 
Evaluation  Funds  5.362.000  5.362.000  5.362.000 
Sub-Total  43.513.000        44.513,000        44,513,000 


NCHS  TOTALS: 

Budget  Authority  51,532,000  54,532,000  54,532,000 

Evaluation  Funds  28.873.000  28.873.000  28.873.000 

Totals  80.405.000  83,405,000  83,405,000 
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HIV  Prevention 

Authorizing  Legislation-Sections  301,  307,  310,  311.  317,  327,  352,  and  1102 
of  the  Public  Health  Service  Act. 


Increase 

FY  1993 

FY  1994 

FY  1995 

or 

Actual 

Appropriation 

Estimate 

Decrease 

FTE        BA 

FTE        BA 

FTE       BA 

FTE    BA 

974   $498,253,000 

982   $543,253,000 

964   $543,253,000 

-18 

1995  Authorization: 

Indef 1 

nlte. 

PurBose  and  Method  of  ODeratlons 

The  mission  of  CDC  is  to  prevent  HIV  infection  and  to  reduce  associated 
morbidity  and  mortality,  in  collaboration  with  coimnunity,  state,  national,  and 
international  partners.   To  accomplish  it's  mission,  CDC  has  developed  a 
"Strategic  Plan  for  Preventing  Human  Immunodeficiency  Virus  (HIV)  Infection", 
which  includes  the  following  five  Critical  Success  Factors: 

I.  Monitor  the  epidemic. 

II.  Improve  public  understanding  of  the  HIV  epidemic. 

III.  Prevent  risk  behaviors  among  students. 

IV.  Prevent  or  reduce  behaviors  or  practices  which  transmit  HIV. 

V.  Increase  individual  knowledge  of  HIV  serostatus  and  improve  referral 
to  appropriate  prevention  and  treatment  services. 

HIV  infection  continues  to  be  one  of  the  nation's  major  public  health  problems 
with  an  estimated  1,000,000  Americans  already  infected.  From  1981  through 
September  1993,  CDC  received  reports  of  339,250  AIDS  cases  and  204,390  deaths. 
By  the  end  of  1994,  the  cumulative  total  of  AIDS  cases  in  the  United  States  is 
projected  to  reach  455,000-570,000  and  result  in  330,000-385,000  deaths.  Each 
year,  an  estimated  40.000  or  more  new  HIV  infections  are  occurring.  The  HIV 
epidemic  is  particularly  devastating  to  young  Americans. 

In  the  Public  Health  Service  (PHS) ,  the  challenge  posed  by  HIV  infection  has 
involved  all  agencies,  with  coordination  provided  by  the  National  AIDS  Program 
Office  and  the  PHS  Executive  Task  Force  on  AIDS.   Within  this  operating 
framework,  CDC  is  the  designated  lead  PHS  agency  for  HIV  education/prevention; 
disseminating  prevention  guidelines;  and  training  laboratorians  and  other 
health  workers. 

CDC's  HIV  prevention  program  represents  close  collaboration  with  other  PHS 
agencies.   Successful  Implementation  of  the  program  involves  collaborating 
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wlch  and  providing  financial  assistance  to  state  and  local  health  and 
education  agencies,  national  and  local  minority  organizations,  national  and 
community-based  organizations  (CBOs),  academia,  business  and  labor,  and 
religious  organizations.   Approximately  70  percent  of  CDC's  HIV  budget  is 
allocated  extramurally,  primarily  through  state  and  local  health  and  education 
agencies. 

Publicly  funded  HIV  counseling,  testing,  referral,  and  partner  notification 
services  are  cost -saving  if  at  least  one  out  of  every  81  people  who  learn  they 
are  HIV-positive  adjusts  his  or  her  behavior  to  prevent  at  least  one  new  HIV 
Infection.   If  only  one  new  infection  is  prevented  for  every  five  persons 
identified  as  being  HIV-positive,  then  approximately  $15-$25  is  saved  for 
every  dollar  spent.   Using  only  medical  care  costs  averted,  the  cost  savings 
of  preventing  an  HIV  infection  has  been  estimated  to  be  $84,131. 

HIV  prevention  ftmdlng  for  the  last  five  years  has  been  as  follows: 

Funding     HE 


1990 

$442, 

,826, 

,000 

865 

1991 

$496, 

,960, 

,000 

955 

1992 

$477, 

,120. 

,000 

969 

1993 

$498, 

,253 

,000 

974 

1994 

$543, 

,253 

,000 

982 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $543,253,000,  the  same  as  the  FY  1994  appropriation, 
will  continue  the  prevention  programs  funded  in  FY  1994. 

In  FY  1995,  CDC  will  continue  to  provide  funds  to  state/local  health 
departments  to  develop  and  implement  Integrated  community  plans  directed 
toward  the  prevention  of  HIV  Infection  by:  (1)  providing  models  for  conducting 
community  needs  assessment  and  determining  the  size  of  the  public  health 
problem  and  its  impact  on  various  population  groups  within  that  given 
community;  (2)  encouraging  health  departments  to  establish  wider  planning 
bodies  and  develop  HIV  partnerships  with  other  relevant  sectors  of  the 
community;  (3)  promoting  the  adaptation  of  national  objectives  into  action 
plans  tailored  to  meet  community  needs;  (4)  prioritizing  unmet  needs  to  assure 
the  best  use  of  available  resources;  (5)  developing  Integrated  community  plans 
that  address  HIV  prevention  needs  and  assure  linkages  to  health  care  among 
those  identified  as  infected  through  early  Intervention  services;  (6) 
coordinating  services  between  HIV  and  substance  abuse,  TB,  STD,  and 
reproductive  health;  (7)  reducing  wasteful  duplication  among  community 
agencies  providing  similar  services;  and  (8)  evaluating  progress  toward 
established  goals. 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

HIV/AIDS 

(Dollars  in  Thousands) 

FY  1994    FY  1995       Increase  or 
Approp ■    Estimate      Decrease 

I.   Basic  Science  Research  $5,055      $5,055  $0 

II.   Risk  Assessment  &  Prevention 

A.  Surveillance  90,212     90,212  0 

B.  Population-based  research; 

nat  hist,  trans,  risk 
factors 

C.  Information  &  education/ 

preventive  services 

High  Risk  or  Infected 
Persons 

-  Counseling,  testing,  and 

partner  notification 

-  HIV/IDU  prevention 

activities 

HIV  prevention  among 

drug  users  (non-add)    (29,618)    (29,618)  0 

HE/RR-IDUs  (non-add)     (7,02A)     (7,024)  0 

-  HE/RR  22,434  22,434  0 

-  Women  &  Infants  22,776  22,776  0 

-  Tuberculosis  23.715  23,715  0 

-  Hemophilia  14,652  14.652  0 

-  Implementing  HIV 

Community  Planning         13,000      13,000  0 

-  Special  Projects  4,395      4,395  0 

Special  minority 
initiatives 

School  &  college  aged 
youth 

General  public  &  special 
programs 

Prevention  capacity 

enhancement  11.752      11.752  fl 

CDC  Total $543,253    $543,253  $0 

NOTE:    The  HIV  prevention  cooperative  agreements  expenditures  will  be 
determined  through  community  planning  processes. 
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40.862 

40.862 

407,124 

407.124 

250.295 

250.295 

112,681 

112,681 

36.642 

36.642 

(29,618) 

(29,618) 

(7,024) 

(7,024) 

22,434 

22,434 

22,776 

22,776 

23.715 

23,715 

14.652 

14.652 

13.000 

13,000 

4.395 

4,395 

54.616 

54,616 

48,264 

48,264 

42.197 

42,197 

11.752 

U.752 

$543,253 

$543,253 
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CDC  HXV/XIDB    DETAILED   FDKCTXOIIAL   TABLE 


1993 


1994 


1995 


EXTRAMURAL  PROGRAMS 


Change 
94/95 


State  Health  Departmentt:                                                                | 

Incidence/Prevalence  Surveys 

$18,759,413 

$18,759,413 

$18,759,413 

$0 

HIV/AIDS  Case  Surveillance  & 
Eval  Studies 

$25,218,640 

$25,218,640 

$25,218,640 

$0 

Epi  Studies 

$1,500,000 

$1,500,000 

$1,500,000 

$0 

Health  Education/Risk 
Reduction 

$14,840,132 

$17,561,576 

$17,561,576 

$0 

Counseling,  Testing,  Partner 
Notification 

$64,644,799 

$74,257,509 

$74,257,509 

$0 

HIV  Prevention  Among  Drug 
Users 

$17,970,879 

$22,062,650 

$22,062,650 

$0 

Special  Minority  Initiatives 

$10,310,099 

$18,273,376 

$18,273,376 

$0 

School  &  College -Aged  Youth 

$0 

$0 

$0 

$0 

Public  Information 

$7,352,473 

$5,763,786 

$5,763,786 

$0 

HIV/TB 

$5,248,886 

$5,248,886 

$5,248,886 

$0 

Cominunity  Planning 

$13,000,000 

$13,000,000 

$0 

Other 

$1,955,101 

$1,955,101 

$1,955,101 

$0 

Subtotal,  States  Health  DepCs. 

$167,800,422 

$203,607,949 

$203,607,949 

$0 

Local  Health  Departments:                                                            | 

Incidence/Prevalence  Surveys 

$2,696,890 

$2,696,890 

$2,696,890 

$0 

HIV/AIDS  Case  Surveillance  & 
Eval.  Studies 

$7,237,312 

$7,237,312 

$7,237,312 

$0 

EPI  Studies 

$5,000,000 

$5,000,000 

$5,000,000 

$0 

Health  Education/Risk 
Reduction 

$3,338,900 

$3,976,586 

$3,976,586 

$0 

Counseling,  Testing,  Partner 
Notification 

$16,551,633 

$13,921,266 

$13,921,266 

$0 

HIV  Prevention  Among  Drug 
Users 

$4,205,121 

$7,364,846 

$7,364,846 

$0 

Special  Minority  Initiatives 

$3,671,607 

$5,425,608 

$5,425,608 

$0 

School  &  College  Aged  Youth 

$696,484 

$1,273,265 

$1,273,265 

$0 

Public  Information 

$1,547,968 

$1,247,861 

$1,247,861 

$0 
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1 

1993 

1994 

1995 

Change 
94/95 

1       EXTRAMURAL  PROGRAMS 

HIV/TB 

$2,876,953 

$2,876,953 

$2,876,953 

$0 

Other 

$9,482,938 

$9,482,938 

$9,482,938 

$0 

Subtotal,  Local  Health 
Departments 

$57,305,806 

$60,503,525 

$60,503,525 

$0 

State  Education  Agencies 

$15,569,462 

$15,569,462 

$15,569,462 

$0 

Community- Based  Organizations:                                                        | 

Local  Education  Agencies 

$5,900,000 

$5,900,000 

$5,900,000 

$0  1 

CBOs 

$19,377,008 

$19,377,008 

$19,377,008 

$0  1 

Universities/Hospitals 

$19,682,038 

$19,682,038 

$19,682,038 

$0 

Other  Governmental 

$2,006,200 

$2,006,200 

$2,006,200 

$0 

Other  Non-Government: 

$68,355,811 

$77,464,115 

$77,464,115 

$0 

TOTAL,  EXTRAMURAL  PROGRAMS 

$355,996,747 

$404,110,297 

$404,110,297 

$0 

1       INTRAMURAL  PROGRAMS                                                                 | 

Comprehensive  HIV  Prevention 
Activities 

$142,256,253 

$139,142,703 

$132,571,168 

$0 

TOTAL  INTRAMURAL  PROGRAMS 

$142,256,253 

$139,142,703 

$132,571,168 

$0  1 

GRAND  TOTAL,  CDC  HIV/AIDS 
PROGRAMS 

$498,253,000 

$543,253,000 

$543,253,000 

5°. 
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Bulldlnp  and  Facilities 

Authorizing  Legislation  -  Section  321  (a)  o£  the  Public  Health  Service  Act. 


Increase 

FY  1993 

FY  1994 

FY  1995 

or 

Actual 

Approorlatlon 

Estimate 

Peeress? 

FTE       BA 

FTE       BA 

FTE       BA 

FTE       BA 

---   $16,648,000 

$16,648,000 

$3,648,000 

---   -$13,000,000 

1995  Authorization 

Indefinite 

Purpose  and  Method 

of  Operation? 

CDC's  management  has  the  responsibility  to:  assure  that  the  CDC  has  adequate 
facilities  and  equipment  to  do  Its  job;   assure  that  all  facilities, 
particularly  laboratories,  are  safe  for  both  workers  and  the  community; 
protect  the  facility  Investment  by  preventing  deterioration  and  by  upgrading, 
where  necessary;  ensure  that  buildings  and  facilities  meet  current  required 
standards;  and  meet  the  Centers'  responsibility  to  reduce  or  conserve  the 
energy  necessary  to  operate  the  Centers'  facilities  and  equipment. 

To  meet  these  goals,  the  Centers'  management  continuously  monitors  the  need 
for  repairs  and  Improvement  of  the  facilities.  Priority  rankings  are  assigned 
to  each  required  project  to  ensure  the  accomplishment  of  those  projects  which 
are  mandatory  to  protect  the  facility  investment  of  the  Centers.  Management 
also  determines  the  need  for  and  schedules  major  renovations,  construction, 
and  other  facility  and  equipment  projects. 

Funding  for  the  building  and  facilities  program  during  the  last  five  years  has 
been  as  follows : 

Funding    £I£ 

1990  $6,910,000 

1991  $31,951,000 

1992  $25,560,000 

1993  $16,648,000 

1994  $16,648,000 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $3,648,000,  a  reduction  of  $13,000,000,  will  fund 
facility  maintenance  and  equipment.   Included  is  an  estimated  $515,000  to 
reimburse  GSA  for  the  lease -purchase  payment  for  the  new  office  building  in 
Chamblee.  Georgia.  The  FY  1995  decrease  includes  a  reduction  of  $10,000,000 
for  purchase  of  new  equipment  for  the  new  Morgantown.  WVA  laboratory  and  a 
$3,000,000  reduction  In  repair  and  improvement  activities. 
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Program  Management 

Authorizing  Legislation  -  Titles  III,  Section  794  of  title  VII,  XV,  XVII,  XIX, 
XXVI,  XXVII  "  and  section  1102  of  the  Public  Health  Service  Act,  sections  101, 
102,  103,  201,  202,  and  203  of  the  Federal  Mine  Safety  and  Health  Act  of 
Safety  and  Health  Act  of  1970. 

Increase 
FY  1993  FY  1994         FY  1995  or 

Actual         Appropriation      Egtimat?        Pggrgfl?? 

FTE BA FTE BA FTE BA FTE   BA 

70   $3,388,000    68   $3,131,000    68   $3,131,000   

1995  Authorization Indefinite 

Purpose  and  Method  of  Operations 

Effective  and  efficient  administrative  management  is  provided  to  all  the 
Centers,  Offices,  Institute,  and  staff  elements  of  CDC. 

Other  goals  are  to: 

o    Assure  there  is  an  effective  and  coordinated  prevention  approach 

throughout  the  country  and  to  plan  for  meeting  the  Year  2000  Prevention 
Objectives  for  the  nation. 

o    Maintain  liaison  within  and  outside  the  Federal  Government  in  matters 
relating  to  prevention  and  occupational  safety  and  health. 

o    Maintain  a  focal  point  to  provide  national  leadership  in  prevention  and 
occupational  safety  and  health. 

o    Ensure  that  the  programs  of  the  agency  are  efficiently  managed  and 
internally  and  externally  coordinated. 

o    Continue  safety  management  and  other  activities  to  ensure  the  safest 
and  most  effective  use  of  the  Centers'  laboratories. 

o    Provide  safe  and  adequate  facilities  for  the  operations  of  CDC. 

This  activity  supports  the  overall  direction  and  management  to  the  Centers  for 
Disease  Control  and  Prevention,  which  Includes  management  policy,  program 
planning  and  evaluation,  science  policy  and  review,  equal  opportunity,  public 
affairs,  biosafety,  legislative  programs,  international  cooperation,  and 
planning  for  the  domestic  reactions  in  the  event  of  chemical  and/or  biological 
emergencies  or  threats.   In  addition  to  this  overall  administrative  direction, 
the  Office  of  the  Director  provides  leadership  activities  for  the  Agency  so  as 
to  assure  the  delivery  of  excellent  preventive  health  services  to  the  nation. 
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Funding  for  the  program  management  during  the  last  five  years  has  been  as 
follows : 

Funding    £IE 


1990 

$3,123,000 

69 

1991 

$3,016,000 

69 

1992 

$2,843,000 

71 

1993 

$3,388,000 

70 

1994 

$3,131,000 

68 

Rationale  for  the  Budyet  Estimate 

The  FY  1995  request  of  $3,131,000,  the  same  as  the  FY  1994  appropriation,  will 
support  skills  of  many  differing  disciplines  and  the  valuable  resources 
required  to  carry  out  the  missions  assigned  to  CDC.   The  specific  objective  of 
this  activity  is  to  coordinate  these  disciplines  and  resources  in  a  manner 
that  focuses  on  both  the  missions  of  CDC  and  responsible  stewardship  of  the 
resources  appropriated  for  those  missions. 
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Preventive  Health  and  Health  Services  Block  Crant 


FY  1993 

FY  1994 

FY  1995 

Actual 

Appropvt^t;lon 

Estimate 

Alabama 

$    2,416,438 

$   2,559.178 

$   2,559,178 

Alaska 

526,654 

558,331 

558,331 

American  Samoa 

80,928 

85,860 

85,860 

Arizona 

1,773,115 

1,876,653 

1,876,653 

Arkansas 

1,355,948 

1,435,901 

1,435,901 

California 

10.326,385 

10,914.936 

10,914,936 

Colorado 

1,859,440 

1,968,961 

1,968,961 

Connecticut 

2.214,844 

2,346,391 

2.346.391 

Delaware 

280,273 

296.491 

296,491 

Dist.  of  Columbia 

1,187,218 

1,259,712 

1,259,712 

Florida 

4,462,564 

4.716.774 

4,716,774 

Georgia 

4,660,609 

4.938.170 

4.938,170 

Guam 

336,771 

357.401 

357,401 

Hawaii 

1.193,115 

1.265.119 

1,265,119 

Idaho 

557.362 

590.157 

590,157 

Illinois 

3,561,742 

3.762.742 

3,762.742 

Indiana 

2,549,086 

2.697.463 

2,697.463 

Iowa 

1,676,182 

1.775.240 

1.775.240 

Kansas 

1.430,769 

1,515.139 

1.515.139 

Kansas  H.D. 

(1.385,160) 

(1.466.797) 

(1.466.797) 

Kickapoo  (KS) 

(45.609) 

(48.342) 

(48.342) 

Kentucky 

2.038.858 

2.158.822 

2.158.822 

Louisiana 

4.445.971 

4.714.113 

4,714.113 

Maine 

1.367,613 

1.450.216 

1.450.216 

Marshall  Islands 

39,617 

41,991 

41.991 

Maryland 

2.863.883 

3.033.067 

3.033.067 

Massachusetts 

4,144.426 

4.390.808 

4,390,808 

Michigan 

6.023.864 

6.381.031 

6,381.031 

Micronesia 

97.804 

103.690 

103.690 

Minnesota 

3.854.181 

4.085.401 

4.085.401 

Mississippi 

2.219.176 

2.352.216 

2,352.216 

Missouri 

3,797.683 

4.024.131 

4.024.131 

Montana 

1,010.860 

1.072.101 

1.072.101 

Nebraska 

2.548,164 

2.703.288 

2.703.288 

Nebraska  H.D. 

(2,502,555) 

(2.654.946) 

(2.654.946) 

Santee  Tribe 

(45,609) 

(48.342) 

(48.342) 

Nevada 

569,777 

603,007 

603.007 

New  Hampshire 

2,185,589 

2,319,061 

2.319,061 

New  Jersey 

4,397,048 

4,656,137 

4,656,137 

New  Mexico 

2,141,287 

2,271,319 

2,271,319 
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FY  1993  FY  1994  FY  1995 

Actual      Appropriation  Estimate 

New  York  10.500,078  11,119,579  11,119,579 

North  Carolina  4,145,023  4,390,390  4,390,390 

North  Dakota  390,383  413,467  413,467 

North  Mariannas  61,066  64,775  64,775 

Ohio  6,912,332  7,321,869  7,321,869 

Oklahoma  1,423,596  1,506,375  1,506,375 

Oregon  1,082,172  1,144,325  1,144,325 

Palau  32,310  34,285  34.285 

Pennsylvania  7,284,496  7.715,308  7,715,308 

Puerto  Rico  2,387.050  2,528,860  2,528.860 

Rhode  Island  725,185  768,381  768,381 

South  Carolina  1,861,215  1,970,515  1,970,515 

South  Dakota  353,683  374,396  374,396 

Tennessee  2.456,417  2,600,199  2,600,199 

Texas  6,074,094  6,421,210  6,421,210 

Utah  1,455,134  1,542,308  1,542,308 

Vermont  416,380  441,204  441,204 

Virginia  3,083,240  3,263,599  3.263.599 

Virgin  Islands  266.265  282,583  282.583 

Washington  1,504,096  1,588,908  1,588,908 

West  Virginia  1,372,740  1.454,691  1,454,691 

Wisconsin  2,977,637  3,153.678  3.153,678 

Wyoming  346.400  367.077  367.077 

GRAND  TOTAL  $143,306,236      $151,749,000      $151,749,000 
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Detail  of  Full-Tlme  Equivalent  Employment  (FTE) 

1993  1994         1995 
Actual   Appropriation   Estimate 

Office  of  the  Director 134  127          126 

Office  of  Program  Support....        787  745          741 

Office  of  Health  and  Safety..         25  24           24 

CDC  Washington  Office 10  9           9 

Office  of  Program  Planning 

and  Evaluation 20  19          19 

Office  of  Public  Affairs 21  20          20 

Epidemiology  Program  Off ice. . .       281  246          164 

International  Health  Program 

Office 153  149          148 

Public  Health  Practice 

Program  Office 236  223          222 

National  Immunization  Program         -  214          213 

National  Center  for  Chronic 
Disease  Prevention  and  Health 

Promotion 535  508          505 

National  Center  for  Environmental 

Health  369  349          347 

National  Center  for  Injury 

Prevention  and  Control 87  82           82 

National  Center  for  Health 

Statistics 626  596          592 

National  Center  for  Infectious 

Diseases 1,121  1.060        1,054 

National  Center  for  Prevention 

Services 1 .  210  965         959 

National  Institute  for  Occupational 

Safety  and  Health 917  S2A                       871 

Total,  CDC 6,542  6,212        6,096 

ATSDR 441  ^33          406 

TOTAL 6,984  6.645        6,502 

Average  GS/GM  Grade             1990:  10.2  1991:  10.4      1992:  10.1 

1993:  10.5  1994:  10.5      1995:  10.5 
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Reimbursement  and  Trust  Fund 


FY  1993             FY  1994 

Actual        Appropriation 

FTE        BA        FTE        BA 

FY  1995 

gs^tpat;:? 

FTE        BA 

Increase 

or 
Pe<?re^s? 

FTE    BA 

877   $129,866,000   863   $156,660,000 
PvinJose  and  M?^:hod  of  Op_e.iatioQ 

825   $156,660,000 

-38 

CDC's  reimbursable  activities  provide  technical  assistance  and  consultation  to 
other  agencies  and  organizations.   For  example,  agreements  in  the  areas  of 
nutrition,  global  Immunization,  family  planning  evaluation,  and  other 
preventable  disease  control  programs  with  the  World  Health  Organization  (WHO) 
allow  wider  distribution  of  vital  public  health  Information.   Also,  research 
consultation  exists  with  WHO  and  the  Pan  American  Health  Organization  (PAHO) 
in  the  areas  of  genetic  diseases,  diabetes,  and  biological  reagents. 

Public  health  data  needs  are  addressed  through  agreements  with  other  agencies 
of  the  Public  Health  Service,  the  Department  of  Health  and  Human  Services,  and 
others  associated  with  NCHS  studies.   An  arrangement  with  the  National  Park 
Service  assures  safe  drinking  water  and  sanitation  in  the  national  parks. 
Other  areas  of  CDC  consultation  Include  research  on  occupational  carcinogens, 
laboratory  tests,  investigations  and  diagnostic  reagents,  development  of 
worker  safety  guidance,  and  training  and  model  screening  programs. 

The  Clinical  Laboratory  Improvement  Amendments  of  1967  transferred 
responsibility  for  the  laboratory  licensure  programs  from  CDC  to  HCFA  which 
resulted  in  the  disbanding  of  CDC's  regulatory  staff.  Under  the  Clinical 
Laboratory  Improvement  Amendments  of  1988  (CLIA  88) ,  the  Secretary  has 
directed  that  the  CLIA  program  be  jointly  implemented  by  HCFA.  CDC.  and  FDA. 
CDC  will  provide  scientific/technical  support  related  to  patient  test 
management.  QA/QC,  personnel  requirements,  and  test  categorization;  develop 
information  materials  including  brochures,  a  slide  talk,  and  a  users  guide; 
develop  and  facilitate  information  education  for  newly  regulated  public  health 
laboratories  and  clinics,  and  work  with  HCFA  to  initiate  a  process  for 
accrediting  programs  developed  by  non-profit  organizations  and  states  to  apply 
the  CLIA  standards. 

The  CDC  program  to  implement  the  Federal  Technology  Transfer  ACT  (FTTA)  has 
three  components:   (1)  sharing  research  and  materials,  (2)  patenting 
Inventions,  and  (3)  licensing  inventions. 

CDC  scientists  have  a  long  history  of  successful  collaboration  with  scientist 
in  private  Industry  and  other  Government  agencies.   The  FTTA  allows  Government 
scientists  to  enter  into  formal  agreements  with  scientists  outside  the 
Government  and  In  other  Government  agencies.   Two  types  of  formal  agreements 
are  used  for  this  purpose.   Cooperative  Research  and  Development  Agreements 
(CRADA)  and  Biologic  Materials  Licensing  Agreements  (BMLA),  the  FTTA  gives 
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preference  to  small  business  and  to  businesses  producing  products  in  the  U.S. 
for  the  CRADA. 

Federal  participants -individuals  as  well  as  organizations-can  share  patent 
rights  amd  license  fees  for  inventions  made  jointly  under  CRADAs . 

Agency  for  Toxic  Substances  and  Disease  Registry's  (ATSDR)  objectives  under 
this  activity  will  be  to  prepare  the  health  assessments  at  National  Priorities 
List  sites,  conduct  epidemiologic  studies  and  surveillance  programs,  establish 
registries  of  exposed  person,  develop  toxicological  profiles  euid  initiate  the 
appropriate  accompcuiying  research  to  fill  the  significant  gaps  in  knowledge. 

Rationale  for  the  Budget  Request 

CDC/ATSDR  prevention  efforts  will  continue  through  the  reimbursable  activity 
which  is  directed  toward  improving  the  health  of  individuals  though  preventive 
care  cuid  health  programs.   HHS  plans  to  submit  legislation  to  make  ATSDR  part 
of  CDC,  and  to  request  funds  directly  from  Superfund  in  future  years. 


Agency 


Department  of  Defense 
Health  assessment  amd  other 
related  activities  at  various  DOD 
facilities;  perform  laboratory 
tests  eind  investigations. 

National  Library  of  Medicine 
ACTIS  database  service  through  CDC 
NAC. 

Occupational  Safety  and  Health 

Administration 

Evaluation  of  OSH  training 

programs . 

Intergovernmental  Personnel  Act 
aind  User  Fees 

Respirator  certification.  Vessel 
Sanitation  Prograun,  training 
courses.  Reference  Reagents; 
various  travel  in  support  of  the 
CDC  mission;  IPA  assistance  to 
Arkansas,  Connecticut,  Delaware, 
Georgia,  Indiama,  Kansas, 
Louisiana,  Missouri,  New  York, 
Puerto  Rico,  and  Texas. 


Actual 
FY  1993 

$10,000,000 


232,000 


52,000 


466,000 


Estimated 
FY  1994 

$10,500,000 


Estimated 
FY  1995 

$10,500,000 


243,600 


54,600 


489,300 


243,600 


54,600 


489,300 
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Department  of  Health  and  Human 
Services 

To  provide  technical  and 
consultation  advice  In  areas  of 
Genetic  Diseases;  conduct  various 
epidemiological  studies  designed 
to  aid  research  projects,  conduct 
overseas  screenings  for  refugee 
resettlement;  Includes  $28,873,152 
for  evaluation  transferred  from 
OASH  to  CDC  for  the  National 
Center  for  Health  Statistics; 
Clinical  Laboratory  Improvement 
Amendments  of  1988  (CLIA) . 

Department  of  State 
Child  survival  program  for 
combating  childhood  diseases; 
African  regional  programs  for 
strengthening  of  health  and 
delivery  systems;  Malaria  control 
and  Malaria  vaccine  network; 
development  of  monoclonal 
antibodies  to  fllarla  specific 
antigens. 

Department  of  Veterans'  Affairs 
Conduct  various  laboratory  tests. 

Department  of  the  Interior 
Support  the  National  Park 
Service's  environmental  sanitation 
program. 

Department  of  Enerji^ 
Management  of  energy  related 
research- - Includes  authority , 
resources,  and  responsibilities 
for  the  design,  implementation, 
analysis  and  scientific 
Interpretation  of  analytic  epi 
studies;  coal- fueled  diesel  engine 
exhaust  products;   health 
assessment  studies  at  DLA 
facilities. 

Department  of  Transportation 
Testing  sample  collections  of 
gasoline  and  diesel  oil  vapors. 

Department  of  Agriculture 
Provide  home  study  materials  for 
training  purposes. 


83,465,000 


87,638,250 


87,638,250 


24,000,000 


25,200,000 


25,200,000 


126,000 


1,100,000 


20,000.000 


132,300 


1,155.000 


21,000,000 


132.300 


1,155.000 


21,000,000 


150,000 


10,000 


157.500 


10,500 


157.500 


10,500 
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Federal  Emerpencv  Management 
Agency 

Health  assessments  and  emergency 
technical  assistance  to  states 
affected  by  the  mldwestem  floods. 
Activities  covered  by  the  Robert 
T.  Stafford  Relief  and  Emergency 
Assistance  Act,  Public  Law  93-288, 
as  amended. 

Environmental  Protection  Apencv 
Superfund  activities  and  technical 
assistance  in  estimating  chemical 
releases  and  workplace  exposures. 

Total,  CDC 
Total,  CDC  FTEs 


2,000,000 


2,100,000 


2,100,000 


7,599,000 

149,200,000 
344 


7,978,950 

156,660,000 
337 


7,978,950 

156,660,000 
337 


Environmental  Protection  Ayencv 
Transfer  Allocation  for  the  Agency 
for  Toxic  Substances  and  Disease 
Registry. 

Total,  ATSDR  FTEs 


60,036,000 


67,036,000 


53.000,000 


442 


433 


406 


Reimbursable  FTE  Distribution 


ATSDR 
CLIA 

National  Park  Service 
Health  and  Human  Services 
Tnut  Fund 

Department  of  Defense 
Department  of  Energy 
Department  of  State 
Department  of  Transportation 
Totals 


Actvial   Estimated   Estimated 


n  im 

fY  19?^ 

FY  1995 

433 

433 

406 

54 

54 

54 

5 

5 

5 

137 

130 

130 

1 

1 

1 

10 

10 

10 

44 

44 

44 

75 

75 

75 

1ft 

1ft 

1ft 

877 

863 

825 
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Summary  of  Agency  for  Toxic  Substances  cmd  Disease  Registry  (ATSDR) 

FY  199S  Budget  Submission  to 

the  Environmental  Protection  Agency  (EPA) 


Increase 
FY  1993  FY  1994  FY  1995  or 

Actual         Appropriation         Estimate  Decrease 

FTE        BA        FTE         BA        FTE        BA        PTE        BA 


442   $60,036,000   433    $67,036,000   406   $53,000,000    -27   $14,036,000 

1995  Authorization  Indefinite 

ATSDR  has  major  prograun  activities  mandated  by  the  con^rehensive  Environmental 
Response,  Condensation,  and  Liability  Act  of  1980  (CERCLA)  and  considerably 
expanded   by  the  Superfund  Amendments  and  Reauthorization  Act  of  1986  (SARA) . 
Program  activities  are  conducted  under  the  following  budget  categories: 
health  assessments,  toxicological  profiles,  surveillance,  epidemiology/health 
studies  etnd  registries,  and  health  education. 

FY  1995  activities  and  eaqsected  accomplishments  at  the  EPA  recommended  $53 
million  level  are  summarized  below.   HHS  plans  to  submit  legislation  to  make 
ATSDR  part  of  CDC,  and  to  request  funds  directly  from  Superfunds  in  future 
years. 

Public  Health  Assessments.  Health  Consultations,  and  Site  Activities: 

Public  health  assessments  evaluate  data  and  information  on  releases  of 
hazardous  substances  to  assess  current  of  future  impact  on  public  health. 
Health  constiltations  provide  advice  on  specific  public  health  issues  that 
occur  as  a  result  of  actual  or  potential  human  eiqiosure  to  a  hazardous 
material.  In  1995  ATSDR  will  prepare: 

o  15  initial  preliminary  public  health  assessment  release  documents 
o  25  preliminary  public  comment  release  documents 
o  22  final  release  documents 

o  37  initial  full  public  health  assessment  release  documents 
o  77  full  public  comment  release  documents 
o  67  full  final  release  documents 

o   8  petitioned  public  health  assessment  initial  release  documents,  comment 
release  documents,  and  8  final  release  documents. 

ATSDR  will  also  fund  15  states  participating  in  the  public  health  assessment 
cooperative  agreement  program,  continue  development  of  Geographic  Information 
Systems  to  augment  public  health  activities,  and  reestablish  two  iiif)ortant 
initiatives  in  the  areas  of  minority  environmental  health  and  lead  ei^osure 
assessment . 
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In  addition  ATSDR  will  conduct: 

o  10  public  health  investigations, 

o  38  community  health  education  activities, 

o  40  health  professions  education  activities, 

o  300  health  consultations, 

o  245  technical  assistance  recjuests, 

o  100  site  review  and  updates, 

o  30  Superfund  Accelerated  Cleanup  Model  reviews. 

Involvement  with  the  National  Response  Team  will  continue  euid  public  health 
in^lications  for  40  remediation  plains  will  be  provided.   The  initial  phase  of 
the  Exposure-Dose  Reconstruction  Project  will  start  to  assess  exposure  by 
groundwater  pathway  at  12  selected  NPL  sites. 

Surveillance.  Epidemioloav/Health  Studies,  and  Registries: 

Surveillance  provides  follow-up  to  people  at  risk  of  adverse  health  effects. 
Bpidemiologic  and  other  health  studies  further  define  the  association  between 
exposure  and  adverse  health  events .   Registries  of  persons  exposed  to  select 
hazardous  substamces  offer  the  best  resource  for  elucidating  health  effects  of 
long-term  exposure  to  low  concentrations  of  toxicants.   They  also  provide 
information  to  the  registrants  and  create  data  bases  to  facilitate 
epidemiology  research  or  meet  other  needs  of  the  general  public.   In  1995 
ATSDR  will: 

o  continue  four  site-specific  surveillance  projects, 

o  continue  the  long-term  relocation,  the  state -based,  and  the  hazardous 

waste  worker  surveillauice  projects, 
o  support  eleven  states  participating  in  the  Hazardous  Substemce  Emergency 

Event  Surveillance  project, 
o  have  operational  9  epidemiologic  studies  and  8  health  outcome  studies, 
o  continue  seven  existing  studies  of  priority  health  conditions, 
o  maintain  and  update  the  National  Exposure  Registry  and  subregistries 

consisting  of  21  sites. 

Toxicological  Profiles  and  Information: 

Toxicological  profiles  are  the  first  step  in  determining  what  information  is 
known  and  what  information  remains  to  be  learned  about  health  effects 
resulting  from  exposure  to  hazardous  substances.   They  provide  a  conpilation 
of  current  authoritative  scientific  information  that  assists  health 
professionals  throughout  the  U.S.  and  the  world  in  hazard  identification,  dose 
response,  ei^osure  assessment,  and  risk  characterization.   In  1995  ATSDR  will: 

o  coitplete  4  eighth  set  toxicological  profiles  in  final  form. 

o  complete  7  draft  profiles  of  the  ninth  set, 

o  support  programs  evaluating  and  interpreting  existing  data  on  substances 

not  currently  listed  but  associated  with  Superfund, 
o  provide  250  technical  assistance  and  emergency  response  consultations. 
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o  address  priority  data  needs  for  high  ramking  substsmces  in  toxicological 

profiles  research, 
o  cuid  report  to  Congress  the  results  of  Great  Lakes  fish  consumption.  ATSDR 

would  also  support  extension  of  this  study  for  two  years  to  increase 

scientific  understanding  of  the  data. 

Health  Education: 

Dissemination  of  health  information  is  am  important  mission  of  ATSDR.   In 
addition  to  health  education  efforts,  ATSDR  has  a  Board  of  Scientific 
Counselors  who  provide  advice  and  guidemce  to  the  Administrator  on  ATSDR 
programs  to  ensure  scientific  quality,  timeliness,  usefulness,  and 
dissemination  of  results.  In  1995  ATSDR  will: 

o  distribute  approximately  50,000  copies  of  the  environmental  case  studies, 

o  train  5,000  health  professionals, 

o  fund  17  cooperative  agreements  with  states  to  develop  state -based 

environmental  education  programs, 
o  continue  the  Historically  Black  Colleges  euid  Oniversities  Site-Specific 

Training/Outreach  program, 
o  support  projects  that  relate  to  establishment  and  maintenance  of 

inventories  of  literature,  research,  and  studies  on  the  health  effects  of 

toxic  substances, 
o  publish  the  Fourth  Biennial  Report  focusing  on  the  areas  of  public  health 

assessments  and  health  effects  studies,-   epidemiological  studies ,- 

hazardous  substcuices,  toxicological  profiles,  and  toxicological  testing; 

registries;  and  releases  of  hazardous  waste  from  sites  covered  by  CERCLA, 

SARA,  and  the  Solid  Waste  Disposal  Act, 
o  update  the  listing  of  areas  closed  or  restricted  to  the  public  on  a 

regular  basis  through  continued  use  of  the  cooperative  agreement  with  the 

National  Governor's  Association, 
o  hold  two  meetings  of  the  Board  of  Scientific  Counselors, 
o  continue  the  National  Association  of  County  Health  Officers,  MHPF, 

Association  of  State  and  Territorial  Health  Officers,  and  site -specific 

activities.   These  include  participation  in  site  visits,  dissemination  of 

case  studies,  public  health  statements,  and  fact  sheets,  and   conducting 

meetings  with  state  health  departments,  citizens  and  health 

professionals . 
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EPIDEMIOLOGY  PROGRAM  OFFICE 
FUNDING  BY  MECHANISM 

(Dollars  In  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intramural  Programs 

16,042 

15,886 

15,886 

. 

Extramural  Programs:                                                   1 

♦  Cooperative  Agreements 

180 

186 

186 

- 

♦  Contracts 

142 

147 

147 

♦  Grants 

- 

- 

- 

. 

♦  Evaluations 

- 

- 

- 

- 

♦  Other 

- 

- 

- 

- 

Subtotal,  Extramural 

322 

333 

345 

- 

Program  Management 

1.045 

1,190 

1,190 

- 

1    TOTAL,  EPO 

17,409 

17,409 

17,409 

- 
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PUBLIC  HEALTH  PRACTICE  PROGRAM  OFFICE 
FUNDING  BT  MECHANISM 

(Dollars  In  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intramural  Programs 

8,235 

8,288 

8.288 

- 

Extramural  Programs :                                                       || 

♦  Cooperative  Agreements 

2,859 

3,206 

3.206 

- 

♦  Contracts 

4,510 

4.751 

4.751 

- 

♦  Grants 

- 

♦  Evaluations 

♦  Other 

Subtotal ,  Extramural 

7,369 

7,957 

7.957 

- 

Program  Management 

2,286 

2,551 

2.551 

- 

TOTAL,  PHPPO 

17,890 

18.796 

18.796 
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NATIONAL  CENTER  FOR  INJURY  PREVENTION  AND  CONTROL 
FUNDING  BT  MECHANISM 

(Dollars  In  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intramural  Programs 

5,796 

7,389 

7,389 

, 

Extramural  Programs : 

♦  Cooperative  Agreements 

- 

- 

- 

. 

♦  Contracts 

775 

4,000 

4,000 

_ 

♦  Grants 

22,500 

25,300 

25,300 

. 

♦  Evaluations 

- 

- 

- 

- 

♦  Other 

- 

- 

- 

. 

Subtotal,  Extramural 

23,275 

29,300 

29,300 

- 

Program  Management 

353 

353 

353 

TOTAL,  NCIPC 

29,424 

37,042 

37,042 

- 
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NATIONAL  CENTER  FOR  INFECTIOUS  DISEASES 
FUNDING  BY  MECHANISM 

(Dollars  In  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intramural  Programs 

95.214 

98,655 

98,655 

- 

Extramural  Programs :                                                        | 

♦  Cooperative  Agreements 

85,706 

91,106 

91,106 

- 

♦  Contracts 

7,689 

8,082 

8,082 

- 

♦  Grants 

228 

298 

298 

- 

♦  Evaluations 

- 

- 

- 

- 

♦  Other 

- 

- 

- 

- 

Subtotal ,  Extramural 

93,623 

99,486 

99,486 

- 

Program  Management 

343 

368 

368 

- 

1   TOTAL,  NCID 

189,180 

198,509 

198,509 
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NATIONAL  CENTER  FOR  HEALTH  STATISTICS 
FUNDING  BY  MECHANISM 

(Dollars  In  chousands) 


1993 

1994 

1995 

Change 
95/94 

Incranural  Programs 

36.931 

31,725 

31.725 

_ 

Extramural  Programs: 

♦  Cooperative  Agreements 

2,464 

4.178 

4,178 

. 

♦  Contracts 

9.327 

15,188 

15,188 

. 

♦  Grants 

- 

- 

- 

. 

♦  Evaluations 

- 

- 

- 

. 

♦  Other 

- 

- 

- 

- 

Subtotal,  Extramural 

11,791 

19,366 

19,366 

- 

♦  Program  Management 

2,927 

2,927 

2,927 

. 

TOTAL,  NCHS 

51,649 

54.018 

54.018 

• 

lis 
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NATIONAL  CENTER  FOR  CHRONIC  DISEASE  PREVENTION  AND  HEALTH  PROMOTION 

FUNDING  BT  MECHANISM 

(Dollars  in  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intr^nural  Programs 

30.601 

41,561 

41,561 

- 

Extranural  Programs:                                                   | 

♦  Cooperative  Agreements 

63,038 

78,757 

78,757 

♦  Contracts 

15,118 

18,862 

18,862 

♦  Grants 

210,838 

238,736 

238,736 

♦  Evaluations 

- 

- 

- 

♦  Other 

- 

- 

- 

Subtotal,  Extramural 

288,994 

336,355 

336,355 

♦  Program  Management 

1,679 

1,815 

1,815 

TOTAL,  CCDPHP 

321,274 

379,731 

379,731 
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INTERNATIONAL  HEALTH  PROGRAM  OFFICE 
FUNDING  BY  MECHANISM 

(Dollars  In  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intramural  Programs 

1,601 

1,665 

1,665 

_ 

Extramural  Programs:                                                   || 

♦  Cooperative  Agreements 

65 

25 

25 

. 

♦  Contracts 

- 

- 

. 

- 

♦  Grants 

- 

. 

- 

. 

♦  Evaluations 

- 

. 

. 

_ 

♦  Other 

- 

- 

- 

. 

♦  Subtotal,  Extramural 

65 

25 

25 

. 

Program  Management 

261 

237 

237 

. 

TOTAL,  IHPO 

1,927 

1,927 

1,927 

- 
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NATIONAL  CENTER  FOR  ENVIRONMENTAL  HEALTH 
FUNDING  BY  MECHANISM 

(Dollars  in  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intramural  Programs 

14,717 

15,417 

15,417 

- 

Extramural  Programs :                                                   | 

♦  Cooperative  Agreements 

14,717 

17.447 

17,447 

♦  Contracts 

4,505 

4,505 

4,505 

- 

♦  Grants 

26,870 

31,869 

31,869 

- 

♦  Evaluations 

- 

- 

- 

- 

♦  Other 

- 

- 

- 

- 

♦  Subtotal,  Extramural 

46,092 

53,821 

53,821 

- 

Program  Management 

356 

356 

356 

- 

TOTAL,  CEHIC 

61,165 

69,594 

69,594 

- 
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NATIONAL  CENTER  FOR  PREVENTION  SERVICES 
FUNDING  BT  MECHANISM 

(Dollars  In  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intramural  Programs 

29.456 

40,001 

44,001 

+4,000 

Extramural  Programs:                                                   | 

♦  Cooperative  Agreements 

203,290 

237,300 

237,300 

0 

♦  Contracts 

9,350 

10,300 

10.300 

0 

♦  Grants 

147,600 

193,800 

193,800 

0 

♦  Evaluations 

- 

- 

- 

- 

♦  Other 

- 

- 

. 

- 

♦  Subtotal,  Extramural 

360,240 

441,400 

441,400 

0 

Program  Management 

1,200 

1,270 

1,270 

0 

TOTAL,  NCPS 

390,896 

482,671 

486,671 

+4 , 000 
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OFFICE  OF  THE  DIRECTOR 
FUNDING  BY  MECHANISM 

(Dollars  In  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intramural  Programs 

56,365 

68,574 

52,583 

-15,991 

Extramural  Programs ; 

♦  Cooperative  Agreements 

8.214 

8,214 

8,214 

0 

♦  Contracts 

15,489 

15,590 

17,941 

+2,351 

♦  Grants 

- 

- 

- 

- 

♦  Evaluations 

8,653 

8,653 

8,653 

- 

♦  Other 

- 

- 

- 

- 

♦  Subtotal ,  Extramural 

32,356 

32,457 

34,808 

+4,351 

Program  Management 

71,622 

71,622 

71,622 

- 

TOTAL.  00 

160,343 

172,653 

159,013 

-13,640 
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NATIONAL  INSTITUTE  FOR  OCCUPATIONAL  SAFETY  AND  HEALTH 
FUNDING  BY  MECHANISM 


(Dollars  In  thousands) 


1993 

1994 

1995 

Change 
95/94 

Intramural  Programs 

68,788 

81,689 

86,689 

+5,000 

Extramural  Programs:                                                      1 

♦  Cooperative  Agreements 

21,702 

21,702 

21,702 

- 

♦  Contracts 

3,816 

3,816 

3,816 

- 

♦  Grants 

19,086 

22,142 

22,142 

- 

♦  Evaluations 

- 

- 

- 

- 

♦  Other 

- 

- 

- 

- 

♦  Subtotal,  Extramural 

44,604 

47,660 

47,660 

- 

Program  Management 

360 

360 

360 

- 

TOTAL,  

113,752 

129,709 

134,709 

+5,000 
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NATIONAL  IMMUNIZATION  PROGBAM 
FUNDING  BY  MECHANISM 


(Dollars  In  thousands) 


1993 

1994 

1995 

Change 
95/94 

Tntramural  Programs 

17.193 

59.282 

59.922 

+640 

Extramural  Programs :                                                   1 

♦  Cooperative  Agreements 

1.954 

3.000 

3.000 

- 

♦  Contracts 

4.507 

7.500 

7,500 

- 

♦  Grants 

283.741 

419,000 

355,000 

-64,000 

♦  Evaluations 

- 

- 

- 

- 

♦  Other 

- 

- 

- 

- 

♦  Subtotal,  Extramural 

290.202 

429,500 

365,500 

-64.000 

Program  Management 

241 

291 

291 

- 

TOTAL 

307.636 

489,073 

425,713 

-63.360 
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DEPARTMENT  OF  HEALTH  AND  HDMAN  SERVICES 

CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

VACCINES  FOR  CHILDREN 

FY  1995  Budget  Request  page 

Amounts  availaible  for  obligation 124 

Summary  of  changes 125 

Budget  authority  by  activity  126 

Budget  authority  by  object   127 

Authorizing  legislation  128 

impropriation  History  Table 129 

Justification  130 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

VACCINES  FOR  CHILDREN 

AHOONTS  AVAILABLE  FOR  OBLIGATION 


J^propriations  transfer 
from  Medicaid 


1994 

1993 

Transferred 

1995 

AgtWtil 

From  Medicare 

Eet^P^tg 

0 

indefinite  ^/ 

$424,298,000 

^'       Social  Security  Act  Title  XIX,  Section  1928,  constitutes  budget  authority 
in  advance  of  appropriations  Acts,  <md  represents  the  obligation  of  the 
Federal  Government  to  provide  for  the  purchase  and  delivery  to  States  of 
the  vaccines. 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 
VACCINES  FOR  CHILDREN 
SUMMARY  OF  CHANGES    "^ 


Budget  Authority 


1994  Appropriation   

1995  Appropriation  transfer  from  Medicaid 

Net  Chemge  


$424.298.000 


$424,298,000 


INCRBASBS 

A.   PROGRAM: 


1994  CURRENT 
ESTIMATE  EASE 


1 .  Vaccine  Purchase  -  Tr«msf erred  from  Medicaid 

2 .  Administrative  Costs  -  transferred  from  Medicaid 


CHANGE  FROM  BASE 
BUDGET  AOTHORITY 


$422,298,000 
2 -OOP  000 


Stibtotal ,    Increases 


$424,298,000 


DBCRBASBS 

1.      N/A 


Net  Change 


■•■$424,298,000 
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CENTBRS  FOR  DISEASE  CONTROL  AND  PREVENTION 

VACCINES  FOR  CHILDREN 

BUDGET  AUTHORITY  BY  ACTIVITY 


1993      1994  1995 

ACTUAL  APPROPRIATION  ESTIMATE 


Vaccines  Purchases  -  -  $422,298,000 

Administrative  Costs  -  -  2,009,000 


Total  Budget  Authority 


1/  -  -  $424,298,000 


^1   Transfer  from  Medicaid 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

VACCINES  FOR  CHILDREN 

BUDGET  AUTHORITY  BY  OBJECT 


1994 

APPROPRIATION 


1995 
ESTIMATE 


INCREASE 

OR 
DECREASE 


Other  Services 
Supplies  and  Materials 

Total  Budget  Authority 


1/ 


$2,000,000 
422.298.000 

$424,298,000 


$2,000,000 
422.298.000 

$424,298,000 


ir 


Trcinsfer   from  Medicaid 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

VACCINES  FOR  CHILDREN 

AUTHORIZING  LEGISLATION 


1994 

1994 

1995 

AMOUNT 

APPRO- 

AMOUNT 

AUTHORIZED 

PRIATION 

AUTHORIZED 

1995 
BUDGET 
REQUEST 


Vaccines  for  Children 

Program:   Social  Security 
Act,  Title  XIX, 
Section  1928  indefinite 


1/ 


indefinite   $424,298,000 


Total  Budget  Authority  ^' 


1/ 


$424,298,000 


27" 


1/ 


Social  Security  Act  Title  XIX,  Section  1928,  constitutes  budget  authority  in 
advance  of  appropriations  Acts,  and  represents  the  obligation  of  the  Federal 
Government  to  provide  for  the  purchase  auid  delivery  to  States  of  the  vaccines. 

Transfer  from  Medicaid 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

VACCINES  FOR  CHILDREN 

TABLE  OF  ESTIMATES  AND  APPROPRIATIONS 


BUDGET 

ESTIMATE        HOUSE  SENATE 

YEAR  TO  CONGRESS    ALLOWANCE     ALLOWANCE   APPROPRIATION 


1994 

1995  ^Z  $424,298,000 


TT 


Transfer  from  Medicaid 
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CENTERS  FOR  DISEASE  CONTROL  AND  PREVENTION 

JUSTIFICATION 

VACCINES  FOR  CHILDREN 

(Dollars  in  Thousands) 

Authorizing  Legislation  -  Social  Security  Act,  Title  XIX,  Section  1928 

INCREASE 
1994  1995  OR 

PROGRAM  ACTIVITY  APPROPRIATION      ESTIMATE  DECREASE 

Vaccines  for  Children  Program 

Vaccine  Purchase  &  Delivery  ^'      -  $  424,298  +$  424,298 


Purpose  and  Method  of  Operation 

The  Centers  for  Disease  Control  and  Prevention  (CDC)  provides  leadership  euid  support  to 
prevent  and  control  vaccine  preventaODle  diseases  through  the  National  Immunization 
Program.   In  accordance  with  the  President's  Childhood  Immunization  Initiative,  CDC 
will  coordinate  the  Vaccines  for  Children  Program  (VFC)  as  authorized  by  Public  Law 
103-66,  the  Omnibus  Budget  Reconciliation  Act  of  1993.   Under  the  VFC  progrsun, 
federally  purchased  vaccines  will  be  distributed  to  public  health  clinics  cuid  private 
providers,  enabling  vaccination  of  all  eligible  children.   The  new  program  is  intended 
to  reduce  the  number  of  new  children  referred  to  the  already  burdened  public  health 
clinics  by  offering  eligible  children  the  opportunity  to  receive  vaccine  in  their 
doctors'  offices.   Current  estimates  are  that  sixty  percent  of  the  nations' s  children 
will  be  eligible  for  immunization  under  VFC.  /^proximately  50,000  to  60,000  private 
physicians  are  expected  to  participate  in  VFC  thereby  reducing  barriers  to  immunization 
of  children  in  public  settings,  such  as  long  waits  for  appointments,  difficult  to  reach 
clinic  locations,  and  inconvenient  hours. 

Rationale  for  Budget  Request 

In  FY  1995,  funds  for  this  program  will  be  transferred  from  the  Medicaid  appropriation 
of  the  Health  Care  Financing  Administration.   The  VFC  program  provides  an  estimated 
$  422,298,000  for  the  purchase  of  vaccines  for  all  children  without  insurance,  those 
eligible  for  Medicaid,  Native  Americcui  children,  and  those  children  who  are 
underinsured  and  receive  care  through  Federally  Qualified  Health  Clinics.   The  request 
includes  em  estimated  $  2,000,000  to  process  orders  from  the  States  amd  from  and 
estimated  79,000  doctors  in  the  private  sector  (on  a  quarterly  basis)  who  will  be 
participating  in  the  VFC  program,  and  to  develop  data  on  the  number  of  children 
vaccinated.   The  Social  Security  Act,  Title  XIX,  Section  1928,  also  provides  for  budget 
authority  in  adveuice  of  the  appropriations  Act  which  will  ensure  am  adequate  supply  of 
vaccine  on  October  1,  1994.   CDC  projects  that  more  than  12  million  children  will 
receive  Federal  vaccine  in  FY  1995. 


'   Trjmsfer  from  Medicaid 


130 


547 


Vaccines  for  Children  Program  Vaccine  Purchase  Cost  Estimate 

FY  1995 


1 

VACCINE 

TOTAL  COST 

DTP 

12,612,454 

DTaP 

43,040,468 

DT 

101,941 

Td 

3,650,000  to  1,804,100  doses 

343,497 

OPV 

250,000  to  200,000  doses 

26,221,945 

IPV 

1,566,000 

MMR 

98,460,742 

MR 

635,795 

Measles 

694,619 

Mumps 

411,768 

Rubella 

368,672 

DTP/HBCV 

158,507,522 

Hep  B  ( .5)  Ped 

11,898,361 

Hep  B  (3.0)  Ped 

41,006,603 

Hep  B  (.5)  H/R 

599,448 

Hep  B  (1.0)  Adult 
285,000  to  264,618  doses 

7,782,420 

Hep  B  (3.0)  Adult 
178,000  to  154,696  doses 

4,413,473 

HBIG  (iml) 

783,288 

HBIG  (5ml) 

923,021 

Hib  Conjugate 

11,252,631 

Hib  booster 

461,428 

Hib  (Merck) 

212,850 

Total 

422,298,946 
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Thursday,  April  28,  1994. 

SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES 

ADMINISTRATION 

WITNESSES 

ELAINE  M.  JOHNSON,  PH.D.,  ACTING  ADMINISTRATOR 

BERNARD  S.  ARONS,  M.D.,  DIRECTOR,  CENTER  FOR  MENTAL  HEALTH 

SERVICES 
VIVIAN    L.    SMITH,    M.S.W.,    ACTING    DIRECTOR,    CENTER    FOR    SUB- 
STANCE ABUSE  PREVENTION 
LISA  W.   SCHECKEL,  ACTING   DIRECTOR,   CENTER  FOR   SUBSTANCE 

ABUSE  TREATMENT 
DARYL  W.  KADE,  DIRECTOR,  DIVISION  OF  FINANCIAL  MANAGEMENT 
DENNIS    P.    WILLIAMS,    DEPUTY    ASSISTANT    SECRETARY,    BUDGET, 
DHHS 

Introduction  of  Witnesses 

Mr.  Smith.  Our  first  hearing  is  on  the  Substance  Abuse  and 
Mental  Health  Services  Administration. 

Dr.  Johnson.  It  is  a  pleasure  to  appear  before  you  to  present  the 
1995  budget  request.  My  full  statement  has  been  prepared  for  the 
record. 

Accompanying  me  today  is,  to  my  left,  Ms.  Lisa  Scheckel,  the 
Acting  Director  for  the  Center  for  Substance  Abuse  Treatment;  Viv- 
ian Smith,  Acting  Director  for  the  Center  for  Substance  Abuse  Pre- 
vention. To  my  right  is  SAMHSA's  Budget  Officer,  Ms.  Daryl  Kade; 
and  to  her  right  is  Dr.  Bernie  Arons,  the  Director  for  the  Center 
for  Mental  Health  Services.  Also  we  have  the  Deputy  Assistant 
Secretary  of  the  Office  of  Management  and  Budget,  Mr.  Dennis 
Williams. 

Opening  Statement 

SAMHSA  is  the  Federal  agency  primarily  responsible  for  the  de- 
velopment and  provision  of  prevention  and  treatment  services  for 
addictive  and  mental  disorders  which  account  for  high  economic 
and  social  costs  to  individual  citizens  and  to  society  as  a  whole. 

The  cost  of  providing  prevention  and  treatment  services  are  far 
lower  than  the  $300  billion  annual  cost  of  untreated  addictive  and 
mental  disorders.  Effective  prevention  and  treatment  of  addictive 
and  mental  disorders  also  reduces  human  suffering  and  benefits 
the  public  safety,  productivity  and  our  national  growth. 

To  expand  availability  and  the  accessibility  of  effective  services 
to  all  Americans  who  need  them,  Mr.  Chairman,  the  President's 
budget  includes  $2.4  billion  for  SAMHSA  in  fiscal  year  1995.  In- 
cluded in  the  request  is  an  increase  of  $284  million  over  FY  1994. 
Also,  this  request  includes  a  $45  million  proposed  transfer  from  the 
Office  of  National  Drug  Control  Policy's  Special  Forfeiture  Fund. 

(549) 
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The  result  is  a  net  increase  of  13.2  percent  for  the  agency  over  FY 
1994,  which  in  this  difficult  fiscal  environment  represents  a  meas- 
ure of  the  importance  that  this  administration  accords  addictive 
and  mental  disorders. 

The  Hard  Core  Treatment  Initiative  will  support  an  increase  in 
treatment  for  up  to  an  estimated  74,000  heavy  users  to  receive  ef- 
fective treatment  services,  services  that  have  proven  successful  in 
both  breaking  the  cycle  of  addiction  and  in  reducing  the  devastat- 
ing consequences  of  substance  abuse. 

SAMHSA's  Center  for  Substance  Abuse  Treatment  also  will  redi- 
rect $35  million  from  existing  demonstration  programs  to  develop 
and  test  models  of  service  system  integration  for  the  hard  core  pop- 
ulation, which  traditionally,  Mr.  Chairman,  has  been  undeserved 
by  managed  health  care  systems.  Improving  our  knowledge  about 
optimal  treatment  methodologies  will  be  extremely  valuable  under 
the  Health  Security  Act. 

The  President's  fiscal  year  1995  budget  maintains  funding  for 
most  other  SAMHSA  programs  at  the  fiscal  year  1994  level.  Within 
this  amount,  SAMHSA  has  undertaken  several  new  initiatives  to 
materially  improve  our  programs  and  services,  reflecting  the  goals 
of  the  Vice  President's  National  Performance  Review  and  other  De- 
partment initiatives. 

For  example,  SAMHSA  proposes  to  improve  services  through  a 
consolidation  of  the  multiple  demonstration  authorities  that  reside 
within  SAMHSA's  three  centers. 

By  consolidating  the  multiple  authorities  into  one  for  each  cen- 
ter, the  agency  will  simplify  application  procedures  and  allow 
greater  flexibility  for  the  States  and  others  and  improve  efficiency 
of  the  grant  review  process. 

Finally,  Mr.  Chairman,  I  would  like  to  quickly  reiterate.  Addict- 
ive and  mental  disorders  are  simply  too  costly  and  the  results  too 
tragic  to  ignore.  Effective  treatments  and  prevention  strategies  for 
these  disorders  are  well-documented.  The  costs  of  not  treating  and 
preventing  these  disorders  far  exceeds  the  cost  of  treating  them. 

It  is  my  privilege  today  to  present  a  SAMHSA  budget  that  will 
aid  substantially  in  the  Nation's  efforts  to  reduce  the  prevalence 
and  consequences  of  addictive  and  mental  disorders.  Thank  you.  I 
and  my  colleagues  will  be  pleased  to  answer  any  questions  that  you 
may  have. 

[The  prepared  statement  and  biography  of  Dr.  Elaine  Johnson 
follows:] 
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STATEMENT  OF  THE  ACTING  ADMINISTRATOR 
SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES  ADMINISTRATION 

1995  APPROPRIATION  HEARINGS 


Mr.  Chairman  and  Members  of  the  Subcommittee: 

It  is  a  privilege  to  appear  before  you  today  to  present  the  1995 
budget  request  for  the  Substance  Abuse  and  Mental  Health  Services 
Administration  (SAMHSA). 

As  you  know,  SAMHSA  was  established  less  than  two  years  ago, 
pursuant  to  the  ADAMHA  Reorganization  Act.   SAMHSA  is  dedicated  to 
the  development  and  provision  of  prevention  and  treatment  services 
for  addictive  and  mental  disorders  as  part  of  the  network  of  service 
agencies  within  the  Department  of  Health  and  Human  Services'  Public 
Health  Service. 

SAMHSA  is  the  Federal  agency  with  primary  responsibility  for 
providing  national  leadership  for  policy  and  infrastructure  for  the 
development  of  effective  prevention  and  treatment.   These  alcohol, 
drug  and  mental  health  problems  exact  a  very  high  economic  "Snd 
social  cost  from  individual  citizens  and  from  society. 

Over  the  past  20  years,  the  Nation  has  made  considerable  progress  in 
preventing  and  treating  substance  abuse  and  mental  illness.  Yet, 
approximately  one  in  five  Americans  is  currently  affected  by  such 
problems.   Depression  alone  affects  twice  as  many  Americans  during 
their  lifetimes  as  are  affected  by  coronary  heart  disease. 

The  economic  costs  associated  with  addictive  and  mental  disorders 
are  in  excess  of  $300  billion  annually.   But  far  beyond  measurable 
economic  costs,  addictive  disorders  do  immeasurable  damage  to  the 
social  fabric  of  our  Nation.   They  contribute  to  the  disintegration 
of  our  families,  the  decay  of  our  neighborhoods  and  the  onslaught  of 
violence  that  plagues  our  streets.   Concurrently,  mental  illness 
prevents  many  individuals  from  obtaining  and  maintaining  employment, 
social  well  being  and  indeE>endence.   Such  disorders  also  tetx 
families  to  their  limits,  contribute  to  the  incidence  of 
homelessness,  and  are  frequently  accompanied  by  co-occurring 
substance  abuse  disorders. 

Fortunately,  effective  treatment  and  prevention  strategies  for  many 
of  these  illnesses  have  been  developed.   Studies  have  demonstrated 
that  the  costs  of  prevention  and  treatment  can  be  far  less  than  the 
costs  of  untreated  addictive  and  mental  disorders. 

For  example,  in  1990,  some  $63.1  billion  worth  of  goods  and  services 
were  not  produced  because  workers  were  struggling  with  the  effects 
of  untreated  mental  disorders.   Depression  alone  costs  an  estimated 
$44  billion  each  year,  with  employers  bearing  more  than  half  this 
cost  in  employee  absenteeism  and  reduced  productivity.  With 
treatment  for  mental  disorders,  however,  work  outcomes  improve 
consistently  and  significantly.   Treatment  is  successful  in 
relieving  symptoms  and  improving  function.   In  fact,  treatments  for 
schizophrenia,  panic  disorders,  bipolar  disorder,  obsessive 
compulsive  disorder  and  major  depression  have  documented  success 
rates  better  than  those  for  such  common  somatic  therapies  as 
angioplasty  and  atherectomy. 

Effective  prevention  and  treatment  of  addictive  and  mental  disorders 
also  reduce  human  suffering  and  benefit  public  safety,  productivity 
and  growth. 
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To  expand  the  availability  and  accessibility  of  effective  ADM 
services  to  all  Americans  who  need  them,  Mr.  Chairman,  the  President 
Budget  includess  $2.4  billion  for  SAMHSA  in  fiscal  year  1995. 
Included  in  the  request  is  an  increase  of  $284  million,  which 
includes  a  $45  million  proposed  transfer  from  the  ONDCP  Special 
Forfeiture  Fund.   The  result  is  a  net  increase  of  13  percent  for  the 
Agency,  which  in  this  difficult  fiscal  environment  represents  a 
measure  of  the  importance  that  this  Administration  accords  addictive 
and  mental  disorders. 

Of  utmost  significance  is  $345  million  requested  for  a   new  Hard 
Core  Initiative.  The  Initiative  will  provide  $310  million  for 
treatment  services  for  chronic  users  through  a  special  comfxsnent 
within  the  Substance  Abuse  Block  Grant  that  will  be  allocated  to  the 
States  in  the  same  proportion  that  they  receive  regular  Block  Grant 
funds.   The  other  $35  million  of  the  Initiative  is  for  demonstration 
grants  related  to  integrating  hard-core  users  into  primary  and 
managed  health  care  settings.   These  resources  will  help  the  States 
to  combat  some  of  the  most  vexing  problems  associated  with  addictive 
disorders. 

Violence  and  crime,  infectious  disease  and  other  pressing  social 
ills  are  inextricably  linked  with  the  use  of  illicit  drugs. 
According  to  DOJ  data,  half  of  the  individuals  arrested  for  assault 
and  homicide  test  positive  for  illicit  drugs.   One-third  of  the 
individuals  in  outpatient  methadone  treatment  for  heroin  addiction 
in  one  study  reported  that  in  the  year  prior  to  treatment,  they 
committed  at  least  one  predatory  crime.   Following  outpatient 
treatment,  the  number  dropped  to  less  than  10  percent. 
Grave  threats  to  the  public  health,  such  as  HIV/AIDS  and  multiple 
drug  resistant  tuberculosis,  flourish  among  hard  core  drug  users. 
In  some  segments  of  inner-city  communities,  nearly  half  of  the 
injecting  drug  users  are  infected  with  HIV/AIDS. 

The  Hard  Core  Treatment  Initiative  will  support  an  increase  in 
treatment  for  up  to  74,000  heavy  users  to  receive  effective 
treatment  services  —  services  that  have  proven  successful  in  both 
breaking  the  cycle  of  addiction  and  in  reducing  the  devastating 
consequences  of  substance  abuse.   There  are  numerous  examples  of 
treatment  effectiveness.   A  study  of  heroin  treatment  programs 
judged  to  be  effective,  for  example,  documented  that  less  than  20 
percent  of  graduates  were  regularly  using  drugs  even  five  years 
following  treatment.   One  substance  abuse  treatment  program  for 
felony  offenders,  to  cite  another  example,  cut  re-arrest  rates  by 
almost  one  half.   Another  treatment  program  for  injecting  drug  users 
reduced  the  rate  of  HIV  infection  among  participants  by  75  percent. 
SAMHSA  will  provide  States  both  technical  assistance  and  sufficient 
management  resources  to  ensure  that  the  best  treatment  methodologies 
available  are  employed  in  treating  hard  core  populations.   The  Hard 
Core  Treatment  Initiative  will  give  States  considerable  latitude  to 
use  these  new  resources  to  meet  local  priorities  for  hard  core  drug 
abusers. 

SAMHSA' s  Center  for  Substance  Abuse  Treatment  (CSAT)  also  will 
redirect  $35  million  from  its  demonstration  progrsun  to  develop  and 
test  models  of  service  system  integration  for  the  hard  core 
population,  which  traditionally  has  been  under-served  by  managed 
health  care  systems.   Improving  our  knowledge  about  optimal 
treatment  methodologies  will  be  extremely  valuable  under  the  Health 
Security  Act. 

The  President's  Fiscal  Year  1995  budget  maintains  funding  for  most 
other  SAMHSA  programs  at  the  FY  1994  level.   Within  this  amount, 
SAMHSA  has  undertaken  several  new  initiatives  to  materially  improve 
our  programs  and  services,  reflecting  the  goals  of  the  Vice 
President's  National  Performance  Review  and  other  Department 
initiatives.   For  example,  SAMHSA  proposes  to  improve  services 
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through  a  consolidation  of  the  multiple  demonstration  authorities 
that  reside  within  SAMHSA's  three  Centers  —  the  Center  for 
Substance  Abuse  Treatment  (CSAT),  the  Center  for  Substance  Abuse 
Prevention  (CSAP),  and  the  Center  for  Mental  Health  Services  (CMHS). 

By  consolidating  the  multiple  authorities  into  one  for  each  Center, 
the  Agency  will  simplify  application  procedures  for  the  States  and 
others  and  improve  the  efficiency  of  the  grant  review  process.   We 
will  continue  to  identify  and  support  priority  populations  and 
issues  within  the  consolidated  demonstration  programs  of  each 
Center. 

One  such  priority  population  is  women.   The  1995  request  includes  a 
total  of  $20.9  million  to  initiate  or  expand  prevention  programs 
specifically  targeted  to  women.   New  initiatives,  supported  through 
redeployment  of  existing  agency  funding,  include  $10  million  to 
expand  substance  abuse  prevention  efforts  focused  on  adolescent 
women,  $4  million  to  support  substance  abuse  prevention  services  for 
women  in  life  transitions,  $1.9  million  to  permit  the  Center  for 
Substance  Abuse  Prevention's  National  Resource  Center  to  reach 
beyond  pregnant  and  postpartum  women  and  address  the  needs  of  all 
women,  $3  million  for  a  campaign  to  educate  women  on  the  dangers  of 
alcohol  and  other  drug  use  during  pregnancy,  and  $2  million  for 
health  care  provider  training. 

Children  are  another  priority  population.   Of  the  approximately  8 
million  children  with  serious  emotional  disturbances  who  need  mental 
health  services  at  any  given  time,  an  estimated  80  percent  do  not 
receive  the  type  or  degree  of  service  that  they  need.   The  new 
Comprehensive  Community  Mental  Health  Services  for  Children  program 
within  the  Center  for  Mental  Health  Services  encourages  the 
development  of  intensive  community-based  services  based  on  a  multi- 
agency,  multi-disciplinary  approach  involving  both  the  public  and 
private  sector.   In  1994,  the  program  is  being  expanded 
significantly  through  the  award  of  17  new  grants. 

Another  new  initiative  is  the  CMHS  AIDS  Mental  Health  Services 
Demonstration  program,  SAMHSA's  first  collaborative  effort  with  the 
Health  Resources  and  Services  Administration  and  the  National 
Institutes  of  Health.   These  and  other  programs  emphasize  the 
crucial  role  the  Center  has  in  translating  research  into  effective 
practice  and  preparing  mental  health  consumers,  families,  providers 
and  State  authorities  to  meet  the  challenges  of  providing  quality 
care  in  a  changing  health  care  system. 

Finally,  Mr.  Chairman,  I  would  like  to  take  one  last  moment  to 
describe  this  Agency's  role  in  leading  the  Nation  in  the  treatment 
and  prevention  of  the  devastating  disorders  of  addiction  and  mental 
illness.   Today  we  present  a  budget  that  will  enable  the  SAMHSA 
Center  for  Substance  Abuse  Treatment  to  expand  the  availability  of 
effective  treatment  services  for  the  hard  core  population;  a  budget 
that  will  continue  SAMHSA's  Center  for  Substance  Abuse  Prevention's 
efforts  to  empower  communities  so  that  individuals  who  must  live  in 
high-risk  environments  do  not  become  substance  abusers.   Addictive 
and  mental  disorders  are  simply  too  costly  and  the  results  too 
tragic  to  ignore.   Effective  prevention  and  treatment  strategies  for 
these  disorders  are  well  documented.   The  economic  and  social  impact 
of  not  treating  these  disorders  far  exceeds  the  costs  of  ADM 
prevention  and  treatment  services. 

Thank  you  and  I  will  be  pleased  to  answer  any  questions  you  may 
have. 
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Dr.  Elaine  M.  Johnson  is  the  Acting  Administrator  of  the  Substance  Abuse  and  Mental  Health 
Services  Administration  (SAMHSA)  of  the  Public  Health  Service,  U.S.  Department  of  Health  and 
Human  Services.  SAMHSA  is  responsible  for  supporting  nation-wide  programs  that  provide 
services  to  those  individuals  w^ho  suffer  from,  or  are  at  risk  for,  mental  and  addictive  disorders, 
including  the  homeless  mentally  ill;  substance-using,  pregnant  w/omen  and  their  families;  and 
youth  living  in  high-risk  environments. 

Dr.  Johnson's  extensive  and  distinguished  Federal  career  includes  over  20  years  in  the 
administration  of  prevention,  treatment,  and  research  programs  within  the  national  alcohol,  drug 
abuse,  and  mental  health  fields.  In  1988,  she  was  appointed  Director  of  the  Office  for  Substance 
Abuse  Prevention  (OSAP),  with  primary  responsibility  for  administering  the  Nation's  diverse  and 
extensive  alcohol  and  other  drug  abuse  prevention  programs  and  activities.  Dr.  Johnson 
simultaneously  held  the  position  of  Associate  Administrator  for  Prevention  during  this  period.  A 
major  focal  point  for  her  while  holding  this  position  was  the  identification  of  strategies  to  address 
the  needs  of  children,  adolescents,  and  adults  suffering  from  co-occurring  ADM  disorders.  She 
also  focused  much  attention  on  enhancing  the  translation  of  research  findings  into  successful 
treatment  and  prevention  applications. 

Prior  to  becoming  Director  of  OSAP,  Dr.  Johnson  served  as  the  Deputy  Director  of  the  National 
Institute  on  Drug  Abuse.  There  she  assisted  in  expanding  research  activities  on  cocaine  and 
established  new  programs  to  study  drug  use  and  aspects  of  drug  users'  transmission  of  HIV 
disease. 

Dr.  Johnson  has  provided  extensive  consultation  to  major  professional  and  national  groups  on 
alcohol  and  other  drug  abuse  issues  and  has  served  as  consultant  to  the  U.S.  Department  of 
State,  the  U.S.  Information  Agency,  and  the  Department  of  Defense  in  several  countries  in  Europe, 
Latin  America,  Africa,  and  Asia. 

Dr.  Johnson  is  the  recipient  of  numerous  governmental,  professional,  and  civic  awards,  including 
most  recently  the  1993  Presidential  Distinguished  Executive  Rank  Award  and  the  1991  Presidential 
Meritorious  Executive  Rank  Award.  These  awards  are  confen-ed  by  the  President  of  the  United 
States  upon  those  Senior  Executive  Service  members  who  have  demonstrated  exceptional  levels 
of  accomplishment  and  are  the  highest  honors  that  the  President  can  bestow  upon  an  member 
of  the  Senior  Executive  Service. 

Among  her  other  awards  are  the  1990  Distinguished  Sen/ice  Award  from  the  Secretary  of  Health 
and  Human  Services;  the  Outstanding  Service  Award  from  the  National  Association  of  State 
Alcohol  and  Dmg  Abuse  Directors;  and  the  National  Medical  Association's  Award  for  Outstanding 
Leadership  in  Improving  Health  Care  in  the  Black  Community. 

Dr.  Johnson  has  published  various  articles  on  alcohol  and  other  drug  abuse  issues.  She  received 
her  Baccalaureate  degree  from  Morgan  State  University  in  Baltimore,  Maryland,  and  both  her 
Master's  and  Ph.D.  degrees  in  Social  Work  from  the  University  of  Maryland. 
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TREATMENT  SERVICES 

Mr.  Smith.  For  treatment,  are  there  any  different  opinions  about 
how  long  the  treatment  should  be  or  what  the  best  treatment  is? 

Dr.  Johnson.  What  we  found,  Mr.  Chairman,  through  our  dem- 
onstration programs  as  well  as  through  decades  of  research,  is  that 
the  best  way  of  approaching  those  with  addictive  disorders  is  to 
properly  match  the  client  to  the  appropriate  treatment.  It  means 
that  a  complete  assessment  of  that  individual  is  necessary,  before 
placing  that  individual  in  the  appropriate  treatment  module. 

Treatment  is  determined  by  the  type  of  problems  presented  by 
the  individual,  which  could  require  residential  treatment  or  metha- 
done maintenance,  or  detoxification  services  followed  up  with 
aftercare  services. 

We  have  found,  that  the  most  effective  treatment  results  from 
the  provision  of  comprehensive  services.  We  have  to  include  other 
health  and  social  services  along  with  treatment  services  to  provide 
a  comprehensive  package  of  services  for  the  individual. 

Mr.  Smith.  What  is  the  length  of  these  treatments?  What  is  the 
range? 

Dr.  Johnson.  It  varies.  Sometimes,  for  example  in  some  residen- 
tial programs,  it  can  be  six  months.  Others  go  up  to  12  months  or 
18  months.  The  variation  depends  on  the  individual  who  comes  into 
treatment. 

Mr.  Smith.  It  wasn't  long  ago  that  many  of  them  were  28  days, 
was  it? 

Dr.  Johnson.  The  28  days  that  you  are  thinking  about  is  more 
or  less  what  had  occurred  in  the  private  sector  when  insurance  pre- 
miums paid  up  to  the  28  days.  But  what  we  have  found  is  the  need 
for  a  comprehensive  set  of  services,  and  I  would  dare  say  that  28 
days  for  someone  who  is  addicted  probably  would  not  provide  effec- 
tive treatment. 

Mr.  Smith.  What  is  the  cost?  Is  there  an  average  cost?  What  is 
the  range? 

Dr.  Johnson.  There  are  some  average  costs,  and  I  would  like 
Lisa  Scheckel  to  explain  those  to  you. 

Ms.  Scheckel.  The  national  average  cost  of  treatment  in  the 
public  sector  runs  just  shy  of  $4,000  per  year  per  person.  However, 
the  cost  to  treat  any  one  individual  and  his  or  her  family  members 
can  vary  substantially. 

For  example,  you  mentioned  hospital-based  chemical  dependency 
treatment  on  the  28-day  model.  Those  are  intensive  programs  in 
acute  care  settings,  and  they  are  very  high  cost,  up  to  $1,000  a  day. 
Longer  term  residential  programs  in  the  community,  while  they  in- 
volve treatment  for  six  to  eight  to  12  months,  are  far  less  expensive 
per  patient  than  a  28-day  stay  in  an  acute  care  facility. 

Mr.  Smith.  But  the  average  one  is  not  for  12  months,  is  it? 

Ms.  Scheckel.  Per  person  year  it  is  slightly  less  than  $4,000. 
But  that  includes  a  variety  of  different  kinds  of  interventions  in- 
cluding very  low  intensity  ambulatory  services  that  may  be  ren- 
dered. 

Mr.  Smith.  Is  the  average  one  year?  If  the  average  is  eight 
months  that  is  not  $4,000  per  person. 


556 

Ms.  SCHECKEL.  No  the  $4,000  is  per  person  year.  On  average, 
roughly  two-and-a-half  persons  move  through  a  given  treatment 
slot,  if  you  will,  in  a  given  year.  So  the  average  time  in  treatment 
for  any  one  individual  is  just  over  four  months. 

We  also  know  that  time  in  treatment  is  the  largest  barometer  of 
successful  outcome,  and  so,  actually,  we  are  trying  to  extend  time 
and  treatment  for  the  Nation's  underserved. 

TREATMENT  OUTCOMES 

Mr.  Smith.  What  percentage  are  successful? 

Ms.  SCHECKEL.  Again,  it  varies  depending  on  the  sector  and  the 
needs  of  the  individual  patients.  The  individuals  we  are  most  con- 
cerned about  are  what  we  call  multi-system  or  multi-diagnosed  in- 
dividuals. For  these  individuals  in  the  context  of  our  demonstration 
programs,  we  are  seeing  success  rates  as  high  as  75  percent,  and 
we  measure  success  as  reduced  alcohol  and  drug  use,  higher  rates 
of  employment,  better  physical  and  psychiatric  health,  and  lower 
rates  of  interaction  with  the  justice  system. 

Mr.  Smith.  For  what  length  of  time?  Seventy-five  percent  stay  off 
of  their  substance  abuse  for  what  length  of  time? 

Ms.  SCHECKEL.  The  figure  I  just  cited  comes  as  a  matter  of  fact 
from  a  four-year  follow-up  study,  post  release,  from  intensive  treat- 
ment. 

Mr.  Smith.  One  year? 

Ms.  SCHECKEL.  There  are  several  programs  that  have  achieved 
outcome  figures  like  this.  Some  are  residential — the  one  I  had  in 
mind  is  a  six-month  residential  program  for  multiply-diagnosed  cli- 
ents. We  have  in  our  portfolio  successful  outpatient  programs,  in- 
tensive day  care  programs  which  are  much  shorter  in  duration,  60 
days,  followed  by  ambulatory  relapse  prevention  services. 

Mr.  Smith.  And  you  say  75  percent  stayed  ofF? 

Ms.  Scheckel.  Seventy-five  percent  of  the  individuals  who  com- 
pleted the  treatment  regimen  were  drug  and  alcohol  free  on  four- 
year  follow-up  and  still  employed  and  functioning. 

Mr.  Smith.  What  percentage  did  not  complete  the  treatment? 

Ms.  Scheckel.  In  this  particular  program  the  percentage  is  very 
low,  I  am  proud  to  say,  since  it  is  one  of  our  demonstration  grant 
programs.  The  percentage  of  individuals  that  don't  complete  is 
roughly  25  percent  in  this  program.  I  would  be  glad  to  provide  you 
with  follow-on  information  for  the  record. 

Mr.  Smith.  Yes,  I  think  we  ought  to  have  that.  Because  those 
don't  match  the  figures  that  I  have  been  hearing. 

[The  information  follows:] 
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The  following  is  a  description  of  two  exemplary  projects  where  the 
completion  rate  is  very  high. 

1.  Center  Point,  Inc.   Alcohol  and  Drug  Abuse  Services 
San  Rafael,  California 

CSAT  awarded  Center  Point  a  Critical  Populations  grant  in  November, 
1990.   The  primary  objectives  of  this  program  are  to  1)  enhance 
access  to  treatment  for  ethnic  minorities  and  to  admit  them  into 
treatment  earlier  in  their  addiction  cycles;  2)  reduce  staff-to- 
client  ratios  in  order  to  intensify  service  delivery  without 
extending  time  in  treatment;  3)  improve  Center  Point's  comprehensive 
delivery  system  as  perceived  by  the  target  population,  and  as 
measured  by  retention  in  treatment  and  client  satisfaction  surveys; 
and  4)  improve  post-treatment  outcomes,  including  abstinence  from 
drugs  and  criminal  justice  involvement,  and  improved  pro-social 
functioning,  e.g.  stable  employment,  earnings,  taxes  paid,  and 
community  integration. 

Center  Point's  program  has  yielded  positive  results  with  a  very 
difficult  clientele.   A  recent  evaluation  noted  that: 

Clients  in  treatment  exhibited  substantial  improvement  in 
psychosocial  functioning; 

Retention  improved  considerably  -  especially  during  the  first 
20  days  and  after  110  days  of  treatment; 

56.3  percent  of  clients  remained  in  treatment  over  180  days,  a 
significant  improvement  over  prior  project  periods;  and 

In  general,  clients  have  achieved  improvement  in  almost  every 
domain,  and  that  improvement  has  been  throughout  their 
treatment  and  continued  after  leaving  the  program.   This 
includes  decreases  in  substance  abuse,  criminal  justice 
involvement,  and  public  assistance  reliance,  and  increases  in 
continued  involvement  in  continuing  care  activities. 

2.  Adolescent  Residential  Services  Project  and  Rehabilitation 
Grand  Rapids,  Michigan 

The  primary  goal  of  this  project  is  to  implement  a  community-based 
continuum  of  care  and  intensive  surveillance  program  for  juveniles 
normally  sentenced  to  out-of-home  placement  in  the  juvenile  justice 
system  as  a  result  of  substance  abuse  and  related  offenses.   The 
focus  is  on  community  alternatives  to  detention,  State  training, 
schools,  and  long-term  residential  care.   The  return  of  the 
adolescent  to  the  family  is  a  significant  characteristic  of  the 
project.   The  target  population  is  African  American,  Caucasian  and 
Hispanic  youth  and  adolescents  whose  drug  of  choice  is  crack 
cocaine.   Focus  is  also  given  to  young  injecting  drug  users. 

This  grant  has  provided  for  a  collaborative  effort  between  the 
Dakotah  Family  Treatment  Center  and  Kent  County  Juvenile  Court.   The 
addition  of  a  multi-disciplinary  team  has  allowed  Dakotah  to 
successfully  assist  67  percent  of  all  crack-cocaine  involved  youths 
admitted  to  the  program  to  remain  in  the  community,  living 
productive  lives.   From  this  effort  came  Project  R.O.C.K. 
(Rehabilitation  of  Cocaine  and  Crack  Kids),  a  specialty  program  for 
adolescent,  African-American  males  who  have  been  adjudicated  for 
crack-cocaine  possession  and  trafficking.   In  addition  to  the  major 
treatment  and  surveillance  components,  Project  R.O.C.K.  staff  have 
implemented  a  reading  improvement  program,  job  placement  program  and 
community  service  component  as  part  of  the  regular  course  of 
treatment. 
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TREATMENT  DEMONSTRATION  INITIATIVES 

Ms.  SCHECKEL.  Actually,  our  demonstration  initiatives  are  de- 
signed to  translate  state-of-the-art  knowledge  into  practice.  Most  of 
the  statistics  that  are  bantered  around  in  our  field  with  regard  to 
outcomes  and  effectiveness  of  care  are  based  on  our  experience  in 
the  public  sector  where  the  service  system  has  been  so  severely 
eroded  financially,  clinically  and  otherwise,  that  it  is  in  some  cases 
incapable  of  rendering  effective  care. 

Our  primary  role  is  to  translate  state-of-the-art  practice  into  that 
sector  so  that  we  can  improve  treatment  outcomes. 

Mr.  Smith.  How  did  you  select  the  people  for  these  programs? 

Ms.  SCHECKEL.  They  had  to  compete  for  award  funds  under  our 
demonstration  programs.  We  make  these  funds  available  to  non- 
profit organizations  that  are  presently  rendering  services.  Need  is 
the  primary  award  criteria. 

Mr.  Smith.  What  I  am  wondering  is  if  maybe  they  selected  the 
ones  that  were  most  likely  to  complete  the  program. 

Ms.  SCHECKEL.  Oh,  I  can  vouch,  actually,  for  the  entry  criteria, 
the  threshold  acceptance  criteria  that  is  used  in  our  demonstration 
program.  Your  observation  is  not  lost  on  me,  however.  A  lot  of  pro- 
grams select  out  patient  typologies  that  are  more  than  likely  to 
succeed. 

Actually,  patients  treated  in  our  demonstration  programs  are 
among  the  most  underserved  and  the  most  severely  and  chronically 
impacted  by  substance  abuse  and  mental  health  problems  which  is 
why  I  frequently  cite  our  success  with  this  program.  But  there  are 
several  similarly  successful  demonstration  projects  in  our  portfolio, 
and  we  can  provide  the  committee  with  information  on  our  experi- 
ence there. 

[The  information  follows:] 
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Examples  of  Effective  Criminal  Justice  Treatment  Programs 

Crest  Outreach  Center  (Delaware)  is  a  work  release  program 
that  follows  a  prison  therapeutic  community  with  similar 
community-based  treatment.   At  the  most  current  follow-up  (9 
months),  90  per  cent  of  participants  were  drug  free  and  96  per 
cent  had  not  been  re-arrested. 

Jail  Substance  Abuse  Program  (Washington  County,  Maryland) 
participants  are  three  times  less  likely  to  be  re-incarcerated 
than  inmates  who  do  not  participate  in  the  program.  As  a 
result,  the  county  estimates  it  saves  $1.4  million  each  year 
in  incarceration  costs. 

Forever  Free  Substance  Abuse  Program  (California  Institution 
for  Women)  relates  time  in  treatment  directly  with  later 
success  on  parole.  The  longer  the  duration  of  treatment,  the 
more  successful  she  is  in  completing  parole. 

Maricopa  County  TASC  (Phoenix,  Arizona)  administers  a 
treatment  program  that  focuses  on  first  time  felony  drug 
offenders  who  can  avoid  a  conviction  by  successfully 
participating  in  and  completing  an  intensive  one  year 
outpatient  counseling  program  with  frequent  urinalysis  tests. 
Outcome  evaluation  shows  a  recidivism  rate  of  only  8%  for 
program  completers,  compared  with  25%  for  defendants  who  chose 
not  to  participate. 
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Bxaaples  of  Effective  Treataent  Prograas  for  Hoaen 

Operation  PAR  (Pinellas,  Florida),  by  providing  on-site  child 
care,  increased  the  retention  rate  of  cocaine-dependent  women  , 
from  113  days  to  300  days.   Six  months  after  completing 
Operation  PAR'S  comprehensive  residential  program,  80  percent 
of  clients  are  drug  free,  98  percent  are  attending  school  or 
employed  and  75  percent  have  no  delinquent  activity. 

The  Center  for  Addiction  and  Pregnancy  (Baltimore,  Maryland) 
at  the  Francis  Scott  Key  Medical  Center  provides  comprehensive 
residential  services  and  generates  cost  savings  of  $18,000  to 
$26,500  per  client,  compared  with  the  cost  of  treating  a  drug- 
exposed  infant. 

Project  Together  (Des  Moines,  Iowa)  reports  that  women 
completing  its  program  improve  their  mental  health,  sobriety 
and  parenting  skills  and  are  also  more  likely  to  attain  stable 
housing  and  employment  than  are  women  who  initiate  but  do  not 
complete  the  progrcun.  Children  whose  mothers  are  enrolled  in 
Project  Together  show  gains  in  interpersonal  skills,  physical 
well-being,  cognition,  language,  and  school  performance. 

Delaware  Diamond  Deliveries  (New  Castle  County,  Delaware) 
provides  comprehensive  prenatal  and  postpartum  services  to 
substance-abusing  women,  their  children,  and  significant 
others.   Preliminary  evaluation  results  of  this  progrcun 
indicate  significantly  improved  birth  outcomes,  especially 
regarding  birth  weights.   Also,  hospital  costs  for  mothers  and 
infants  in  this  progreun  are  much  lower  than  in  comparison 
groups . 
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Bxaaples  of  Ef factive  Programs  for  People  Mith  Severe  Addictlone 

Phoenix  House  (New  York  City)  provides  residential  treatment 
that  yields  significant  decreases  in  drug  use,  criminality  and 
relapse  while  also  improving  psychological  well-being  and 
increasing  employment.   For  example,  in  one  cohort  of  program 
graduates,  opioid  use  decreased  to  less  than  5%.   In  another 
cohort,  the  rate  declined  to  zero. 

Sinai  Hospital  Drug  Dependency  Program  (Baltimore,  Maryland) 
offers  detoxification,  methadone  maintenance  and  aftercare. 
Last  year,  85  per  cent  of  clients  remained  abstinent 
throughout  their  course  of  treatment. 

Second  Oenesis  (Washington,  D.C.  metropolitan  area)  is  a 
therapeutic  community  that  reports  (three  month  followup)  79 
per  cent  of  clients  used  no  illegal  drugs,  74  per  cent  used  no 
alcohol,  89  per  cent  were  not  arrested,  and  97  per  cent  had  no 
involvement  in  any  illegal  activity  within  the  30  days  prior 
to  followup  interviews. 

Therapeutic  Outcomes  Through  Prescribed  Strategies 

(Washington,  D.C.)  provides  intensive  counseling  and  regular 
group  therapy.   Clients  with  urine  test  results  clean  for 
opiates  is  90  per  cent;  clients  with  clean  urine  test  results 
for  cocaine  is  83  p>er  cent. 
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TREATMENT  SUCCESS 


Mr.  Smith.  The  ones  that  don't  complete  treatment  successfully 
the  first  time,  do  you  try  them  a  second  round? 

Ms.  SCHECKEL.  There  is  information  in  the  knowledge  base  indi- 
cating that  for  the  multiply-diagnosed,  severely  affected  individual, 
anywhere  from  three  to  five  admissions  to  intensive  therapeutic 
intervention  is  necessary  before  the  individual  is  able  to  attain  and 
sustain  recovered  status.  So,  yes,  we  promote  the  notion  that  indi- 
viduals who  relapse  and  who  leave  treatment  should  be  able  to 
readily  reenter  treatment  when  and  if  they  are  ready  to  make  the 
commitment  to  recovery. 

Mr.  Smith.  It  is  not  a  question  of  if  they  don't  complete  the  treat- 
ment successfully  on  the  second  round.  Is  there  any  substantial 
percentage  that  complete  it  the  second  time? 

Ms.  SCHECKEL.  I  don't  want  to  cite  stats  off  the  top  of  my  head. 
The  National  Institute  on  Drug  Abuse  has  done  research  in  this 
area  demonstrating  that  individuals  who  don't  complete  treatment 
still  manage  to  sustain  improved  health,  and  health-related  behav- 
iors, and  are  more  likely  to  reenter  treatment,  but  I  would  like  to 
provide  that  specific  information  for  the  record  because  I  am  not 
sure  about  the  percentages. 

[The  information  follows:] 
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TREATMENT  COMPLETION 

The  definition  of  treatment  completion  is  not  consistent  across 
programs.   Some  programs  have  a  definite  time  frame  or  level  of 
progress  to  indicate  when  treatment  is  completed.   In  these  programs 
the  completers  often  "graduate".   Many  types  of  treatment,  including 
methadone  treatment,  many  drug-free  programs,  and  peer-support  self- 
help  programs,  are  of  indefinite  duration.   New  models  of  treatment, 
which  incorporate  inpatient  and  outpatient  phases,  make  defining 
treatment  completion  even  more  difficult.   For  patients  with  third- 
party  reimbursers,  duration  of  treatment  may  be  defined  by 
avail2U3ility  of  coverage  rather  than  by  treatment  plan  or 
philosophy. 

We  have  some  data  from  DARP,  TOPS,  and  DATOS  on  the  outcomes  of 
treatment  completers  versus  non-completers  for  index  treatment 
episodes,  but  none  of  our  studies  have  monitored  type  of  termination 
from  treatment  across  episodes  of  treatment.   Since  the  definition 
of  completion  is  program-specific,  this  would  require  program-level 
data  for  specific  clients  as  they  go  from  one  treatment  program  to 
the  next.   The  best  data  set  to  answer  this  question  on  a  nationally 
representative  basis  is  the  Client  Data  System,  or  what  was  the 
Minimum  Client  Data  Set,  which  is  loosely  based  on  the  old  COOAP 
system  of  monitoring  treatment  intakes  and  discharges. 
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Ms.  SCHECKEL.  A  fairly  large  percentage,  though,  do  reenter 
treatment,  and  a  very  large  percentage  of  those  who  enter  treat- 
ment but  don't  complete  their  proscribed  protocol  do,  in  fact,  expe- 
rience better  health  status  and  higher  rates  of  employment  even 
though  they  didn't  complete  a  treatment  program. 

Mr.  Smith.  Now  there  are  some  drug  users  who  have  actually 
wanted  to  go  to  prison  in  order  to  get  into  a  treatment  program 
that  they  would  stay  in.  They  have  to  stay  in  it.  They  have  no 
choice.  Many  have  tried  the  outside  treatment  programs,  and  not 
completed  them,  and  if  they  did,  they  would  revert.  That  does  not 
match  up  very  well  with  what  you  are  telling  us,  does  it? 

Ms.  SCHECKEL.  Well,  actually,  it  does.  I  have  a  couple  of  relevant 
observations. 

First  of  all,  I  am  aware  of  the  inclination  of  individuals  to  make 
untold  volumes  of  sacrifice  in  order  to  get  into  treatment,  whether 
it  is  in  a  jail  or  detention  center  or  whatever.  Having  worked  in 
prisons  and  jails,  however,  I  can  assure  you  that  once  they  enter 
a  prison  or  jail  facility  they  don't  feel  quite  the  same  way  about 
their  willingness  to  make  such  a  sacrifice. 

It  is  well-recognized  in  our  field  that  prisons  and  jails  are,  quote, 
the  treatment  option  of  last  resort.  While  I  cited  earlier  some  sta- 
tistics on  effective  outcomes  in  the  public  sector,  it  is  fair  enough 
to  say  that  we  have  our  work  cut  out  for  us  with  regard  to  enhanc- 
ing the  capabilities  of  the  publicly  funded  service  delivery  sector  to 
ensure  the  availability  of  effective  treatment. 

There  are  bright  points  of  light,  if  you  will,  but  they  are  few  and 
far  between  in  the  universe.  Most  of  our  State  systems'  develop- 
ment initiatives,  our  demonstration  programming  and  the  like,  are 
geared  toward  enhancing  the  entire  infrastructure  with  this  capa- 
bility. 

So,  while  we  know  a  great  deal  about  what  works  and  while  we 
are  translating  it  into  practice  at  as  rapid  a  pace  as  we  can,  it  is 
fair  enough  to  say  that,  in  the  main,  in  the  public  sector,  ready  ac- 
cess to  effective  treatment  services  is  not  the  norm.  And  that  fail- 
ing our  ability  to  reach  these  individuals  early  on  in  the  etiology 
of  their  drug  problems,  yes,  they  end  up  in  the  justice  system. 

Mr.  Smith.  So,  in  the  end,  they  have  got  to  really  want  to  get 
over  their  problem.  It  is  like  Alcoholics  Anon3mious.  When  they  get 
there  they  are  there  because  they  want  to  get  over  it.  Until  they 
really  want  to  get  over  it  they  are  not  going  to  be  helped  much. 

Dr.  Johnson.  Let  me  add  something  to  what  Ms.  Scheckel  was 
saying. 

We  have  to  look  at  addiction  as  a  chronic  relapsing  disorder.  Al- 
though the  motivation  might  be  there,  because  the  illness  is  a  re- 
lapsing condition  it  usually  takes  multiple  attempts  before  individ- 
uals can  remain  drug-free  or  reduce  their  drug-taking  behavior.  We 
have  to  keep  that  in  mind.  It  is  the  nature  of  the  addiction. 

Ms.  Scheckel.  I  can't  fail,  however,  to  take  this  opportunity  to 
address  the  myth,  that  people  who  suffer  from  substance  abuse  dis- 
orders don't  wish  to  recover.  The  inclination  to  seek  help,  the  rec- 
ognition of  the  severity  of  one's  problem  and  the  commitment  to 
treatment  vary  depending  on  not  just  the  status  of  the  disorder  and 
how  severe  it  is  but  on  the  individual's  access  to  detoxification  and 
support  services. 
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Individuals  who  are  in  a  stable  state  mentally  and  physically  and 
who  suffer  from  substance  abuse  disorders  typically  will  opt  to  seek 
treatment  and  to  make  a  commitment  to  treatment.  No  one  wishes 
to  be  this  ill.  No  one  wishes  to  suffer  this  way. 

We  have  a  body  of  evidence  in  the  research  base  from  the  Na- 
tional Institute  on  Drug  Abuse  and  in  our  own  practical  experience 
in  SAMHSA  indicating  that  the  largest  portion  of  individuals  who 
suffer  from  these  disorders  are  inclined  to  and  will  make  a  commit- 
ment to  their  own  wellness,  and  then  it  is  our  responsiblity  to  get 
them  into  the  right  kind  of  treatment  milieu  that  will  meet  their 
needs.  Rates  of  relapse  and  recidivism  will  be  high  failing  our  abil- 
ity to  do  that. 

SUBSTANCE  ABUSE  AND  PREGNANT  WOMEN 

Mr.  Smith.  Pregnant  women  who  are  abusing  or  who  are  addicts 
and  are  abusing  substances,  maybe  not  addicts  even,  and  having 
children.  We  have  had  the  percentages  here.  I  don't  remember 
what  they  were,  but  it  is  a  bad  problem.  How  many  of  them  don't 
know  any  better  and  how  many  just  don't  care? 

Ms.  SCHECKEL.  Dr.  Johnson,  that  happens  to  be  your  expertise. 
I  will  be  glad  to  defer  to  you. 

Dr.  Johnson.  Certainly,  I  will  start. 

Let  me  say  again  that  addiction  is  a  chronic  relapsing  disorder. 
I  still  think  we  have  to  emphasize  that,  and  that  there  are  many 
reasons  why  people  elect  to  use  drugs. 

But  people  who  have  come  into  treatment  and  were  matched  to 
appropriate  treatment  modules  do  have  positive  outcomes. 

Many  women  try  very  hard  to  come  into  treatment.  But  they  face 
many  obstacles  and  barriers.  For  example,  many  are  concerned 
about  losing  their  children  if  they  come  into  treatment  or  acknowl- 
edging a  substance  abuse  problem,  especially  if  they  are  known,  to 
the  social  service  system.  Child  care  also  be  a  problem  for  these 
women.  Transportation  can  be  another  problem.  In  addition,  they 
have  to  overcome  the  stigma  associated  with  their  drug  use. 

When  you  consider  all  of  these  factors,  you  can  see  how  complex 
the  situation  is. 

Our  programs  provide  easy  access  for  these  women — ^by  providing 
transportation  services,  child  care,  or  other  services  and  support. 
Some  of  the  programs  that  are  supported  by  CSAT  allow  women 
to  come  into  treatment  with  their  children,  which  affords  us  the  op- 
portunity to  work  with  them  to  improve  their  parenting  skills. 

But  we  have  to,  again,  look  at  the  complex  situation  and  be  able 
to  provide  a  very  comprehensive  set  of  services.  SAMHSA's  pro- 
grains  are  very  closely  connected  to  other  government  programs 
providing  support  services.  Our  programs  either  directly  provide 
services  or  work  with  other  agencies  to  give  our  clients  access  to 
all  the  health,  social  service,  education,  housing,  and  emplo3mient 
services  necessary  to  improve  their  chances  for  a  positive  outcome. 

Mr.  Smith.  My  question  really  was  that  we  have  been  told  here 
the  last  couple  of  weeks  that  there  are  more  children  being  bom 
today  I  believe  whose  mothers  took  drugs  while  they  were  pregnant 
than  has  been  in  previous  years.  Is  that  because  those  mothers 
don't  know  any  better  or  is  it  because  they  don't  care? 
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Dr.  Johnson.  There  are  complex  reasons  why  this  is  happening 
at  this  time.  Some  of  these  women  don't  know  any  better.  Some  of 
them  don't  understand  the  harmfulness  of  these  drugs  on  the  un- 
born child.  But,  again,  when  the  disease  of  addiction  takes  over 

Mr.  Smith.  But  some  of  these  are  not  addicted.  They  just  take 
drugs. 

Dr.  Johnson.  There  has  been  an  increase  of  drug  use  over  time 
in  our  society  at  large,  and  women  are  part  of  that  society. 

But  I  don't  think  we  can  make  the  blanket  statement  that 
women  who  abuse  drugs  don't  care.  I  think,  as  I  pointed  out  ear- 
lier, there  are  very  complex  reasons  people  elect  to  begin  taking 
drugs. 

Mr.  Smith.  But  if  a  pregnant  woman  takes  drugs  and  it  is  going 
to  harm  her  child  that  is  going  to  be  born,  she  must  not  know  any 
better.  I  wonder,  do  we  have  an  education  program  that  is  suffi- 
cient that  lets  women  know  that  when  they  use  drugs  when  they 
are  pregnant  that  they  are  going  to  harm  their  child? 

Dr.  Johnson.  We  certainly  do  have  public  education  programs. 
Our  adolescent  women's  programs,  include  an  education  compo- 
nent. 

You  might  want  to  say  a  little  bit  more. 

Ms.  SCHECKEL.  It  had  to  do  with  your  observations  with  regard 
to  motive  for  taking  drugs  while  pregnant.  I  would  note  from  our 
demonstration  program  experience  it  is  evident  that  over  65  per- 
cent of  the  women  in  our  treatment  programs  have  either  been  sex- 
ually abused  or  have  borne  the  brunt  of  severe  trauma  as  young 
children. 

We  know  also  from  the  results  of  the  National  Co-morbidity  Sur- 
vey that  women  who  experience  this  kind  of  trauma  at  an  early  age 
subsequently  experience  levels  of  high  anxiety  and  that,  in  fact, 
this  drug-taking  behavior,  more  than  an3rthing  else,  is  typically 
driven  by  fear.  And  it  is  an  effort  to  remediate  the  s5rmptoms  asso- 
ciated with  extreme  anxiety  disorder,  post-traumatic  stress  dis- 
order and  other  related  mental  illnesses  amongst  these  young 
women  who  have  been  subjected  not  just  to  poverty  and  family  dys- 
function but  a  lot  of  violence. 

And  this  problem  then  has  an  etiology  that  is  steeped  in  socio- 
economic dysfunction  and  illness  as  manifested  in  these  women's 
lives. 

women  and  substance  abuse 

Mr.  Smith.  But  it  would  be  a  mistake  to  think  that  all  of  these 
women  were  subject  to  abuse  and  that  is  the  reason  they  did  this. 
There  are  a  lot  of  women  who  have  not  been  abused  that  did  this. 

Ms.  SCHECKEL.  I  said  that  the  majority  of  women  who  chronically 
abuse  drugs  and  alcohol  have  experienced  abuse  or  other  major 
traumatic  events  in  their  early  childhood.  That  we  know  for  sure. 
And  I  think  it  is  important  that  we  recognize  that.  It  has  major  im- 
plications for  how  we  intervene  in  their  lives,  and  it  has  implica- 
tions for  public  policy. 

Mr.  Smith.  Well,  then,  why  is  there  so  much  drug  use  in  some 
of  the  colleges  where  wealthy  children  go?  Are  you  saying  that  all 
of  them  were  abused  at  home? 
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Ms.  SCHECKEL.  No,  but  I  dare  say  that  experimental  drug  use  in 
college  is  the  least  likely  contributing  factor  in  the  onset  of  chemi- 
cal dependency. 

Mr.  Smith.  We  have  been  told  here  that  a  lot  of  these  children 
are  being  bom  to  people  who  for  some  reason  took  drugs  while  they 
were  pregnant.  They  were  addicts.  They  were  not  dependent.  They 
just  did  it. 

Ms.  SCHECKEL.  Experimental  drug  taking  does  lead  to  more 
chronic  and  severe  disorders. 

Mr.  Smith.  I  think  it  is  experimental.  They  have  experimented 
before.  They  are  with  crowds,  and  they  take  drugs. 

Dr.  Johnson.  A  number  of  the  women  who  take  drugs — at  the 
time  they  take  them,  are  not  aware  that  they  are  pregnant,  either. 

Mr.  Smith.  But  even  after  they  are  pregnant,  they  still  do  it. 

Dr.  Johnson.  But  what  we  are  saying  here  is  that  there  are  a 
host  of  reasons  why  people  take  drugs.  Some  of  them  relate  to  the 
reasons  that  Ms.  Scheckel  has  explained. 

Especially  when  you  look  at  the  backgrounds,  you  do  indeed 
find — of  whatever  socioeconomic  level — you  do  find  a  substantial 
amount  of  abuse  and  neglect.  It  doesn't  matter  whether  they  are 
low  income  or  middle  income.  And  I  think  you  find  the  same  prob- 
lems associated  with  mental  disorders  in  women. 

Mr.  Smith.  It  is  hard  for  me  to  believe  that  a  woman  that  real- 
ized that  she  was  hurting  her  child  would  do  it.  And  that  is  the 
reason  I  wonder  if  we  have  a  good  enough  education  program. 

Dr.  Johnson.  We  are  doing  a  lot  in  that  particular  area.  The  FY 
95  budget  includes  funding  to  expand  our  women's  programs,  in- 
cluding $3  million  for  an  education  campaign  to  focus  on  the  harm- 
ful effects  of  drugs  on  pregnancy. 

Our  prevention  center  supports  programs  which  focus  on  adoles- 
cent girls  to  begin  very  early  in  raising  their  awareness  of  harmful 
effects  of  drugs,  not  only  during  the  pregnancy  but  just  the  harmful 
effects  that  it  has  upon  their  life  as  a  total  problem. 

EDUCATION  PROGRAMS 

Mr.  Smith.  I  was  in  a  restaurant  about  three  years  ago,  I  guess, 
and,  as  we  left,  we  saw  a  young  couple  there  with  a  child,  and  the 
child  was  so  small.  And  we  stopped  and  visited  with  them  a  little 
bit.  They  were  both  smoking.  And  we  remarked  something  about 
the  child,  and  they  said,  yes,  but  we  can't  get  it  to  sleep  at  night. 

I  don't  think  they  had  any  idea  that  it  was  having  withdrawal 
pains.  They  couldn't  withdraw  or  they  would  not  be  smoking.  But 
I  don't  think  they  knew.  I  just  wonder  if  we  have  good  enough  edu- 
cation programs. 

Dr.  Johnson.  Well,  we  are  doing  a  lot  in  our  education  pro- 
grams. And  we  certainly — I  would  like  Ms.  Smith  to  speak  to  this 
as  well.  We  are  trying  as  much  as  possible  to  take  our  education 
and  our  prevention  awareness  programs  to  where  people  are. 

For  example,  just  a  couple  of  weeks  ago  we  sponsored  a  gallery 
of  prevention  programs  initiatives,  showing  examples  of  the  kinds 
of  programs  that  we  have  at  shopping  malls.  It  took  place  at  the 
Hall  shops  here  in  the  District  of  Columbia.  The  Rouse  Conipany 
helped  us  establish  a  project  at  the  shops  which  we  would  like  to 
move  to  other  communities  and  other  shopping  malls  in  the  coun- 
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try,  wherever  we  can  find  young  people  and  children  and  families 
who  could  benefit  from  our  prevention  programs. 

Would  you  like  to  add  anything? 

Mrs.  Vivian  L.  Smith.  Mr.  Chairman,  I  think  you  are  really  and 
truly  asking  the  hard  questions  that  we  don't  have  specific  answers 
for.  But  within  the  Center  for  Substance  Abuse  Prevention  we  are 
focusing  our  attention  and  our  efforts  on  trying  to  develop,  identify 
and  assess  some  of  the  effective  strategies  for  women  in  these  pop- 
ulations. 

In  addition  to  the  kind  of  mass  media  education  training  that  Dr. 
Johnson  refers  to,  we  have  a  women's  resource  center  that  is  a 
demonstration  program.  Within  that  program,  we  reach  over 
14,000  women  and  their  infants  that  we  think  are  sincere  and  real- 
ly want  to  do  something  about  their  addiction.  Now,  that  is  a  small 
percentage  but  certainly  we  are  learning  something  from  those 
demonstration  programs  that  we  hope  can  be  replicated,  and  we 
hope  that  we  can  reach  more  women  in  the  process. 

Additionally,  we  have  to  train  health  care  providers  in  this  proc- 
ess. Some  of  our  training  programs  are  focused  on  them. 

Also,  in  the  Centers  for  Substance  Abuse  Prevention,  we  have 
the  largest  repository  of  information  through  our  national  clearing- 
house for  alcohol  and  drug  information.  It  is  a  large  clearinghouse, 
and  we  have  distributed  an  enormous  amount.  In  one  year,  we 
have  done  over  10,000,  just  literature,  educational  materials  that 
go  to  programs  that  focus  on  substance  abusing  pregnant  women 
and  their  infants. 

We  have  a  number  of  media  campaigns  that  are  in  the  process 
of  being  developed.  We  have  some  that  we  have  some  levels  of  suc- 
cess with.  Much,  much  more  needs  to  be  done,  but  I  think,  through 
our  demonstration  program,  we  are  moving  in  the  right  direction. 

Mr.  Smith.  Mr.  Porter. 

SUBSTANCE  ABUSE  BLOCK  GRANT 

Mr.  Porter.  Thank  you,  Mr.  Chairman. 

Dr.  Johnson,  your  major  proposed  increase  for  the  next  fiscal 
year  is  $310  million  for  the  substance  abuse  block  grant.  Do  you 
envision  this  $310  million  to  be  allocated  to  the  States  and  spent 
by  them  as  a  program  separate  and  apart  from  the  regular  block 
grant  program? 

Dr.  Johnson.  They  will  be  a  part  of  the  regular  block  grant  pro- 
gram using  the  same  formula.  They  will  use  the  same  formula  to 
distribute  these  funds. 

Mr.  Porter.  How  do  you  propose  to  target  these  to  the  hard  core 
population?  How  will  you  do  that? 

Dr.  Johnson.  The  application  will  contain  the  criteria  to  be  used 
to  target  the  hard  core  users. 

Mr.  Porter.  Will  this  require  any  change  in  the  basic  law?  Will 
you  target  these  funds  to  hard  core  drug  users?  And,  if  so,  what 
changes  will  you  have  to  write  into  law? 

Dr.  Johnson.  Some  legislative  changes  will  be  required. 

Lisa,  would  you  like  to  explain  each  of  those? 

Ms.  SCHECKEL.  Actually,  it  is  premature  for  me  to  explain  them 
succinctly  because  the  decision-making  process  is  not  yet  completed 
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at  the  Department  level.  We  have  a  legislative  proposal  in  the  hop- 
per. 

Mr.  Porter.  You  do  or  don't? 

Ms.  SCHECKEL.  It  is  within  the  Department. 

Mr.  Porter.  It  is  not  out  yet?  It  has  not  been  sent  to  the  Hill? 

Ms.  Scheckel.  No.  It  does  note  that  States  will  have  to  provide 
an  assurance  that  they  will  target  these  funds  to  hard  core  users. 
Not  all  of  the  existing  statutory  requirements  that  govern  the  block 
grant  at  large  are  expected  to  apply  to  the  hard  core  population. 

Beyond  that,  I  can't  be  any  more  specific. 

AUTHORIZING  LEGISLATION 

Mr.  Porter.  We  took  a  whole  bunch  of  specific  targeted  pro- 
grams and  put  them  in  a  block  grant  program  and  sent  them  to 
the  States.  Now  we  are  doing  targeted  programs  to  get  some  con- 
trol. It  is  inevitable. 

If  we  mark  up  our  appropriations  bill  in  late  May  or  June  and 
no  new  legislation  has  been  enacted  by  that  time,  how  should  this 
subcommittee  proceed? 

Dr.  Johnson.  We  anticipate,  at  least  we  are  hopeful,  that  au- 
thorizing legislation  will  be  dealt  with  by  September,  sometime  in 
late  September. 

Mr.  Porter.  But  we  have  to  mark  up  in  May  or  June.  We  will 
have  a  program  that  is  not  authorized  at  that  point.  How  should 
we  proceed  if  it  is  not  authorized? 

Mr.  Williams.  I  think  we  would  urge  you  to  make  the  money 
available  through  the  block  grant,  and  then  through  the  authoriz- 
ing process  we  would  attempt  to  target  it.  But  I  think  the  adminis- 
tration would  still  like  to  see  that  money  made  available  to  the 
block  grant. 

Mr.  Porter.  If  we  target  the  $310  million  on  hard  core  drug 
users,  will  this  be  shortchanging  the  regular  block  grant  program 
and,  specifically,  the  alcohol  treatment  services? 

Dr.  Johnson.  I  don't  believe  so.  I  think  that  when  you  see  the 
legislative  proposal  that  is  forthcoming  that  you  will  see  that  we 
certainly  are  responding  to  heavy  drug  users  with  that  particular 
legislative  proposal. 

Mr.  Porter.  Why  do  you  want  to  spend  $35  million  in  1995  for 
demonstration  grants  related  to  hard  core  drug  users? 

Dr.  Johnson.  As  I  said  in  my  opening  statement  the  types  of  in- 
dividuals that  we  treat  are  not  addressed  very  well  under  existing 
managed  health  care  systems.  We  would  like  to — through  these 
demonstration  programs  explore  and  identify  the  optimum  treat- 
ment approaches  and  systems  under  managed  health  care  systems 
that  could  be  provided. 

We  just  don't  have  this  information  at  this  point,  and  we  hope 
through  the  demonstration  program  we  could  see  how  they  could 
better  be  served.  This  information  would  be  critical  to  effectively 
implementing  the  Health  Security  Act  for  this  population. 

Mr.  Porter.  And  is  this  program  authorized  or  will  you  have  to 
write  legislation  to  allow  you  to  do  that? 

Dr.  Johnson.  I  am  not  really  sure 

Ms.  Scheckel.  We  don't  have  the  advise  of  counsel  here  on  your 
question,  but  it  appears  that  we  might  be  able  to  approach  some 
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of  the  goals  of  the  hard  core  demonstration  program  under  existing 
authority.  It  wouldn't  be  as  easy  to  do  it  as  it  would  under  the  pro- 
posed new  consolidated  demonstration  authority,  the  goal  there 
being  to  give  States  and  localities  maximum  flexibility  in  structur- 
ing their  response  to  a  call  for  proposed  projects. 

Mr.  Porter.  Your  entire  underlying  law  expires  this  year,  and 
you  are  going  to  have  to  rewrite  it  all. 

Dr.  Johnson.  That  is  right. 

Mr.  Porter.  So  if  it  is  not  implicit  you  will  have  to  put  it  in  ex- 
plicit. 

Your  budget  proposes  a  consolidation  of  the  multi-center  dem- 
onstration authorities  into  a  single  one  for  each  center.  Is  this  con- 
solidation contingent  on  legislation?  And,  if  so,  what  is  the  status 
of  that  legislation? 

Ms.  Johnson.  Yes,  it  is.  This  will  be  part  of  a  single  bill  address- 
ing the  hard  core  initiative  and  our  reauthorization. 

Mr.  Porter.  And,  again,  that  gets  to  the  question,  Dennis,  what 
if  we  don't  have  any  authorizing  legislation  regarding  this  subject, 
which  we  probably  won't. 

Mr.  Williams.  We  have  several  choices,  I  suppose.  One  is  to 
defer  any  action  until  authorizing  legislation  is  enacted. 

Mr.  Porter.  That  is  what  Mr.  Natcher  would  have  done. 

Mr.  Williams.  That  has  been  the  tradition  in  this  committee. 

Alternatively,  one  could  proceed  to  make  money  available  in  an- 
ticipation of  that  authorization.  In  this  case,  since  the  entire  pro- 
gram is  subject  to  reauthorization,  I  think  there  is  a  fair  likelihood 
that  there  would  be  reauthorization.  And  so  appropriating  in  an- 
ticipation of  this  would  be  one  strategy. 

Mr.  Porter.  Thank  you,  Mr.  Chairman. 

hard-core  drug  users 

Mrs.  Lowey  [presiding].  Thank  you  and  welcome. 

Earlier  this  year,  the  Department  issued  a  disturbing  report 
about  rising  emergency  admissions  to  hospitals  from  drug  treat- 
ments spurred  by  an  increase  in  heroin  cases.  Also  troubling  are 
findings  that  large  numbers  of  Americans  don't  think  that  occa- 
sional use  of  cocaine  or  marijuana  is  a  great  threat  to  health. 

I  am  pleased  to  see  the  administration's  proposal  to  invest  more 
in  drug  treatment  and  to  target  hard  core  drug  users.  Can  you  ex- 
plain to  the  Committee,  however,  how  this  investment  will  be  tar- 
geted at  hard  core  addicts? 

When  both  the  findings  about  rising  drug  use  and  the  public  atti- 
tudes towards  occasional  use  point  to  the  need  to  do  more  in  the 
area  of  prevention,  why  did  the  Department  choose  not  to  invest 
more  in  prevention? 

Dr.  Johnson.  Fortunately  for  fiscal  year  1995,  a  number  of  our 
projects  in  the  prevention  area  are  coming  to  completion,  making 
available  a  substantial  amount  of  funding  for  new  grants  in  FY 
1995  for  prevention  activities.  Funding  beyond  FY  1995  that  causes 
some  concern  since  we  need  to  have  a  sustaining  prevention  effort. 
If  we  are  going  to  meet  that  challenge,  we  need  to  avoid  a  declining 
funding  base. 

Again,  the  budget  for  fiscal  year  1995  allows  us  to  develop  a 
number  of  new  starts  with  a  substantial  amount  of  funds.  I  think 
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we  are  in  the  neighborhood  of  close  to  $70  milHon  that  will  be 
available  in  fiscal  year  1995  due  to  projects  coming  to  an  end,  the 
five-year  projects  that  began  in  1990. 

As  you  point  out  with  the  Dawn  Survey,  there  has  been  a  sub- 
stantial increase  in  emergency  room  admissions  especially  among 
the  older  heroin  users.  And  that  the  increase  in  treatment  capacity 
(up  to  74,000  persons)  will  go  a  long  way  in  meeting  the  needs  of 
this  target  population. 

And  let  me  point  out,  too,  in  addition  to  what  HHS  is  doing,  the 
crime  bill  would  also  add  additional  treatment  slot  capacity  for 
those  who  are  incarcerated. 

PREVENTION  PROGRAMS 

Mrs.  LOWEY.  Thank  you. 

I  mentioned  the  dismaying  findings  that  public  opinion  about  the 
danger  of  drug  use  appears  to  be  headed  in  the  wrong  direction. 
We  are  also  seeing  a  disturbing  rise  in  the  number  of  adolescents 
taking  up  smoking  and  binge  drinking. 

With  regard  to  drinking,  research  shows  that  print  and  broadcast 
advertising  is  the  public's  primary  source  of  information  about  alco- 
hol. In  light  of  this  information,  does  SAMHSA  support  expanding 
the  use  of  positive  advertising  to  reverse  these  trends? 

Ms.  Johnson.  We  certainly  do.  We  support  the  efforts  in  the  pri- 
vate sector.  SAMHSA's  prevention  center  is  also  involved  in  devel- 
oping multimedia  type  of  campaigns. 

We  have,  for  example,  supported  communications  grants  where 
individual  communities  develop  communications  projects  tailored  to 
their  particular  community  or  neighborhood.  We  are  also  looking  at 
developing  larger  campaigns  that  can  be  targeted  especially  to 
young  children  as  well  as  to  young  women. 

Mrs.  Smith,  do  you  want  to  add  something? 

Mrs.  Vivian  L.  Smith.  Yes.  We  have  an  Urban  Youth  Campaign 
that  focuses  on  African-American  youth  from  nine  to  14  years  of 
age  in  20  major  inner  cities  areas.  This  campaign  has  been  in  oper- 
ation now  for  about  three  years.  We  have  used  these  young  people 
to  help  develop  a  media  message  that  would  influence  other  young 
people. 

We  have  a  teen  drinking  program  which  is  a  prevention  program 
in  8  cities.  Under  this  program  we  have  worked  with  young  people 
in  these  major  urban  areas  to  help  them  develop  the  type  of  mes- 
sages, and  programs,  that  will  have  an  impact  on  their  peers  rel- 
ative to  not  starting  or  not  experimenting  with  alcohol. 

Additionally,  we  have  a  Spanish-based  program  as  we  try  to  be 
multicultural  in  our  approach.  This  involves  using  various  modali- 
ties within  the  media. 

Additionally,  as  Dr.  Johnson  indicated,  we  are  implementing  a 
program  that  focuses  on  adolescent  females  from  12  to  20  years  old, 
which  will  be  a  small  demonstration  grant  program  of  about  16 
programs.  We  expect  to  use  the  learnings  from  those  demonstration 
programs  to  look  at  how  we  could  further  expand  the  messages  to, 
the  training  and  the  involvement  of  young  women  in  making 
healthy  decisions  about  their  lives. 
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DEMONSTRATION  PROGRAMS 


Mrs.  LOWEY.  How  are  those  demonstration  programs  different 
from  the  hundreds  of  demonstration  programs  similar  to  those 
which  have  existed  for  a  long  time?  What  have  we  learned?  What 
is  successful?  What  works? 

Obviously,  the  small  warning  labels  on  cigarettes  and  alcohol  are 
not  doing  any  good,  and  I  would  be  interested  if  you  would  support 
mandatory  large  prominent  labels  on  alcohol  and  cigarettes? 

But  when  you  said  there  are  demonstration  programs  directed  to 
young  girls,  that  is  not  new.  This  has  been  going  on.  Have  you 
learned  anything?  Is  an3rthing  working? 

Mrs.  Vivian  L.  Smith.  Yes,  we  believe  that  there  are  various 
strategies  that  work.  We  believe  that  the  earlier  that  you  start 
with  a  prevention  message,  the  earlier  you  start  with  a  message 
about  health  as  related  to  one's  own  body  and  one's  own  environ- 
ment, the  better  our  chances  are  to  assure  that  young  people  will 
not  get  involved  in  alcohol  and  drug  abuse  behaviors. 

So  that  is  one  very  definite  learning  that  has  come  from  some  of 
our  funded  demonstration  grant  projects. 

Another  factor  is  that  a  community  must  take  ownership  of  its 
drug  problem.  A  community  has  to  be  empowered,  and  committed 
to  making  some  resolution  to  address  and  impact  upon  their  drug 
problem.  If  the  Federal  dollars  that  go  into  that  community  can 
help  to  successfully  empower  that  community,  we  believe  that  we 
ultimately  will  help  to  reduce  and,  in  many  instances,  eliminate 
the  drug  abuse  in  that  particular  community. 

We  believe  that  action  has  to  start  neighborhood  by  neighbor- 
hood. We  cannot  start  from  the  federal  level  and  then  impose  pre- 
vention programs  within  a  community. 

The  difference  between  the  Center  for  Substance  Abuse  Preven- 
tion's program  for  adolescent  females  and  other  ongoing  programs 
is  that  here,  again,  the  focus  is  on  the  community  developing  a  re- 
sponse to  its  specific  prevention  needs  for  adolescent  females. 

That  is  the  focus  of  our  demonstration  program.  We  don't  try  to 
tell  the  community  how  to  solve  its  own  problem;  rather  we  work 
with  the  community,  using  Federal  dollars,  and  try  to  help  the 
community  identify,  assess  and  then  develop  a  plan  for  addressing 
their  needs. 

We  do  believe  there  is  an  opportunity  for  us  to  replicate  what  we 
learn  in  the  process. 

Dr.  Johnson.  One  other  point. 

May  I  just  say  quickly  that  we  have  funded  a  national  structured 
evaluation  project  that  began  some  years  ago.  This  project  is  look- 
ing at  over  2,500  different  prevention  strategies  and  has  identified 
over  400  that  have  effective  outcome  evaluations  as  part  of  those 
strategies.  And  from  those,  we  hope  to  present  to  the  Congress  in 
our  third  report  to  you  on  this  area  the  most  effective  prevention 
strategies  that  we  have  found  including  not  only  programs  that  we 
support,  but  also  programs  that  other  Departments  fund  as  well  as 
programs  funded  by  the  private  sector. 
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PEOPLE  IN  SUBSTANCE  ABUSE  TREATMENT 

Mrs.  LowEY.  I  am  glad  to  hear  that.  Because  we  all  know  this 
is  such  an  overwhelming  problem. 

But  your  words  so  eloquently  stated,  Mrs.  Smith,  remind  me, 
really,  of  the  language  that  was  used  in  the  war  on  poverty.  Many 
of  us  began  in  the  war  on  poverty  and  in  helping  people  to  help 
themselves.  And  there  are  some  very  important  things  happening 
and  probably  hundreds  of  successful  programs,  but  it  all  seems  like 
a  drop  in  the  bucket,  doesn't  it,  because  the  problem  just  seems  to 
be  growing. 

So  if  we  could  only  isolate  what  is  working  and  somehow  invest 
smarter,  maybe  we  could  begin  to  make  a  dent.  I  am  not  sure,  but 
I  hope  so.  We  can't  not. 

How  many  people  are  currently  in  substance  abuse  treatment? 
Do  you  know  nationally? 

Dr.  Johnson.  The  exact  number?  Let  me  take  a  minute  just  to 
look  that  up,  unless  you  have  it  at  your  fingertips. 

Ms.  SCHECKEL.  Well,  I  can  say  off  the  top  of  my  head  that  rough- 
ly, both  public  and  private  sectors,  all  sources  of  funding,  we  have 
the  ability  to  treat  600,000  persons  at  any  given  time.  That  doesn't 
mean  600,000  persons  treated  per  year — on  an  annual  basis  we  can 
serve  the  needs  of  approximately  1.4  million  persons. 

Mrs.  LowEY.  I  believe  your  testimony  states  that  there  are  over 
100,000  people  waiting  for  treatment,  and  I  was  interested  in 
knowing  the  geographical  distribution  of  this  population. 

Dr.  Johnson.  I  think  for  the  geographical  distribution  we  would 
certainly  have  to  provide  that  for  the  record. 

But  we  estimate  in  1994  that  those  needing  treatment  are  some- 
where in  the  neighborhood  of  about  2.5  million  persons.  That  is  our 
estimate  at  this  point  in  time.  But  we  can  provide  more  informa- 
tion in  terms  of  geographical  distribution  for  the  record. 

[The  information  follows:] 
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Currently,  there  are  no  accurate  estimates  of  the  number  of  persons  waiting 
for  treatment.  The  1992  National  Drug  and  Alcohol  Treatment  Unit 
Survey  does  include  statistics  on  waiting  lists  (see  below).  Please  note  that 
these  estimates  may  be  higher  or  lower  than  the  number  of  persons  waiting 
for  treatment.  For  example,  patients  may  sign  up  for  treatment  at  more 
than  one  treatment  program  and  therefore  be  counted  more  than  once  on  a 
State's  list.  On  the  other  hand,  patients  may  not  seek  treatment  once  they 
know  that  public  treatment  programs  are  at  capacity. 


List  of  States  and  Number  of  Clients  on  a  Waiting  List 
NDATUS,  September  30,  1992 
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176 
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NC 

960 

TN 
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AL 
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ID 

295 
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139 

TX 
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AR 

318 

IL 
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359 

UT 
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0 

IN 
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VA 

780 

AZ 

1,023 

KS 
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VI 

130 

CA 

10,922 

KY 

315 

NM 
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VT 

38 

CO 

633 

LA 

965 

NV 

151 

WA 
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CT 

1,152 

MA 
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NY 

5,718 

WI 

837 

DC 

496 

MD 

2,005 

OH 

3,995 

WV 

319 

DE 

373 

ME 

204 

OK 
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WY 

170 

FL 

2,359 

MI 

2,835 

PA 

1,645 

ALL 
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GA 

369 

MN 

336 

PR 

2,331 

GU 

0 

MO 

628 

RI 

448 

HI 

145 

MS 

847 

SC 

271 

MT 

145 

SD 

319 
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Mrs.  LOWEY.  I  was  just  interested  in  the  number  of  people  in 
treatment  because  I  believe  your  testimony  said  that  the  number 
of  people  in  need  was  somewhere  between  three  and  nine  million 
and  the  number  of  people  waiting  for  treatment  is  about  100,000. 
How  can  we  even  hope  to  reach  half  of  this  population  in  treat- 
ment? 

Dr.  Johnson.  Well,  let  me  say  that  the  total  number  of  people 
served  at  this  point  in  time  for  fiscal  year  1994  is  estimated  to  be 
about  1.4  million. 

Mrs.  LowEY.  Being  served  now? 

Dr.  Johnson.  Being  served  now.  Right. 

Ms.  SCHECKEL.  And  it  is  600,000  treatment  slots. 

DRUG  TREATMENT  COUNSELORS 

Mrs.  LoWEY.  The  budget  material  refers  to  an  effort  to  expand 
treatment  for  training  counselors.  Can  you  tell  us  how  many  treat- 
ment counselors  are  credentialed  for  fiscal  year  1993  and  how 
many  you  expect  to  be  certified  in  1994?  And  will  the  1995  request 
allow  you  to  expand  on  this  number? 

Dr.  Johnson.  I  think  probably  we  could  just  provide  estimates. 
We  would  probably  have  to  provide  the  specific  numbers  for  the 
record. 

Ms.  SCHECKEL.  I  can  answer  relevant  to  our  programs,  those  we 
sponsored.  We  trained  about  5,000  entry-level  counselors  through 
our  PACT  program  over  the  last  two  years. 

I  will  have  to  get  information  on  the  proportion  of  those  trained 
who  actually  now  have  achieved  credentialed  status. 

From  various  sources  in  the  field,  the  most  recent  estimates  indi- 
cate that  there  are  some  35,000  credentialed  substance  abuse  coun- 
selors nationwide.  The  most  current  estimate  I  am  aware  of  is  that 
we  need  roughly  to  double  that  figure  in  order  to  address  the  over- 
all level  of  demand  for  treatment. 

[The  information  follows:] 
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CERTIFIED  TREATMENT  COUNSELORS 

A  recently  completed  study  by  LEWIN/VHI,  conducted  for  CSAT,  estimated 
that  in  1993,  there  were  58,000  alcohol  and  other  drug  abuse 
counselors  of  which  approximately  50,000  are  full  time  equivalents. 
Approximately  60  percent  of  these  counselors  hold  relevant  college 
degrees.  These  58,000  counselors  represent  40%  of  all  professionals 
practicing  in  treatment  facilities.  It  was  estimated  that  10  percent 
of  these  counselors  leave  the  profession  each  year,  requiring  an 
estimated  5,000  replacements  per  year  over  the  next  ten  years,  given 
a  treatment  system  of  roughly  the  current  size  (about  1  million 
clients) . 

However,  the  flow  in  and  out  of  the  treatment  system  is  dependent,  at 
least  in  part,  on  general  economic  conditions  (such  as  the 
availability  of  alternative  employment)  as  well  as  the  working 
conditions  in  the  treatment  programs.  There  is  currently,  in  most 
states,  a  major  impetus  to  upgrade  the  level  of  training  of  the 
counselors  working  in  drug  treatment  programs  by  requiring  all  such 
workers  to  be  credentialed  (by  some  professional  body)  or  licensed  by 
a  state  authority.  A  similar  pressure  for  upgrading  of  skills  is 
coming  from  managed  health  care  organizations  that  will  refuse  to  pay 
for  treatment  unless  the  staff  involved  with  treatment  is  properly 
credentialed. 

For  the  past  18  months,  CSAT  has  been  supporting  training  for 
counselors  through  its  Project  for  Addiction  Counselor  Training 
(PACT).  The  focus  of  this  progrcun  has  been  on  recruitment  of  ethnic 
and  racial  minorities.  Through  April  7,  1994,  this  nationwide 
contract  has  involved  36  training  organizations  (vendors)  and  has 
provided  training  in  45  states  and  several  territories.  The  training 
organizations  are  identified  by  the  state  authorities  or  multistate 
consortia,  and  have  offered  more  than  1200  different  courses,  to  about 
5,000  trainees.  In  addition  to  coursework,  the  contract  provides  for 
supervised  internships  of  up  to  3  years  since  such  supervised  work  is 
a  requirement  for  certification/licensure. 

Thus  far,  about  500  trainees  have  completed  all  course  work  and 
internships  and  have  been  certified  in  their  home  states.  Another  80 
are  expected  to  receive  credentials  by  the  end  of  1994,  while  an 
additional  4000  will  have  completed  further  coursework. 

In  fiscal  year  1993,  CSAT  began  a  program  to  meet  the  congressional 
mandate  to  foster  training  for  a  wider  range  of  health  care 
professionals  (physicians,  nurses,  social  workers,  etc.)  as  well  as 
counselors.  Given  the  need  to  continue  to  sup{>ort  the  training  of 
counselors,  especially  ethnic  and  racial  minorities,  and  the 
likelihood  that  health  care  reform  would  have  a  major  impact  on  the 
personnel  configuration  of  treatment  programs,  CSAT  established  by  co- 
operative agreement  11  Addiction  Training  Centers. 

Each  of  these  ATC's  will  provide  counselor  training  as  well  as 
specialized  training  to  at  least  two  other  health  professions. 

Because  several  ATC's  are  regional  in  scope,  they  will  offer  training 
in  more  than  16  states  and  territories.  They  are  now  completing  their 
planning  phase.  It  is  our  expectation  that  when  fully  operational 
they  will  provide  training  to  more  counselors  than  could  be 
accommodated  within  the  PACT  structure.  However,  we  also  expect  to 
recompete  the  PACT  contract  so  that  some  publicly  supported  counselor 
training  can  be  continued  in  those  states  that  are  not  covered  by  an 
ATC. 
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Mrs.  LowEY.  Is  it  difTicult  to  recruit  people  to  become  drug  treat- 
ment counselors?  I  mean,  is  it  just  the  money  or  is  it  difficult  re- 
cruiting people  as  drug  treatment  counselors? 

Dr.  Johnson.  That  is  a  difficult  question  to  answer.  Let  me  say 
that  it  varies,  I  think.  Certainly,  in  some  communities  the  salaries 
are  competitive  and  in  others  not  so  competitive.  So  it  is  very  dif- 
ficult. 

It  also  requires  a  lot  of  training.  We  are  doing  a  lot  of  work  in 
our  training  programs  to  engage  people  in  our  fields  by  beginning, 
for  example,  at  the  baccalaureate  level  to  try  and  engage  them  and 
fill  placements  in  our  agencies  as  well  as  to  try  to  provide  them 
with  training  experiences,  for  example,  during  the  summer. 

Both  treatment  centers  have  done  that.  For  example,  in  the 
treatment  center  they  have  identified  individuals  at  various  medi- 
cal schools,  and  Morehouse  Medical  School  was  a  site  where  we 
provided  some  internships  during  the  summer,  and  we  are  offering 
those  types  of  opportunities  to  really  engage  people  and  interest 
them  in  our  particular  area. 

We  have  a  number  of  initiatives  with  a  number  of  universities 
across  the  country  where  we  provide  technical  assistance  work- 
shops. We  do  seminars.  And  there  are  a  host  of  things  that  we  are 
doing  to  try  to  attract  people  who  are  in  school  into  coming  to  our 
field. 

Let  me  say  that  it  is  a  difficult  field.  There  is  a  lot  of  burnout 
in  our  field  because  it  requires  intensive  services.  It  requires,  cer- 
tainly, great  dedication  to  deal  with  some  of  these  very  difficult 
problems.  But  I  would  dare  say  that  — I  don't  want  to  forget  men- 
tal health  over  here,  that  they  are  doing  some  of  the  same  types 
of  initiatives  in  the  mental  health  services. 

The  three  centers  jointly  funded  projects  for  minority  students. 
It  is  operated  by  the  Center  for  Mental  Health  Services  but  with 
the  contributions  of  the  other  centers  as  well. 

Mrs.  LowEY.  Thank  you.  Mr.  Bonilla. 

Mr.  Bonilla.  Thank  you. 

I  would  like  to  start,  if  I  could,  with  the  topic  of  prevention,  and 
I  think  it  is  excellent  that  in  your  testimony  you  refer  several  times 
to  prevention  and  treatment.  My  question  would  be  about  turning 
the  comer,  I  guess,  and  having  more  programs  actually  focus  on 
prevention  versus  treatment. 

prevention  funding 

At  a  time  when  the  administration  is  stressing  the  need  for  pre- 
ventive services  in  its  health  care  reform  proposal,  level  funding  for 
the  Center  for  Substance  Abuse  Prevention  doesn't  seem  to  be  in 
step  with  the  broader  goal.  I  would  like  to  hear  your  comments  on 
that. 

Dr.  Johnson.  Let  me  say  that  for  fiscal  year  1995  we  are  quite 
fortunate  because  we  do  have  a  number  of  our  projects  that  had 
begun  funding  in  1990  that  are  coming  to  the  completion  of  their 
project  period  in  1995.  So  we  will  have  available  a  significant 
amount  of  funds  from  new  grants  for  fiscal  year  1995. 

Funding  in  future  years  would  be  of  concern  for  us.  We  certainly 
don't  want  to  see  a  declining  base  within  that  particular  center  or 
any  of  our  centers. 
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Let  me  say,  too,  though,  that  we  found  that  with  any  pubHc 
health  problem  that  you  need  both  treatment  and  prevention.  You 
certainly  need  to  reduce  the  incidents  of  the  problem,  but  also  you 
need  to  treat  those  who  already  have  the  disorder. 

Mr.  BONILLA.  I  mean,  do  you  look  at  prevention,  in  some  ways, 
as  a  bonus? 

Dr.  Johnson.  Well,  let  me  say  that  you  need,  as  you  point  out, 
a  sustaining  prevention  effort.  And  what  we  have  seen  in  our  sur- 
veys, for  example,  the  Monitoring  the  Future  Survey  where  you  do 
have  increases  for  8th,  10th,  and  12th  graders,  is  a  great  concern 
to  us.  And  we  must  maintain  a  level  effort  in  the  prevention  arena. 
That  is  what  it  says  to  us. 

We  have  to  continuously  pay  close  attention  to  every  cohort,  to 
every  age  group  and  generation  as  they  come  through,  making  sure 
that  they  receive  effective  preventive  messages  and  also  that  we 
continue  the  types  of  programs  that  we  have,  whether  they  are  for 
adolescent  women  or  high-risk  youth.  Those  are  very  important 
programs. 

And  if  you  look  at  the  national  strategy  developed  by  the  Office 
of  National  Drug  Control  Policy,  you  can  see  that  the  Administra- 
tion calls  for  a  sustaining  effort  in  prevention.  In  fact,  it  calls  for 
a  doubling  of  community  partnerships  in  future  years.  So  I  think 
that  the  Administration  is  clearly  behind  us  and  clearly  supports 
a  sustaining  prevention  effort. 

PREGNANT  AND  POST-PARTUM  WOMEN 

Mr.  BONILLA.  Along  the  same  lines,  a  question  about  the  pro- 
grams designed  to  prevent  substance  abuse  and  its  effect  on  preg- 
nant and  postpartum  women  and  their  infants  which  is  being 
phased  out.  Obviously,  it  is  under  your  jurisdiction.  What  is  the 
justification  for  phasing  out  such  a  program? 

Dr.  Johnson.  Well,  that  particular  program  is  being  phased  out 
within  our  prevention  center,  but  continuing  funding  and  continu- 
ing support  for  that  population  is  being  provided  by  the  Center  for 
Substance  Abuse  Treatment. 

And  within  the  prevention  center  those  funds  are  being  redi- 
rected to  women  of  childbearing  age.  Particularly,  we  are  looking 
at  the  age  group  of  12  to  20.  So  although  those  particular  programs 
are  expiring,  we  certainly  plan  to  continue  to  use  those  funds  in 
the  Center  for  Substance  Abuse  Prevention  with  continued  atten- 
tion and  support  of  services  for  young  women. 

Mr.  BONILLA.  So  you  are  saying  then  that  the  program  is  just 
being  shifted  to  another  area  then.  But  it  is  going  to  be  available. 

Dr.  Johnson.  Funding  for  expecting  pregnant  and  postpartum 
women  and  the  infants  grant  will  continue  to  be  used  for  womens 
programs  administered  by  the  Center  for  Substance  Abuse  Preven- 
tion. There  is  also  a  substantial  amount  of  funding  made  available 
in  the  Center  for  Substance  Abuse  Treatment  for  treatment  pro- 
grams focusing  on  this  population. 

children's  mental  health 

Mr.  Bonilla.  Will  the  new  Comprehensive  Community  Mental 
Health  Services  for  Children  program  be  carried  out  by  community 
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health  care  centers?  And  one  reason  that  I  am  interested  in  that 
is  that  they  serve  a  lot  of  rural  areas. 

Dr.  Johnson.  Dr.  Arons. 

Dr.  Arons.  The  Comprehensive  Mental  Health  Services  for  Chil- 
dren program  is  a  grant  program,  and  each  community  submits  its 
grant  applications.  So  the  actual  providers  of  care  will  vary  from 
community  to  community.  In  most  communities,  the  centers  are 
participants  in  the  delivery  of  care. 

IPOGAINE  DRUG 

Mr.  BONILLA.  Dr.  Johnson  back  in  August,  Dr.  Deborah  Match  of 
the  University  of  Miami  School  of  Medicine  began  testing  the  drug 
Ipogaine  that  may  temporarily  halt  the  cravings  for  cocaine  and 
heroin.  Do  you  know  the  status  of  that?  Is  this  anything  that  offers 
any  kind  of  hope? 

I  have  an  article  from  a  few  months  ago  that  reports  that  there 
could  be  some  bad  side  effects  from  it  as  well.  Tell  me  what  you 
know  about  it?  Is  it  positive?  Does  it  carry  a  lot  of  negatives? 

Dr.  Johnson.  I  am  not  familiar  with  that  particular  drug.  Ms. 
Scheckel  may  be. 

Within  the  National  Institute  on  Drug  Abuse,  there  is  a  major 
cocaine  medications  development  program.  So  they  are  doing  a  lot 
of  good  work  there  and  having  a  lot  of  good  promising  results  from 
the  work  that  they  are  doing. 

But  that  particular  drug 

Ms.  Scheckel.  Ipogaine  has  just  begun  the  random  trial  process 
at  the  National  Institute  on  Drug  Abuse.  Their  observation  that  it 
has  negative  consequences  is  accurate,  given  their  research  find- 
ings to  date.  And,  amongst  other  things,  they  will  be  exploring  the 
benefits  of  use  of  this  drug  relative  to  the  negative  consequences 
of  its  use.  But  the  trials  have  just  begun. 

Mr.  BONILLA.  It  seems  to  have  possibly  more  negatives  than 
positives,  as  least  from  the  preliminary  reports. 

Ms.  Scheckel.  For  some  patients,  yes.  For  women  especially. 

TEXAS  WAR  ON  DRUGS 

Mr.  BONILLA.  Finally,  I  would  like  to  ask  something  about  the 
State  of  Texas. 

Communities  have  joined  together  in  the  Texas  war  on  drugs. 
This  survey  was  released  in  October  of  last  year  that  said  commu- 
nities in  Texas  are  doing  a  better  job  than  any  other  State.  Texas 
communities  are  more  likely  to  develop  a  coalition  to  fight  sub- 
stance abuse.  Coalitions  in  Texas  are  more  likely  to  be  broad-based, 
including  police,  parents,  individuals,  churches  and  business.  And 
Texas  coalitions  lead  the  Nation  in  prevention  and  early  interven- 
tion efforts  aimed  at  young  people  and  young  adults  and  have  bet- 
ter cooperative  efforts  between  the  community  and  criminal  justice 
system. 

I  have  a  loaded  question  for  you.  Is  Texas  doing  a  better  job  than 
most  States  that  you  have  observed? 

Dr.  Johnson.  Let  me  say  that  Texas  is  certainly  doing  a  very 
fine  job.  You  are  quite  right  there. 

And  I  hope  that  we  had  a  little  to  do  with  that.  We  fund  a  num- 
ber of  community  partnership  programs  in  the  State  of  Texas  and 
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what  that  does  is  exactly  what  you  are  talking  about  in  terms  of 
linking  the  entire  community,  all  institutions  in  the  community 
and  bringing  all  of  their  resources  to  bear  on  alcohol  and  drug 
problems  in  the  applicable  community.  And  we  are  seeing  that  they 
are  very  effective  in  really  reducing  alcohol  and  drug  use,  when  you 
have  the  entire  community  focusing  on  a  problem. 

In  addition  to  our  efforts,  there  are  private  sector  efforts  as  well. 
Joined  Together  is  one  of  the  programs  supported  by  the  Robert 
Wood  Johnson  Foundation,  and  we  are  both  funding  these  types  of 
programs  and  collaborating  very  closely  together. 

The  State  of  Texas  has  a  total  of  about  28  projects  alone  from 
the  Center  for  Substance  Abuse  Prevention  so  they  are  probably 
doing  a  very  fine  job  with  those  projects. 

Mr.  BONILLA.  In  light  of  the  war  on  drugs  it  is  nice  to  have  head- 
lines that  are  positive — "Texas  substance  abuse  efforts  praised" — 
for  a  change,  and  I  thought  I  would  end  on  a  good  note. 

hiv/aids  demonstrations 

Dr.  Johnson.  Well,  I  certainly  appreciate  that. 

Ms.  Pelosi.  Dr.  Johnson,  thank  you,  for  your  testimony.  I  am 
pleased  that  the  President  has  placed  such  a  high  priority  on  the 
work  of  your  agency. 

Let  me  also  commend  you  on  the  AIDS  mental  health  service 
demonstration  project  which  involved  extensive  cooperation  of 
three  Federal  agencies.  That  is  pretty  remarkable  I  think. 

And  I  want  to  express  my  appreciation  to  Dr.  Arons  and  Dr.  Mel 
Haas  and  Elaine  Corrigan  at  the  Center  for  Mental  Health  Serv- 
ices for  making  this  happen.  This  program  is  a  legacy  of  Bill  Bai- 
ley's who  we  sadly  lost  last  weekend.  He  made  this  project  happen. 

Because  of  the  consolidation  of  the  demonstration  project  in  the 
President's  request,  it  is  difficult  to  determine  what  level  of  fund- 
ing is  intended  for  this  program  in  fiscal  year  1995.  Could  you  tell 
us  at  what  level  this  program  will  be  funded  under  the  consoli- 
dated demonstration  service  request? 

Dr.  Johnson.  You  are  speaking  of  the  program  that  is 

Ms.  Pelosi.  AIDS  mental  health  service  demonstration  program. 

Dr.  Arons.  First  of  all,  it  is  a  pleasure  to  be  here  to  comment 
on  this.  And,  as  you  point  out,  it  is  a  loss  for  us,  too,  that  Mr.  Bai- 
ley won't  be  able  to  see  us  through  the  implementation  of  this 
project. 

While  the  proposal  calls  for  consolidating  demonstrations  in  a 
way  to  make  it  more  efficient  and  in  some  cases  easier  to  get  access 
to  these  funds,  we  anticipate  that  the  amount  of  money  being  spent 
on  the  various  demonstration  programs  will  remain  fairly  consist- 
ent and  so  we  would  anticipate  seeing  comparable  funds  in  the  ap- 
propriation for  next  year  as  for  this  year. 

Ms.  Pelosi.  About  $1.5  million? 

Dr.  Arons.  This  is  the  first  year  of  the  AIDS  mental  health  dem- 
onstration program  and  $1.5  million  was  appropriated.  We  antici- 
pate this  will  support  about  8  cooperative  agreements  for  the  deliv- 
ery of  mental  health  services  and  collecting  data  and  information 
to  evaluate  the  effectiveness  and  efficiency  of  the  delivery  of  those 
services. 
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Ms.  Pelosi.  One  issue  in  your  budget  request  is  of  particular 
concern.  At  one  point  in  time  the  National  Institute  on  Drug  Abuse 
funded  65  street  outreach  HIV  programs  for  injection  drug  users 
who  were  not  in  treatment.  Last  year,  this  committee  provided 
$10.5  million  to  the  Center  for  Substance  Abuse  Services  to  provide 
funding  for  the  residual  of  these  highly  successful  programs. 

It  appears  that  this  program  is  now  being  proposed  for  elimi- 
nation. Because  injection  drug  users  not  in  treatment  are  many 
primary  sources  of  sexual  infection  of  women,  particularly  women 
of  color,  the  proposed  elimination  of  the  program  is  difficult  to  un- 
derstand. Is  it  correct  that  it  is  eliminated?  Could  you  please  ex- 
plain? 

Dr.  Johnson.  Let  me  say  that  in  coming  forth  with  the  amount 
of  funds  that  were  necessary  for  the  hard-core  initiative,  you  are 
quite  right.  Within  the  treatment  center  we  had  to  look — we  had 
to  come  up  with  $60  million  both  to  support  the  demonstration  as 
well  as  to  support  the  block  grant  funds.  So  what  we  did  was  to 
reduce  the  number  of  new  funds  that  we  had  for  fiscal  year  1995. 

However,  I  want  you  to  know  that  we  have  a  sustaining  interest 
and  commitment  in  outreach  activities.  We  intend  to  use  at  least 
10  percent  of  the  funds  available  for  the  hard  core  demonstration 
program,  which  is  something  like  $3.5  million,  for  AIDS  outreach, 
which  will  be  utilized  for  street  outreach,  identification,  brief  inter- 
vention, harm  reduction  and  services. 

In  addition  to  that,  the  Center  for  Substance  Abuse  Treatment 
will  supplement  this  effort  with  $3  million  for  a  pilot  program  des- 
ignated to  evaluate  the  effectiveness  of  using  AIDS  outreach  work- 
ers to  monitor  patient  compliance  with  tuberculosis  medication  pro- 
tocols. We  are  also  concerned  about  the  transmission  of  both  AIDS 
and  tuberculosis  in  this  population. 

In  addition  to  that,  we  want  to  focus  at  our  target  cities  program, 
more  strongly  on  public  health  functions  including  outreach  activi- 
ties. I  want  to  assure  you  that  we  have  a  sustaining  commitment 
to  outreach  services. 

Ms.  Pelosi.  I  appreciate  that.  I  was  afraid  you  were  going  to  say 
that  there  were  more  slots  for  treatment  rather  than  the  outreach 
and  I  am  glad  you  gave  such  a  complete  answer.  Thank  you  for 
your  good  answers  and  good  work  today.  Thank  you,  Mr.  Chair- 
man. 

Mr.  Smith.  Thank  you. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record.] 
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SUBSTANCE  ABUSE  BLOCK  GRANT  HARD  CORE  INITIATIVE 

Mr.  Smith:   Your  major  proposed  increase  for  fiscal  1995  is  $310 
million  for  the  substance  abuse  block  grant.   How  did  you  decide  on  the 
amount  of  $310  million? 

Dr.  Johnson:   The  $310  million  increase  for  the  Substance  Abuse 
Prevention  and  Treatment  Block  Grant  (SABG)  is  requested  for  the  Hard 
Core  Treatment  Initiative.   (An  additional  $35  million  is  requested  for 
Hard  Core  treatment  demonstrations.)   The  SABG  was  chosen  as  the 
primary  mechanism  in  order  to  provide  all  States  a  share  of  the  funding 
that  targets  this  most  treatment-resistant  segment  of  the  population — 
the  hard  core  abuser.   The  $310  million  package  will  fund  up  to  an 
additional  34,448  drug  treatment  slots  to  provide  treatment  for  up  to 
an  additional  70,102  people. 

Mr.  Smith:  What  is  the  basis  for  it? 

Dr.  Johnson:   The  increase  in  funding  for  the  Hard  Core  Treatment 
component  for  the  SABG  includes  $240  million  of  new  direct  funding;  $45 
million  from  the  Office  of  National  Drug  Control  Policy  (ONDCP)  special 
Forfeiture  Fund;  and,  the  reallocation  of  $25  million  from  the  CSAT 
Treatment  Demonstrations  base.   Funding  for  the  entire  $345  million 
Hard  Core  Treatment  Initiative  reflects  the  high  priority  placed  by  the 
National  Drug  Control  Strategy  on  the  expansion  of  effective  treatment 
for  this  target  population.   The  Strategy  recognized  the  public's 
special  concerns  that  illegal  drug  use,  especially  by  hard-core  users, 
is  disproportionately  contributing  to  crime,  senseless  violence,  and 
the  transmission  of  deadly  diseases  such  as  HIV/AIDS. 

Mr.  Smith:   Do  you  envision  this  $310  million  to  be  allocated  to 
the  States  and  spent  by  them  as  a  program  separate  and  apart  from  the 
regular  block  grant  program? 

Dr.  Johnson:   SAMHSA's  request  is  for  the  Congress  to  authorize  a 
separate  component  within  the  Substance  Abuse  Prevention  and  Treatment 
Block  Grant  for  the  Secretary  to  allocate  funds  to  the  States  where 
existing  treatment  capacity  is  insufficient  to  meet  the  needs  of  a  hard 
core  substance  abuser  population.   The  allocation  "formula"  will  be  the 
same;  i.e.,  the  amount  provided  to  a  State  for  treatment  of  the  hard 
core  abuser  will  be  proportionally  the  stime  as  the  FY  1995  "regular" 
SABG  allocation  to  the  State.   Therefore,  while  the  Hard  Core  Treatment 
Initiative  part  of  the  SABG  will  not  constitute  a  completely  separate 
program  apart  from  the  regular  block  grant  program,  it  does  have  a 
targeted  focus  on  treatment  of  the  hard  core  abuser  population. 

Mr.  Smith:   How  do  you  expect  to  target  this  increase 
specifically  on  the  "hard  core"  population? 

Dr.  Johnson:   It  will  be  a  State  responsibility  to  use  these 
funds  in  geographic  areas  with  concentrations  of  hard  core  substance 
abusers  unserved  or  underserved  by  the  current  system.   Clearly,  it 
will  be  difficult  to  locate,  classify,  and  assess  these  populations. 
Therefore,  CSAT  will  provide  technical  assistance  to  the  States  and 
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will  allocate  to  each  of  them  a  portion  of  the  Hard  Core  Set-Aside 
funding  for  the  purposes  of  supporting  street-based  ethnographic 
studies  and  other  methods  by  which  hard-to-reach  populations  can  be 
identified. 

Mr.  Smith:   Will  it  require  a  change  in  the  basic  law  for  you  to 
target  these  funds  only  on  hard  core  drug  users? 

Dr.  Johnson:   Yes,  changes  in  the  basic  law  will  be  required  in 
order  to  target  block  grant  funding  toward  the  hard  core  abuser. 

Mr.  Smith:   If  so,  what  changes  are  needed? 

Dr.  Johnson:   The  traditional  percentage  split  between 
alcohol/drug  programs  and  the  mandate  for  a  20%  portion  for  prevention 
activities  will  not  apply.   States  will  have  a  ceiling  of  2%  for  Hard 
Core  administrative  expenses  instead  of  the  usual  SABG  5%  ceiling. 
States  will  be  required  to  provide  needs  assessments  based  on 
indicators  of  hard  core  use  and  to  adhere  to  current  provisions 
governing  access  and  quality  of  care.   Additional  monitoring,  oversight 
and  reporting  will  be  required  to  ensure  that  these  funds  are  targeted 
to  the  hard  core  population  and  are  used  to  meet  the  treatment  needs  of 
persons  whose  substance  abuse  poses  significant  health  and  safety 
threats  to  themselves  and  to  society.   SAMHSA's  oversight  and 
monitoring  activities  will  be  partially  funded  from  the  SAMHSA  Set- 
Aside,  which  itself  will  be  restricted  to  3%  of  the  Hard  Core 
component,  instead  of  the  usual  5%  Set-Aside  that  is  applied  to  the 
regular  block  grant  for  technical  assistance,  national  data  base,  data 
collection,  and  program  evaluations. 

Mr.  Smith:  By  concentrating  the  $310  million  only  on  hard  core 
drug  users,  will  you  be  shortchanging  the  regular  block  grant  program, 
specifically  alcohol  treatment  services? 

Dr.  Johnson:   No.   The  Administration's  proposal  defines  the  hard 
core  substance  abuser  to  include  those  individuals  who  abuse  alcohol  or 
other  drugs  at  levels  sufficient  to  cause  functional  impairment,  and 
who  is  at  the  greatest  risk  of  suffering  the  negative  consequences  of 
substance  abuse.   Included  within  the  definition  of  hard-core 
substances  abusers  are  those  under  age  who  abuse  alcohol,  and  those 
with  co-morbidity  problems  of  both  alcohol  and  drugs.   The  proposal 
would  allow  States  to  use  their  funds  to  treat  people  21  years  old  or 
older  who  only  abuse  alcohol  if  it  is  determined  that  the  amounts  are 
not  needed  in  relation  to  other  hard  core  substance  abusers. 

SUBSTANCE  ABUSE  HARD  CORE  DEMONSTRATIONS 

Mr.  Smith:   Why  do  you  want  to  spend  $35  million  for 
demonstration  grants  related  to  hard  core  users? 

Dr.  Johnson:   CSAT  proposes  to  spend  $35  million  for 
demonstration  grants  to  develop  and  test  models  for  integrating 
substance  abuse  treatment  services  for  persons  with  severe  addictions 
into  primary  health  care  systems,  particularly  managed  care  systems, 
which  have  either  avoided  or  excluded  hard  core  users,  or  have  had 
little  treatment  success.   Additionally,  these  demonstrations  are 
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needed  to  facilitate  the  integration  of  primary  care  and  substance 
abuse  treatment  under  health  care  reform  and  to  evaluate  the  impact  of 
different  linkage  systems  on  treatment  outcomes  and  cost  effectiveness. 

Mr.  Smith:   Why  wouldn't  it  be  better  to  just  put  this  $35 
million  into  the  block  grant  rather  than  spending  it  on  demonstration 
projects? 

Dr.  Johnson:   A  crucial  aspect  of  our  Hard  Core  Treatment 
Initiative  is  the  balanced  approach  we  have  proposed,  using  both 
services  and  demonstrations  to  achieve  our  goals.   While  substance 
abuse  treatment  "works,"  it  does  not  work  as  often,  or  even  as  well  as 
we  would  like.   A  major  responsibility  assigned  to  SAMHSA  by  Congress 
in  it  authorizing  legislation  for  SAMHSA  is  to  develop  and  then 
transfer  to  the  States  new  information  about  effect  treatment  methods. 
There  is  dearth  of  knowledge  on  how  best  to  treat  the  most  intractable 
"hard-core"  abusing  populations,  especially  in  managed  care  settings. 
Given  that  $60  million  from  all  substance  abuse  treatment  demonstration 
grants  due  to  expire  at  the  end  of  FY  1994  have  already  been  redirected 
in  the  FY  1995  budget  proposal  to  the  Hard-Core  Treatment  Initiative, 
further  redirecting  the  $35  million  for  the  Hard-Core  Demonstration 
component  of  this  initiative  to  the  Block  Grant  would  leave  SAMHSA 
without  a  single  new  treatment  demonstration  award  in  FY  1995.   We  are 
concerned  that  such  a  situation  would  jeopardize  SAMHSA's  core  ability 
to  develop  new  knowledge  and  new  service  methods. 

Block  grant  funds  are  utilized  by  the  States  primarily  to  increase 
available  treatment  capacity.   Often  State  political,  fiscal,  and 
administrative  constraints  make  it  more  difficult  for  States  to  use  the 
funds  for  experimental  demonstrations  to  develop  and  test  new  multi- 
modality,  cost-effective  treatment  methods.   Also,  many  States  are  in 
the  process  of  implementing  State -wide  health  care  reform  initiatives 
built  on  managed  care  models,  yet  there  is  little  information  in  the 
knowledge  base  regarding  the  effectiveness  of  managed  care  for  the 
treatment  of  alcohol  and  drug  abuse. 

We  do  know  that  hard  core  populations  are  considered  clinically 
intractable,  are  not  well  understood  by  the  primary  health  care 
community,  and  are  not  easily  accessed  -  as  a  result,  they  are 
frequently  under-served  in  managed  care  settings. 

States  are  concerned,  and  have  expressed  a  critical  need  for  Federal 
technical,  financial  and  managerial  expertise  regarding  the  structure 
of  cost-effective  treatment  systems  that  will  ensure  access,  quality  of 
care,  and  improved  treatment  outcomes  for  hard  core  populations 
matriculating  through  managed  care  settings.   An  effective  way  to 
assist  the  States  with  evaluating  alternative  models  of  treatment  in 
managed  care  settings  is  through  a  demonstration  program,  one  which 
CSAT  is  evolving  in  partnership  with  the  States  and  implementing  in  a 
manner  that  will  ensure  maximum  State  and  local  flexibility. 

It  is  important  to  note  that  these  demonstrations  will  also  increase 
available  treatment  capacity. 
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TREATMENT  CAPACITY 

Mr.  Smith:   What  do  you  estimate  the  demand  to  be  in  this  country 
for  substance  abuse  treatment  slots? 

Dr.  Johnson:   The  answer  to  this  question  depends  partly  on  how 
one  defines  "demand"  for  treatment  slots.   SAMHSA's  Office  of  Applied 
Studies  estimates  that  the  number  of  people  who  abuse  drugs  enough  to 
need  treatment  to  stop  their  addiction  is  about  3.9  million  people. 
However,  we  currently  estimate  that  only  about  2.5  million  of  this 
total  are  expected  to  ever  seek  treatment,  either  voluntarily  or 
involuntarily. 

Mr.  Smith:   How  much  of  that  demand  is  currently  being  met? 

Dr.  Johnson:   Approximately  1.4  million  people  will  be  treated  in 
FY  1994. 

Mr.  Smith:   What  portion  of  treatment  slots  are  being  funded  by 
the  Federal  government? 

Dr.  Johnson:   Of  the  estimated  596,000  treatment  slots  available 
in  both  the  public  and  private  sectors  in  FY  1995,  130,248  will  be 
funded  through  PHS  agencies,  or  about  22  percent.   (These  estimates  do 
not  include  an  additional  65,000  people  that  could  be  funded  for 
treatment  by  enactment  of  the  Crime  Bill.   This  would  then  increase  the 
Federal  percentage  to  almost  26%.) 

PREVENTION  ACTIVITIES 

Mr.  Smith:   The  justification  on  page  50  indicates  that  you  are 
beginning  to  fund  a  "second  generation  of  community  prevention 
efforts".   Can  you  explain  this  and  tell  us  how  it  differs  from  the 
previous  prevention  activities? 

Dr.  Johnson:   The  second  generation  of  community  prevention 
efforts  focus  on  the  development  of  community  prevention  coalitions  to 
demonstrate  and  systematically  study  approaches  to  prevent  and  reduce 
substance  abuse  and  other  drug- related  problems  through  the  further 
development  of  coalitions  and  partnerships,  at  the  State,  regional, 
and/or  local  level.   In  addition  these  efforts  will  have  a  greater 
emphasis  on  the  development  of  projects  demonstrating  effective  ways  to 
provide  comprehensive  substance  abuse  prevention  seirvices.   The  second 
generation  of  community  prevention  efforts  will  seek  to:   create 
integrated  prevention  services  and  strategies  that  are  more  efficient, 
comprehensive,  and  targeted  than  current  fragmented  services;  improve 
the  quality  of  preventions  services  that  already  exist;  and,  evaluate 
the  process  and  outcomes  to  assess  the  quality,  cost-benefits,  and 
effectiveness  of  the  strategy. 

Mr.  Smith:   On  page  49  of  the  justification  you  state  that  "the 
substance  abuse  services  needs  of  women  differ  significantly  from  men". 
Can  you  elaborate  on  this  and  tell  us  what  you  are  doing  to  address  the 
special  needs  of  women? 
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Dr.  Johnson:   CSAP  experience  highlights  many  gender- specific 
risk  factors  for  women  regarding  substance  abuse  problems.   Traditional 
substance  abuse  prevention  approaches  designed  for  male  populations  are 
not  as  effective  for  women.   Through  learnings  from  the  prevention 
field,  CSAP  has  begun  to  develop  programs  which  are  tailored  to  the 
specific  needs  of  women. 

In  FY  1995,  the  Center  will  continue  efforts  initiated  in  FY  1994  to 
more  comprehensively  address  the  special  substance  abuse  prevention 
needs  of  adolescent  females  (12-20)  and  women.   Center  efforts  in  this 
area  will  include  a  combination  of  prevention  demonstrations  to 
develop,  identify  and  assess  effective  strategies  for  these 
populations,  training  programs  for  health  care  providers  which  focus  on 
the  specific  health  care  needs  of  women  and  adolescent  females,  and  a 
national  public  education  program  to  disseminate  the  most  up-to-date 
and  effective  information  on  all  substance  abuse  and  health  care  issues 
impacting  these  two  groups. 

MENTAL  HEALTH 

Mr.  Smith:   Why  are  you  proposing  to  consolidate  all  of  the 
existing  mental  heath  demonstration  authorities  into  one  budget  line? 

Dr.  Johnson:   The  request  includes  a  new  legislative  proposal  to 
consolidate  the  multiple  Center  demonstration  authorities  into  a  single 
one  for  the  CMHS ,  consistent  with  the  general  principles  of  the 
National  Performance  Review.   This  will  ultimately  allow  greater 
flexibility  to  target  resources  to  priority  areas  and  to  support 
projects  with  multiple  program  components.   It  will  also  reduce  the 
number  of  discrete  grant  announcements  to  be  issued  by  the  CMHS, 
simplify  application  procedures  for  prospective  grantees,  and  improve 
the  efficiency  of  the  grant  review  process.   The  display  of  major 
budget  line  items  and  the  activities  within  these  lines  have  been 
redefined  to  be  consistent  with  the  legislative  proposal  and 
programmatic  definitions. 

Mr.  Smith:   Why  does  your  budget  request  propose  no  increases  at 
all  for  the  mental  health  programs? 

Dr.  Johnson:   The  FY  1995  President's  Budget  reflects  the  high 
priority  placed  by  the  Administration  on  increasing  treatment  services 
for  the  hard  core  substance  abusing  population  as  articulated  in  the 
National  Drug  Control  Strategy.   Within  SAMHSA,  the  Center  for  Mental 
Health  Services,  the  Center  for  Substance  Abuse  Prevention  and  Program 
Management  were  all  straightlined  in  support  of  the  Administration's 
emphasis  on  increased  treatment  services. 

Mr.  Smith:   Do  you  consider  them  to  be  of  lower  priority? 

Dr.  Johnson:   No  we  do  not  consider  our  mental  health  programs  to 
be  of  lower  priority,  but  when  resources  are  limited,  there  will  be 
instances  in  which  other  programs  will  not  reflect  any  growth  in  their 
budgets.   In  the  proposal  for  Health  Care  Reform,  approximately  one- 
half  of  the  $100  million  for  SAMHSA  will  be  dedicated  to  mental  health. 
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CHILDREN'S  MENTAL  HEALTH  PROGRAM 

Mr.  Smith:   What  is  the  status  of  the  children's  mental  health 
program? 

Dr.  Johnson:   Congress  appropriated  $35  million  in  FY  1994  for 
the  Children's  Mental  Health  Services  program.   The  Center  for  Mental 
Health  Services  plans  to  spend  the  Children's  Mental  Health  Services 
budget  to  fund  four  continuation  grants  for  a  total  of  $8.9  million  and 
17  new  service  grants  for  $21.1  million.   Of  the  17  planned  new  grants, 
7  have  already  been  awarded  in  the  amount  of  $7.2  million.   The 
remaining  $5  million  will  support  an  evaluation  of  service  systems,  a 
training  and  technical  assistance  center  with  four  hubs  around  the 
country,  and  an  education  campaign  to  promote  improved  mental  health 
for  children  and  adolescents  with  serious  emotional  disturbances,  and 
for  their  families. 

Mr.  Smith:   Is  it  well  underway? 

Dr.  Johnson:   Yes,  our  efforts  for  this  program  are  proceeding  as 
planned. 

HOMELESS  PROGRAMS  FOR  MENTALLY  ILL 

Mr.  Smith:   What  are  the  main  ways  in  which  your  agency  attempts 
to  address  the  problems  of  the  homeless  mentally  ill? 

Dr.  Johnson:   The  Center  for  Mental  Health  Services  (CMHS)  serves 
as  the  lead  within  the  Substance  Abuse  and  Mental  Health  Services 
Administration  for  administering  programs  and  interdepartmental 
initiatives  that  meet  the  support  service,  treatment,  and  housing  needs 
of  homeless  persons  with  serious  mental  illnesses.   CMHS  has  initiated 
a  broad  array  of  service  delivery,  demonstration,  technical  assistance, 
and  national  leadership  projects  to  assist  States  and  localities  in 
meeting  the  needs  of  this  population. 

CMHS  administers  three  programs  which  directly  address  the  needs  of  the 
homeless  mentally  ill:   the  Projects  for  Assistance  in  Transition  from 
Homelessness  (PATH)  Formula  Grant  Program,  the  Access  to  Community  Care 
and  Effective  Services  and  Supports  (ACCESS)  Program,  and  a 
collaborative  demonstration  with  the  Center  on  Substance  Abuse 
Treatment  (CSAT)  on  treatment  of  dual  diagnoses. 

In  addition  to  the  programs  which  address  Homeless  issues  directly,  the 

Community  Support  Program  (CSP)  support  projects  which  may  prevent 

individuals  with  Serious  Mental  Illnesses  from 

becoming  homeless.   The  CSP  program  focuses  on  the  development  of 

coordinated,  community-based  service  systems  of  care  for  the  SMI 

population  which  may  help  these  individuals  avoid  experiencing 

homelessness. 

Mr.  Smith:   Have  you  had  any  significant  success  in  addressing 
the  problems  of  the  homeless? 

Dr.  Johnson:   Yes,  both  in  demonstrating  service  interventions 
that  reduce  episodes  of  homelessness  and  in  supporting  state  efforts  to 
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deliver  services  to  this  population.   Our  success  in  addressing  the 
needs  of  homeless  persons  with  serious  mental  illnesses  is  evident 
through  the  results  achieved  in  the  McKlnney  Research  Demonstration 
Projects  and  through  the  Projects  for  Assistance  in  Transition  from 
Homeless  (PATH)  formula  grant  program.   The  McKinney  Research 
Demonstration  grants,  originally  awarded  in  FY  1990  in  collaboration 
with  HUD,  supported  the  provision  of  comprehensive  community  mental 
health  services  coordinated  with  housing  services.   A  total  of  895 
homeless  adults  with  serious  mental  illnesses  received  services  from 
the  five  projects.   Characteristics  of  the  study  population  included: 

•  76  percent  had  been  homeless  for  1  year  or  longer  (15%  for 
10  years  or  more) ; 

•  57  percent  were  diagnosed  with  psychotic  disorders  (such  as 
schizophrenia);  32  percent,  with  affective  disorders  (such 
as  depression) ;  only  8  percent  received  no  psychiatric 
diagnosis ; 

•  58  percent  were  diagnosed  as  having  both  mental  illness  and 
a  substance  abuse  disorder; 

•  Average  monthly  income  was  $400.   67  percent  were  not 
receiving  SSI  benefits  and  60  percent  were  not  receiving 
Medicaid  coverage. 

To  highlight  two  important  findings  from  the  demonstration  programs: 

(1)  homeless  people  with  serious  mental  illnesses  do  use  accessible, 
relevant  community  mental  health  treatment  services  when  available;  and 

(2)  appropriate  services  reduce  homelessness  (between  74%  and  93%  of 
participants  in  the  projects  remain  stably  housed  In  community-based 
settings  at  the  end  of  the  demonstration  period).   These  projects 
taught  us  a  great  deal  about  the  services,  staffing,  and  housing 
options  needed  to  help  persons  with  serious  mental  illnesses 
successfully  reside  in  community  housing. 

A  second  success  has  been  the  PATH  program.   The  PATH  program  provides 
funds  to  each  State,  the  District  of  Columbia,  Puerto  Rico,  and  the 
U.S.  Territories  to  support  service  delivery  to  individuals  with 
serious  mental  illnesses,  as  well  as  individuals  with  concurrent 
substance  use  disorders,  who  are  homeless  or  at-risk  for  becoming 
homeless.   During  FY  1992,  approximately  380  service  providers  received 
PATH  funds  through  their  respective  State  agencies.   Over  93,000 
persons  obtained  one  or  more  PATH- supported  services  through  this 
provider  network.   The  use  of  PATH  funds  were  for  such  activities  as: 
outreach  services;  community  mental  health  services;  alcohol  and  drug 
treatment  services;  case  management  services;  staff  training;  and 
referrals  to  primary  health  care,  job  training,  or  education  services. 

Although  CMHS  has  not  been  able  to  solve  the  problem  of  homelessness, 
the  service  demonstration  and  services  programs  have  made  important 
inroads  in  addressing  this  national  problem. 
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SUBSTANCE  ABUSE  HARD  CORE  DEMONSTRATIONS 

Mr.  Porter:   Why  wouldn't  it  be  better  to  put  this  $35  million 
for  Substance  Abuse  demonstrations  into  the  block  grant  rather  than 
spend  it  on  demonstration  projects? 

Dr.  Johnson:   A  crucial  aspect  of  our  Hard  Core  Treatment 
Initiative  is  the  balanced  approach  we  have  proposed,  using  both 
services  and  demonstrations  to  achieve  our  goals.   While  substance 
abuse  treatment  "works,"  it  does  not  work  as  often,  or  even  as  well  as 
we  would  like.   A  major  responsibility  assigned  to  SAMHSA  by  Congress 
in  it  authorizing  legislation  for  SAMHSA  is  to  develop  and  then 
transfer  to  the  States  new  information  about  effect  treatment  methods. 
There  is  dearth  of  knowledge  on  how  best  to  treat  the  most  intractable 
"hard-core"  abusing  populations,  especially  in  managed  care  settings. 
Given  that  $60  million  from  all  substance  abuse  treatment  demonstration 
grants  due  to  expire  at  the  end  of  FY  1994  have  already  been  redirected 
in  the  FY  1995  budget  proposal  to  the  Hard-Core  Treatment  Initiative, 
further  redirecting  the  $35  million  for  the  Hard-Core  Demonstration 
component  of  this  initiative  to  the  Block  Grant  would  leave  SAMHSA 
without  a  single  new  treatment  demonstration  award  in  FY  1995.   We  are 
concerned  that  such  a  situation  would  jeopardize  SAMHSA 's  core  ability 
to  develop  new  knowledge  and  new  service  methods. 

Block  grant  funds  are  utilized  by  the  States  primarily  to  increase 
available  treatment  capacity.   Often  State  political,  fiscal,  and 
administrative  constraints  make  it  more  difficult  for  States  to  use  the 
funds  for  experimental  demonstrations  to  develop  and  test  new  multi- 
modality,  cost-effective  treatment  methods.   Also,  many  States  are  in 
the  process  of  implementing  State-wide  health  care  reform  initiatives 
built  on  managed  care  models,  yet  there  is  little  information  in  the 
knowledge  base  regarding  the  effectiveness  of  managed  care  for  the 
treatment  of  alcohol  and  drug  abuse. 

We  do  know  that  hard  core  populations  are  considered  clinically 
intractable,  are  not  well  understood  by  the  primary  health  care 
community,  and  are  not  easily  accessed  -  as  a  result,  they  are 
frequently  under-served  in  managed  care  settings. 

States  are  concerned,  and  have  expressed  a  critical  need  for  Federal 
technical,  financial  and  managerial  expertise  regarding  the  structure 
of  cost-effective  treatment  systems  that  will  ensure  access,  quality  of 
care,  and  improved  treatment  outcomes  for  hard  core  populations 
matriculating  through  managed  care  settings.   An  effective  way  to 
assist  the  States  with  evaluating  alternative  models  of  treatment  in 
managed  care  settings  is  through  a  demonstration  program,  one  which 
CSAT  is  evolving  in  partnership  with  the  States  and  implementing  in  a 
manner  that  will  ensure  maximum  State  and  local  flexibility. 

It  is  important  to  note  that  these  demonstrations  will  also  increase 
available  treatment  capacity. 
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SUBSTANCE  ABUSE  IN  PREGNANT  WOMEN  AND  WOMEN  WITH  CHILDREN 

Mr.  Stokes:   What  progress  are  we  making  in  addressing  substance 
abuse  as  it  relates  to  pregnant  women  and  to  women  with  children? 

Dr.  Johnson:   The  Center  for  Substance  Abuse  Prevention's  (CSAP) 
Pregnant  and  Postpartum  Women  and  Their  Infants  (PPWI)  demonstration 
program  has  made  significant  progress  in  both  preventing  and  reducing 
substance  use  and  related  problems  among  pregnant  women.   The  cross- 
site  evaluation  of  CSAP's  PPWI  grantees  highlight  many  positive 
outcomes  including:   a  decrease  in  substance  use  women  served  by  the 
PPWI  programs;  healthy  infants  born  to  women  in  the  PPWI  programs;  and 
a  increase  in  the  involvement  and  coordination  of  multiple 
organizations  in  the  delivery  of  comprehensive  prevention  services. 

In  addition,  the  FY  1995  request  allows  CSAP  to  continue  efforts 
initiated  in  FY  1994  to  more  comprehensively  address  the  special 
substance  abuse  prevention  needs  of  all  women  of  childbearing  age,  in 
particular  adolescent  females  (12-20).   Center  efforts  in  this  area 
will  include  a  combination  of  prevention  demonstrations  to  develop, 
identify  and  assess  effective  strategies  for  these  populations; 
training  programs  for  health  care  providers  which  focus  on  the  specific 
health  care  needs  of  women  and  adolescent  females;  and  a  national 
public  education  program  to  disseminate  the  most  up-to-date  and 
effective  information  on  all  substance  abuse  and  health  care  issues 
impacting  these  two  groups. 

The  Center  for  Substance  Abuse  Treatment's  (CSAT)  Women  and  Children's 
Branch  currently  has  two  grant  programs  designed  to  expand  treatment 
services  for  women  and  their  children.   These  include  treatment 
services  for  pregnant  and  postpartum  women  and  their  infants,  or  the 
Pregnant  and  Postpartum  and  Women  (PPW)  Program.   The  PPW  program 
provides  five-year  funding  for  31  residential  programs  in  22  states. 
Over  the  course  of  the  five  years  it  will  serve  approximately  3,300 
women  and  4,200  children.   The  Residential  Women  and  Children  (RWC) 
grant  program  provides  residential  treatment  services  for  women  who  are 
not  pregnant  or  postpartum,  and  their  dependent  children  in  22  states. 
This  five-year  program  currently  provides  funding  for  34  programs  for 
women  and  their  children  and  will  serve  approximately  3,400  women  and 
5,350  children  over  the  five  year  period. 

Mr.  Stokes:   How  much  is  included  in  the  FY  1995  request  for  this 
initiative?  How  does  this  compare  to  FY  1994? 

Dr.  Johnson:   The  FY  1995  request  includes  approximately  $22.5 
million  in  CSAP  to  continue  the  Pregnant  and  Postpartum  Women  and  Their 
Infants  demonstration  program.   The  request  also  includes  an  additional 
$25.0  million  to  support  an  expanded  Women's  Prevention  Initiative 
effort  that  focuses  on  all  women  of  childbearing  age.  A  total  of  $54.2 
million  is  available  for  CSAT  to  continue  funding  for  treatment  of 
substance  abusing  women  at  the  current  FY  1994  level.   The  total  1995 
request  for  the  SAMHSA  Women's  programs  is  $160.2  million,  as  compared 
to  $160.1  million  in  1994. 
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COMMUNITY  OUTREACH 

Mr.  Stokes:   What  gains  has  the  agency  made  in  terms  of  community 
outreach  to  women  with  children? 

Dr.  Johnson:   CSAP's  Pregnant  and  Postpartum  Women  and  Their 
Children  Demonstration  Program  continues  to  provide  and  develop  a 
variety  of  innovative  community  outreach  strategies  for  this  target 
population.   Both  CSAP  and  grantees  recognize  the  need  and  importance 
of  aggressive  outreach  strategies.   Two  important  strategies  utilized 
by  a  majority  of  CSAP's  PPWI  grantees  include  both  the  involvement  of 
persons  indigenous  to  the  community  and  the  provision  of  multiple 
services  which  meet  a  wide  range  of  needs.   With  these  strategies  and 
other  similar  efforts,  PPWI  grantees  provide  effective  and 
comprehensive  outreach  services. 

CSAT  embraces  the  community  outreach  concept  as  a  means  of  helping 
women  confront  many  of  the  barriers  they  face  in  finding  and  entering 
treatment  programs.   These  barriers  are  both  societal  and  internal  to 
the  woman  herself.   CSAT  recognizes  the  depth  of  these  barriers,  and, 
works  in  some  degree  with  all  its  grantees  to  overcome  them.   In 
addition,  the  Women  and  Children's  Branch  of  CSAT's  Division  of 
Clinical  Programs  will  publish  a  Women's  Treatment  Manual  during  FY 
1994  which  deals  extensively  with  the  barriers  to  treatment  for  all 
major  cohorts  of  women  at  highest  risk  for  substance  abuse  problems. 

Mr.  Stokes:   What  innovative  outreach  strategies  have  been 
designed  and  implemented  to  meet  the  special  and  unique  needs  and 
problems  of  minority  women? 

Dr.  Johnson:   CSAP  programs  utilize  a  variety  of  innovative 
strategies  to  reach  out  to  minority  women  and  their  families.   Through 
the  PPWI  program,  CSAP  strongly  encourages  the  staffing  of  projects 
with  personnel  from  the  same  racial/ethnic  group  as  the  program 
participants.   Projects  also  employ  a  wide  variety  of  communication 
strategies  and  work  with  other  community  leaders  to  "get  the  message 
out"  regarding  program  services.   In  addition,  the  program  requires 
culturally  competent  prevention  approaches  in  all  phases  of  program 
design,  implementation,  and  evaluation.   These  strategies  underscores 
CSAP's  basic  philosophy  that  the  individual  community  can  best  solve 
their  own  substance  abuse  problems . 

Since  so  many  women  are  unable  or  unwilling  to  enter  treatment  because 
of  their  parenting  responsibilities,  all  of  the  65  residential 
treatment  programs  (PPW  and  RWC)  funded  by  CSAT  include  a  residential 
childcare  component.   In  rural  areas  especially,  transportation 
services  are  important  and  support  for  transportation  is  provided  in 
the  grants.   A  high  proportion  of  the  women  served  by  the  programs  are 
minority  women.   Many  programs  have  become  alternative  sentencing/ 
probation  referrals  for  clients.   Some  programs  link  up  with  the  public 
health  service ,  and  identify  addicted  women  who  are  pregnant  during 
visits  to  public  housing  complexes.   Others  conduct  aggressive,  and 
persistent  street  outreach.   Some  programs  work  closely  with  churches 
and  other  faith  communities.   These  strategies  tend  to  attract  a  larger 
proportion  of  African  American  clients. 
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PREVENTION  INITIATIVES 

Mr.  Stokes:   With  health  care  reform  on  the  horizon,  there  is 
increased  interest  in  and  value  placed  on  prevention.   What  are  some  of 
the  most  significant  initiatives  in  prevention  at  the  agency? 

Dr.  Johnson:   The  goals  of  health  care  reform  are  to  provide 
affordable,  effective  health  care  services  to  all  of  the  nation's 
citizens.   Prevention  is  the  only  approach  that  shows  clear  promise  of 
actually  reducing  the  number  of  people  who  need  treatment  for  addictive 
and  mental  disorders.   Clinical  preventive  services,  which  includes 
screening  and  early  identification  of  substance  abuse  and  mental  health 
disorders,  and  brief  clinical  interventions,  are  included  under  the 
Administration's  Health  Security  Act  (HSA) .   Under  the  HSA  it  will  be 
possible  to  conduct  early  assessment  to  identify  persons  at  risk  for 
substance  abuse  or  mental  illness,  or  to  identify  and  intervene  quickly 
with  persons  who  are  beginning  to  experience  addictive  or  mental 
problems  before  these  disorders  become  chronic.   Early  identification 
of  ADM  disorders  encourages  consumers  to  secure  services  to  prevent 
episodes  of  illness  and  disability  that  might  otherwise  require  more 
costly  treatment.   It  is  important  to  note  however,  that  early 
assessment  and  clinical  prevention  will  require  greatly  expanded 
training  of  primary  health  professionals  and  the  development  and 
testing  of  screening  protocols  and  brief  interventions,  as  well  as  the 
development  of  practice  guidelines  and  monitoring  systems  to  assure 
that  these  interventions  are  carried  out. 

SAMHSA  supports  a  wide  variety  of  prevention  programs,  primarily 
through  CSAP.   The  following  is  a  brief  description  of  some  of  SAMHSA's 
most  significant  prevention  programs. 

o     Two  of  the  problems  endemic  in  the  health  care  system  is 

fragmentation  of  delivery  and  lack  of  services  adequate  to 
address  the  special  needs  of  certain  individuals.   CSAP's 
Community  Prevention  Demonstration  Grant  Program  is  a 
systems -oriented  initiative  in  that  it  works  with  the 
public  and  private  sectors  to  develop  comprehensive  and 
integrated  system  of  prevention  services.    Community 
partnership  grants  are  made  to  organizations  representing 
parents,  schools,  academia,  business,  industry,  and 
professionals.   A  new  program,  entitled  The  Community 
Prevention  Coalition  Demonstration  Grant  will  provide  $10 
million  to  fund  such  projects. 

o     CSAP's  Demonstrations  for  High-Risk  Populations  focuses  on 
four  distinct  program  priority  areas  (modules)  that  address 
the  substance  abuse  prevention  needs  of  youth  at  high-risk 
for  alcohol,  tobacco,  and  other  drug  use.   The  four  modules 
include  high-risk  youth,  female  adolescents,  alcohol  and 
other  drug-related  violence,  and  replication  of  high-risk 
youth  cooperative  agreements.   This  program  addresses 
common  risk  factors  for  substance  use  and  mental  health 
problems,  such  as  conduct  disorder  and  antisocial 
personality  and  depression,  delinquency,  teen  pregnancy, 
and  dropping  out  of  school. 
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o     Given  the  relationship  between  alcohol,  tobacco,  and  other 
drug  use  and  abuse  and  health  care  costs  it  is  critical 
that  training  be  an  integral  part  of  health  care  reform. 
CSAP's  National  Training  System  develops  and  tests  training 
curricula,  and  delivers  training  to  a  wide  variety  of 
groups  including  primary  care  clinicians,  nurses,  and 
medical  specialists.   CSAP's  Medical  Education  Program  is 
designed  to  ensure  that  health  professionals  receive 
appropriate  clinical  prevention  training  in  advanced  degree 
training  programs.   It  is  implemented  within  schools  of 
medicine,  nursing,  and  social  work. 

o     CSAP  supports  prevention  efforts  in  the  States  and 

Territories  by  reviewing  and  providing  guidance  on  the 
planning  and  development  of  activities  associated  with  the 
prevention  portion  of  the  Substance  Abuse  Prevention  and 
Treatment  Block  Grant.   These  activities  address  States' 
organizational  infrastructures  and  tools  critical  to 
programmatic  support,  such  as  needs  assessments  for 
determining  resource  allocations,  program  evaluation 
techniques,  and  state-of-the-art  guidelines.   The  National 
Center  for  the  Advancement  of  Prevention  is  charged  with 
developing,  synthesizing,  and  disseminating  alcohol, 
tobacco  and  other  drug  problem  prevention  knowledge  to 
those  single  state  and  territorial  agencies  that  administer 
SAMHSA  block  grant  funds . 

o     CSAP  also  administers  a  broad  array  of  Primary 

Prevention/Public  Education  efforts,  including  information, 
education,  and  technical  assistance  projects  designed  to 
support  prevention  programs  around  the  Nation.   These 
projects  include  public  information  and  education  media 
campaigns;  outreach  initiatives  targeted  to  special 
populations  and/or  special  problems;  and  training  and 
technical  assistance  to  increase  State  and  community 
capacities  for  developing  public  education  programs.   The 
National  Clearinghouse  for  Alcohol  and  Drug  Information  is 
the  Nation's  central  clearinghouse  for  the  dissemination  of 
audiovisual  and  print  materials  concerning  alcohol,  tobacco 
and  other  drug  prevention. 

Finally,  PHS  is  developing  a  public  health  initiative  that  will  include 
a  range  of  other  types  of  prevention  activities  that  the  agency 
supports,  such  as  violence  prevention,  AIDS  prevention,  teen  pregnancy 
prevention  and  health  education.   SAMHSA  is  working  to  integrate 
substance  abuse  prevention  into  the  broader  PHS  effort.   For  example, 
CSAP's  new  High-Risk  Youth  announcement  includes  a  module  on  violence 
prevention  and  the  new  Community  Coalition  announcement  includes 
HIV/AIDS  prevention  efforts. 

VIOLENCE  INITIATIVES 

Mr.  Stokes:   To  what  extent  is  violence  a  major  component  of  the 
Agency's  prevention  program? 

Dr.  Johnson:   While  funding  for  violence  related  activities  in 
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SAMHSA  are  relatively  small  the  Agency  has  an  active  program  to  address 
issues  related  to  violence.   First,  there  is  a  structure  in  SAMHSA  to 
respond  to  concerns  related  to  violence.   In  the  Office  of  the 
Administrator  there  is  a  Coordinator  for  Violence  Related  Activities. 
This  person  convenes  the  Violence  Coordinators  in  each  Center  of 
SAMHSA.   Thus,  SAMHSA  seeks  program  integration  and  knowledge  exchange. 
This  occurs  not  only  within  SAMHSA,  but  with  other  agencies. 

Most  prominent,  at  the  current  time,  are  the  new  violence  prevention 
-related  programs  being  funded  by  the  CSAP  in  the  context  of  the  High 
Risk  Youth  grant  program.   Other  violence  prevention  programs  are  a 
part  of  the  communications  program  of  CSAP,  and  the  training  programs 
associated  with  the  community  partnership  program  through  the  National 
Training  System.   The  other  Centers  in  SAMHSA  also  have  programs  that 
address  violence  prevention  in  the  context  of  their  service  related 
initiatives,  particularly  as  they  relate  to  youth. 

The  following  is  a  description  of  activities  specifically  targeted  as 
violence  reduction. 

o     In  FY  1994,  CSAP  will  implement  a  new  initiative  in  the  High  Risk 
Youth  Demonstration  Grant  Program  to  support  projects  that 
demonstrate  and  evaluate  comprehensive  strategies  to  prevent 
alcohol  and  other  drug  related  violence  among  or  affecting  youth 
aged  6  to  14.   For  this  demonstration  initiative,  applicants  are 
requested  to  propose  prevention  demonstrations  directed  to  youth 
who  are  at  high  risk  for  becoming  witnesses,  victims,  or 
perpetrators  of  violent  acts  associated  with  the  use  of  alcohol 
or  other  drugs  (AOD) .   Expected  receipt  date  for  applications  for 
this  demonstration  grant  program  is  May  10,  1994;  expected  award 
date  is  September  1994. 

o     The  CSAP  Leadership  Support  contact  will  provide  support  and 

technical  assistance  to  grantees  and  others  working  in  the  area 
of  AOD-related  violence  prevention.   Specific  activities  include: 
national  needs  assessment  and  resource  inventory,  technical 
assistance,  regional  meetings  and  workshops,  and  special  events. 

o     The  Center  for  Mental  Health  Services  (CMHS)  Prevention  and 
Program  Development  Branch  sponsored  a  meeting,  "Preventing 
Violence  in  the  Workplace,"  February  28  -  March  1,  1994,  at  the 
Henley  Park  Hotel,  Washington,  D.C. 

In  addition,  SAMHSA  is  involved  in  other  related  activities  that 
include  violence  prevention  components. 

o     The  CSAP  Community  Partnership  programs  incorporate  violence 
prevention  in  their  activities  which  assist  communities  in 
establishing  integrative,  cooperative  efforts  with  services, 
organizations,  businesses,  and  other  community  groups  to  develop 
collaborative  efforts  to  prevent  alcohol,  tobacco,  and  other  drug 
use. 

o  With  support  from  CSAP's  Community  Prevention  Program  and  the 
Department  of  Justice,  the  Cities  in  Schools  program  provides 
training  and  other  programs  for  high  risk  youth  to  prevent 
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violence.   Its  main  objective  Is  to  reduce  the  drop  out  rates 
throughout  the  United  States.   They  have  Incorporated  violence 
prevention  In  all  of  their  workshops  and  target  elementary, 
junior  high,  and  high  school  students.   They  address  Issues 
related  to  violence  comprehensively,  Including  intentional  and 
unintentional  Injuries. 

o     A  two-day  Training  program  addresses  the  connection  between  AOD 
prevention  and  violence  prevention.   The  audience  Includes 
members  In  community  public  housing  coalitions  and  CSAP  Community 
Partnership  programs . 

o     VIOLlne  Is  a  special  forum  on  CSAP's  PREVllne  (an  electronic 

communicated  system  linked  to  INTERNET)  that  supports  networking 
and  discussion  among  Federal,  State,  and  local  agencies,  experts, 
and  communities.   The  forum  provides  information  concerning  AOD- 
related  violence  including  information  on  education  and  training 
activities. 

o     In  the  CSAT  Criminal  Justice  Program,  Violence  prevention  and 
anger  management  are  integrated  into  all  training  sessions, 
workshops,  and  national  conferences  related  to  national 
demonstration  projects,  training  for  jail -based  treatment 
projects,  adolescent/juvenile  justice  program,  prison-based 
treatment  projects,  and  community-based  treatment  for  high-risk 
probation/parole  clients. 

o     CSAT  also  initiated  a  "Training  the  Trainers  -  Violence 

Intervention  with  Offenders"  project  in  early  1994  in  the 
Criminal  Justice  Programs. 

o     "Violence  Prevention  and  Violence"  was  the  subject  of  a  day-long 
session  of  the  CMHS  Project  Directors'  Meeting  of  the  Child, 
Adolescent  and  Family  Branch  that  was  held  in  January,  1994. 
This  was  in  conjunction  with  the  meeting  of  the  State  Mental 
Health  Representatives  for  Children  and  Youth. 

PREVENTION  BUDGET 

Mr.  Stokes:   According  to  the  budget  justification,  funding  for 
the  substance  abuse  prevention  program  would  be  frozen  at  the  FY  1994 
level.   This  actions  does  not  even  allow  for  inflation.   In  your 
professional  judgement,  what  is  the  effect  of  no  increase  in  the 
substance  abuse  prevention  budget  for  FY  1995? 

Dr.  Johnson:   The  Administration's  attempt  is  to  establish  a 
balance  between  treatment  and  prevention  to  solve  the  problems  of 
substance  abuse  in  the  nation.   The  FY  1995  request  allows  CSAP  to 
support  a  significant  level  of  new  programs  due  to  the  scheduled 
completion  of  Federal  support  for  many  of  the  5 -year  grants  awarded  in 
1990.   CSAP's  will  be  pursuing  an  initiative  beginning  in  FY  1995  to 
deal  with  the  prevention  needs  of  women. 

Although  CSAP  is  able  to  pursue  this  new  effort  at  its  FY  1994  funding 
level,  the  National  Drug  Control  Strategy  emphasizes  the  need  to  ensure 
a  sufficient  level  of  funding  to  sustain  long-term  prevention  efforts 
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in  order  to  make  a  permanent  impact  on  substance  abuse.   Therefore,  it 
is  critical  that  we  do  not  reduce  substance  abuse  prevention  funding  in 
the  future. 

HIV/AIDS  PREVENTION 

Mr.  Stokes:   What  is  the  agency  doing  with  respect  to  addressing 
AIDS  prevention? 

Dr.  Johnson:   AIDS  prevention  activities  are  a  part  of  each 
Center's  activities.   AIDS  activities  for  SAMHSA  are  coordinated  by  an 
Associate  Administrator  for  the  Office  on  AIDS.   Each  Center  has  an 
AIDS  Coordinator.   The  total  amount  for  SAMHSA' s  HIV/AIDS  targeted 
programs  for  FY  1995  is  $32,986,000. 

The  following  is  a  description  of  activities  specifically  identified  as 
HIV/AIDS  directly  related. 

o     CMHS  is  very  much  concerned  about  the  spread  of  HIV  among  the 

mentally  ill  and  has  supported  a  major  AIDS  education  program  for 
mental  health  providers.   In  addition,  CMHS  is  launching  a  new 
AIDS  demonstration  program  that  will  highlight  prevention 
strategies. 

o     CSAP  has  an  active  program  for  AIDS  prevention  in  its  High  Risk 
Youth  programs,  and  in  its  program  for  women  and  children.   In 
addition,  it  has  developed  a  public  communications  program  with  a 
variety  of  publications  being  made  available  to  consumers  and 
providers. 

o     CSAT  has  focused  on  the  development  of  a  comprehensive  model  for 
treatment  that  includes  HIV/AIDS  prevention  programs  for 
substance  abusers  in  treatment,  and  through  outreach  that  it 
supports.   CSAT  has  developed  educational  materials  for  providers 
that  give  guidance  for  how  to  prevent  the  spread  of  AIDS/HIV  in 
the  context  of  treatment  services  as  well  as  continue  its  AIDS 
Outreach  activities.   The  Hard  Core  Treatment  Initiative  also 
will  have  an  AIDS  intervention  service  component  including 
pretest  counseling,  testing,  post-test  counseling,  and  certain 
therapeutic  measures. 

In  addition,  SAMHSA  is  involved  in  other  related  activities  that 
include  HIV/AIDS  prevention  components. 

o     The  CMHS  Homeless  Demonstration  Projects  provide  resources  for 

outreach,  diagnosis,  assessment  and  referral  of  homeless  persons 
with  serious  mental  illness.   These  project  also  identify  persons 
with  co-occurring  substance  abuse  disorders  and,  thus,  at  high 
risk  for  HIV/AIDS. 

o     CSAP's  High  Risk  Youth  Program  provides  for  outreach  and  support 
of  community  based  organizations  which  work  with  a  broad  range  of 
youth  "at  risk."  HIV/AIDS  education,  support  of  general  self- 
esteem  enhancement,  and  empowerment  activities.   Specific 
attention  is  given  to  the  prevention  of  HIV  transmission  in  a  new 
adolescent  female  module. 
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National  Prevention  Training  System  is  a  comprehensive  training 
initiative  focused  on  training  persons  who  have  access  to 
populations  at  special  risk  of  alcohol  and  other  drug  problems. 
The  National  Training  System  has  a  specific  AIDS  training  module. 

Communications  program  including  the  National  Clearinghouse  for 
Alcohol  and  Drug  information  (NCADI),  supported  by  CSAP. 
Monographs  detail  AIDS  prevention  in  adolescents  and  minority 
communities . 

Enhancement  of  the  States  development  and  support  of  prevention 
and  treatment  activities  funded  though  the  Substance  Abuse 
Prevention  and  Treatment  Block  Grant. 

The  Workplace  Program  has  developed  a  manual  specific  to  dealing 
with  HIV/AIDS  in  the  workplace. 

The  CSAT  Rural,  Remote  and  Culturally  Distinct  Populations 
programs  create  culturally  sensitive  comprehensive 
community-based  programs  designed  to  improve  the  quality  and 
effectiveness  of  drug  abuse  and  alcohol  treatment  services  in 
rural,  remote  and  culturally  distinct  population  areas.   Primary 
objectives  include:  1)  expansion  of  ambulatory  detoxification 
services,  2)  provision  of  screening,  counseling  and  treatment  for 
HIV,  STDs  and  TB,  3)  provision  of  case  management  and  treatment 
services,  and  4)  expansion  of  outpatient  and  pharmacologic 
maintenance  services. 

The  Pregnant  and  Postpartum  Women's  program  in  CSAT  support 
comprehensive  substance  abuse  treatment  services  in  residential 
settings  for  pregnant  and  postpartum  women  and  their  infants, 
including  housing  that  permits  children  to  live  with  their 
mothers,  primary  health  care,  prenatal  and  postnatal  health  care, 
pediatric  care  and  education  and  counseling  related  to  HIV/AIDS, 
STDs,  domestic  violence,  sexual  abuse,  and  psychological,  legal 
and  employment  issues. 

The  Residential  Women  and  Children  program  supports  comprehensive 
substance  abusing  treatment  services  in  residential  settings  for 
alcohol  and  other  drug  abusing  women  and  their  children.   Service 
integration  is  achieved  through  linking  primary  health  care, 
including  HIV/AIDS  and  STDs,  pediatric  care,  domestic  violence, 
sexual  abuse,  mental  health,  housing,  legal  and  employment 
services. 

Treatment  Improvement  Protocols  (TIPS)  are  technical  assistance 
manuals  designed  to  provide  standards  of  treatment  for  States  and 
other  interested  entities  on  the  provision  of  treatment  and 
related  services  for  various  subpopulations  of  substance  abusers. 
TIPS  have  been  created  for  pregnant  women,  offenders,  juveniles, 
among  others,  and  each  include  information  regarding  HIV/AIDS 
prevention  and  services. 

Criminal  Justice  (Incarcerated  and  Non- incarcerated)  grants 
support  partnerships  to  develop  and  expand  State  prison-based  and 
local  and  regional  jail -based  and  community-based  treatment 
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services  for  adult  offenders  with  a  history  of  substance  abuse 
and  juveniles  aged  10  through  21  who  are  chronic  users  or  at  risk 
for  sustained  drug  use  or  chronic  use,  including  screening, 
testing,  referral,  and  treatment  services  for  HIV/AIDS. 

o     Critical  Populations  grants  support  a  range  of  services  to 
adolescents,  racial  and  ethnic  minorities,  and  residents  of 
public  housing  which  include  various  HIV/AIDS  prevention, 
education  and  health  related  services. 

SAMHSA  ACCOMPLISHMENTS 

Mr.  Stokes:  Relatively  speaking,  the  Agency  is  fairly  new.  What 
are  some  of  the  Substance  Abuse  and  Mental  Health  Administration's  most 
significant  accomplishments? 

Dr.  Johnson:  The  following  are  some  of  SAMHSA' s  most  significant 
accomplishments : 

Center  for  Mental  Health  Services: 

Three  significant  new  programs  have  been  launched:   1)   Comprehensive 
Community  Mental  Health  Services  for  Children,  2)  Access  to  Community 
Care  and  Effective  Services  and  Supports,  a  five  year  Homeless 
Demonstration  program  and  3)  a  new  AIDS  Demonstration  program  funded 
for  the  first  time  in  FY  1994. 

CMHS  collaborates  extensively  with  other  agencies.   Among  the  most 
significant  is  a  collaboration  with  the  National  Institute  of  Justice 
and  the  National  Institute  of  Corrections  to  address  the  issue  of  the 
mentally  ill  in  the  Criminal  Justice  system. 

CMHS  held  five  public  forums  across  the  country  in  1993  to  obtain 
public  input  concerning  national  mental  health  service  needs  for 
Seriously  Emotionally  Disturbed  children  and  adults  with  Serious  Mental 
Illness,  and  to  help  the  Center  to  set  priorities  and  establish  future 
directions.   At  least  2,000  people  attended  these  forums  or  sent 
testimony. 

Findings  from  CMHS  evaluations: 

Advances  in  service  delivery  systems,  medications,  and  psychosocial 
rehabilitation  have  dramatically  improved  the  prognoses  for  people  with 
serious  mental  illnesses.   Treatment  and  comprehensive  rehabilitation 
programs  enhance  the  potential  for  people  with  severe  mental  illnesses 
to  live  independently.   Evaluations  of  CMHS -sponsored  programs  suggest 
the  promise  of  comprehensive  systems  of  care  for  adults  with  serious 
mental  illnesses ,  and  children  with  serious  emotional  disorders . 

•     Young  people  showed  improvements  in  functional  skills.   A 
CMHS  demonstration  project  in  Ohio,  "Connections,"  showed 
that  a  majority  of  participants  in  a  comprehensive 
community-based  treatment  system  experienced  improved 
grades  and  reduced  levels  of  depression  and  other  emotional 
and  behavioral  problems . 
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■  Significant  health  care  savings  have  been  observed  for 
adults  and  adolescents  receiving  comprehensive  community- 
based  treatment  for  mental  disorders.   A  CMHS  systems  of 
care  demonstration  in  Northumberland,  Pennsylvania, 
indicated  medical  savings  of  40  percent  within  4  years, 
primarily  associated  with  reduced  inpatient  care  by 
participants.   Treatment  of  seriously  emotionally  disturbed 
adolescents  in  three  California  counties  who  were  placed  in 
community-based  care  systems  rather  than  in  out-of -county 
residential  care  saved  $35  million  annually. 

■  Comprehensive  services  can  successfully  maintain  seriously 
mentally  ill  children  and  adults  in  less  restrictive 
treatment  environments,  increase  participation  of  family 
members,  and  promote  coordination  among  treatment 
providers.   CMHS -sponsored  Child  and  Adolescent  Service 
System  Programs  have  helped  treatment  providers  serve 
children  at  home,  thus  reducing  out-of -conmiunity 
placements.   For  example,  Vermont's  New  Directions  program 
reported  a  20-percent  increase  in  the  ntimber  of  children 
living  at  home  while  receiving  mental  health  services.   In 
West  Virginia's  Mountain  State  Network,  out-of-State 
placements  for  children  were  reduced  significantly. 

■  The  need  for  inpatient  treatment  services  for  children  in 
several  States  was  reduced  substantially.   Children  with 
mental  disorders  were  hospitalized  far  less  than  in 
previous  years  when  provided  services  through  systems  of 
care.   In  Fort  Bragg,  North  Carolina,  for  example,  the 
total  number  of  bed- days  for  children  were  lower  than  those 
at  control  sites.   Only  3  percent  of  children  were 
hospitalized  at  Fort  Bragg  compared  to  23  percent 
elsewhere. 

■  Involvement  with  the  juvenile  justice  system  decreased. 
Juvenile  justice  system  residential  placements  decreased  by 
more  than  80  percent  in  a  Virginia  demonstration,  and  West 
Virginia's  Mountain  State  Network  reduced  the  number  of 
contacts  with  the  juvenile  justice  system. 

From  evaluations  of  demonstration  programs ,  CMHS  has  found  that 
community-based  systems  of  care  for  children  and  adolescents  with 
serious  emotional  disturbances  result  in: 

reduced  out-of -home  and  out -of- community  placements, 

increased  stability  of  residences, 

reduced  use  and  length  of  stay  in  inpatient  services, 

improved  functioning  (as  measured  by  global  assessment 
instruments) , 

improved  school  attendance  and  performance, 

reduced  involvement  with  the  juvenile  justice  system. 
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■  Increased  parent,  provider,  and  youth  satisfaction  with 
services , 

■  increased  proportion  of  eligible  population  served,   and 

■  reduced  costs  (Stroul,  1993). 

A  decade  of  Conununity  Support  Program  (CSP)  evaluations  suggest  that: 

■  The  availability  of  comprehensive  mental  health  services 
results  in  decreased  use  of  hospitalization  and  crisis 
services,  decreased  symptoms,  and  decreased  burdens  to 
families . 

■  Supported  employment  helps  people  with  severe  mental 
illness  obtain  jobs  more  quickly,  retain  their  jobs,  and 
enjoy  greater  job  satisfaction. 

■  When  homeless  people  with  severe  mental  illnesses  receive 
supportive  services,  there  is  a  marked  reduction  in 
homeless  days,  compared  to  a  control  group  (CMHS,  from 
assorted  project  reports). 

Center  for  Substance  Abuse  Prevention: 

CSAP's  Teen  Drinking  Prevention  Program,  a  nationwide  program  designed 
to  help  communities  prevent  underage  drinking,   successfully  mobilized 
people  in  14  communities.   Designed  to  raise  community  awareness  of  the 
seriousness  of  the  underage  drinking  problem,  youth  and  grassroots 
organizations  were  trained  to  serve  as  spokespersons  to  create  and 
deliver  prevention  messages  regarding  underage  use  of  alcohol.   The 
program  enlisted  a  broad  array  of  community  leaders,  public  officials, 
health  and  prevention  professionals,  parents,  educators  and  youth 
themselves  to  develop  effective  underage  drinking  prevention  strategies 
and  messages  for  their  respective  communities . 

CSAP's  Urban  Youth  Public  Education  Campaign  demonstrated  the  efficacy 
of  targeted  programming  for  prevention  of  alcohol  and  other  drug 
problems  among  African  American  youth  who  live  in  urban  high  risk 
environments.   This  initiative  utilized  community  input  to  develop  a 
bottom-up  approach  for  widespread  community  involvement  and 
mobilization.   The  central  tenet  of  the  campaign  focused  on 
acknowledging  and  promoting  the  majority  of  African  American  youth  that 
are  drug  free.   The  extensive  reach  and  breadth  of  the  campaign's 
messages  was  accomplished  through  the  mass  media  of  cable  and  broadcast 
television  and  radio. 

CSAP  developed  a  new  consolidated  Program  Announcement  targeting 
Substance  Abuse  Prevention  Demonstration  Grants  for  High  Risk  Youth 
Populations.   This  consolidation  will  reduce  the  number  of  discrete 
grant  announcements  to  be  issued  by  CSAP,  simplify  application 
procedures  for  prospective  grantees,  and  improve  the  efficiency  of  the 
grant  review  process. 

CSAP's  National  Clearinghouse  for  Alcohol  and  Drug  Information  (NCADI) 
serves  as  the  primary  dissemination  channel  of  prevention  materials. 
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NCADI,  the  comprehensive,  authoritative  Federal  resource  for 
information  on  alcohol  and  other  drugs,  promotes  CSAP's  goals  and 
programs  by  developing  and  distributing  printed  and  audiovisual 
materials,  publishing  a  bi-monthly  newsletter,  "Prevention  Pipeline," 
maintaining  a  national  database  of  relevant  published  literature,  and 
providing  technical  support.   Currently  NCADI  responds  to  more  than 
250,000  telephone  and  mail  requests  annually  with  approximately  20 
million  pieces  of  literature.   Schools  are  the  largest  user  category 
for  Clearinghouse  services. 

The  Community  Partnership  demonstration  grant  program  is  a  major  effort 
to  support  the  formation  of  public/private  sector  partnerships  in 
individual  communities  across  the  Nation.   As  such,  grants  have  been 
awarded  to  communities  to  establish  coalitions  of  organizations 
representing  parents,  schools,  academia,  business,  industry, 
government,  and  professionals  in  the  planning  and  implementation  of 
comprehensive  prevention  efforts.   Drawing  on  the  knowledge  base 
developed  in  recent  years,  over  250  CSAP  supported  community 
partnerships  designed  long-term  approaches  that  meet  the  prevention 
needs  of  their  own  locality.   Acknowledging  the  effectiveness  of  the 
partnerships,  the  recent  National  Drug  Control  Strategy  calls  for 
doubling  the  number  of  these  community  anti-drug  coalitions. 

Findings  from  CSAP  evaluations: 

CSAP  evaluations  have  clearly  shown  that  community-based  prevention 
strategies  can  be  successful  in  reducing  the  factors  that  place  youth 
at  risk  for  using  alcohol  and  other  drugs  and  in  decreasing  drug  use  in 
this  population.   CSAP- sponsored  demonstration  programs  have  shown  that 
prevention  programs  can  be  uniquely  tailored  to  reach  racially  and 
culturally  diverse  populations. 

■  A  Boys  and  Girls  Clubs  Inc.  prevention  program  serving 
inner-city  high-risk  youth  offered  programs  in  decision- 
making skills,  the  risks  of  substance  abuse,  and  ways  to 
avoid  involvement.   Compared  to  control  groups, 
participants  reported  less  use  of  marijuana,  alcohol,  and 
tobacco  (Mark  et  al . ,  1991). 

■  In  Massachusetts,  a  partnership  of  community  agencies 
worked  for  several  years  in  prevention  and  treatment 
programs.   In  that  time,  local  police  reported  a  decrease 
in  arrests  for  heroin  and  for  driving  while  under  the 
influence  of  alcohol;   and  there  was  also  a  decrease  in 
hepatitis-B  cases  linked  to  needle- sharing  (GAG,  1993). 

■  When  compared  to  matched  sites,  a  demonstration  program 
working  with  high-risk  youth  in  housing  projects  in  10 
urban  centers  reported  reductions  in  drug  activity, 
juvenile  crime,  damage  and  vandalism  to  property,  and 
increases  in  school  attendance  and  adult  involvement  with 
youth  (Schinke  et  al ,  1992). 

■  In  Atlanta,  the  Substance  Use  Prevention  and  Education 
Resource  II  program  (Super  II)  was  designed  for  high-risk 
urban  adolescents  ages  11-17.   The  program  emphasized 
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knowledge  of  risks  associated  with  substance  use,  parent- 
child  communication  skills,  and  assertiveness  training.   On 
a  3 -month  follow-up  measure,  participants  significantly 
decreased  their  frequency  of  substance  use  (Bruce  & 
Emshoff,  1992). 

■  The  Illinois  Department  of  Substance  Abuse  sponsored  a 
comprehensive  community-based  program  that  involved  African 
American  and  Hispanic  adolescents  in  alternative 
activities,  educational  projects,  peer  leadership,  and 
refusal-skills  training.   Eight  months  later,  substance  use 
among  participants  was  significantly  lower  than  use  rates 
among  control  groups  (Rainey,  1991). 

■  Under  the  sponsorship  of  the  Academy  for  Educational 
Development,  a  comprehensive  substance  abuse  prevention  and 
treatment  program  was  established  at  City  Lights  School  in 
Washington,  D.C.   On  admission,  participants,  who  were  an 
average  of  17.9  years  old,  read  at  the  6.1  grade  level, 
computed  math  at  the  6.1  grade  level,  and  had  a  5.3  grade 
level  in  language.   After  55  hours  of  instruction,  their 
reading  level  jumped  to  grade  7.8,  math  to  grade  7.7,  and 
language  to  grade  7.1  (Bucci,  1991). 

Each  CSAP- funded  grant  is  required  to  conduct  an  evaluation  of  the 
outcomes  of  its  interventions,  and  each  major  demonstration  program- - 
high  risk  youth,  pregnant  and  postpartum  women  and  infants,  and 
community  partnership  program- -conducts  a  multi-site  evaluation  to 
monitor  outcomes  across  grantees.   Finally,  CSAP  supports  the  National 
Structured  Evaluation,  which  is  analyzing  over  2,500  prevention 
programs  to  determine  what  kinds  of  outcomes  are  associated  with 
various  program  and  participant  characteristics. 

Center  for  Substance  Abuse  Treatment: 

The  Center  for  Substance  Abuse  Treatment  works  to  enhance  and  expand 
the  availability  and  delivery  of  effective  treatment  and  recovery 
services  for  alcohol  and  other  drug  problems  on  a  nationwide  scale. 
Following  are  examples  of  CSAT's  significant  accomplishments: 

CSAT's  Cooperative  Agreements  for  Addiction  Treatment  and  Recovery 
Systems  in  Target  Cities  are  enhancing  drug  treatment  systems  in  U.S. 
cities  that  have  a  large  drug  problem  and  are  overburdened  with  demand 
for  addiction  services.   Eight  cities  were  funded  in  FY  1990,  one  more 
city  was  added  in  FY  1992,  and  the  number  grew  in  FY  1993  to  a  total  of 
nineteen  cities.   This  program  focuses  on  systems  improvement  by 
utilizing  patient  assessment  technology  and  computerized  data  systems 
which  link  substance  abuse  treatment  programs  with  related  health, 
housing,  welfare,  and  administrative  and  funding  agencies. 

Through  its  Criminal  Justice  Programs,  CSAT  provides  leadership  in  the 
treatment  of  individuals  involved  in  the  criminal  justice  system  who 
are  also  substance  abusers  by  offering  treatment  demonstration  and  by 
providing  linkages  with  State,  local,  and  private  providers  through 
technical  assistance  and  treatment  standards  development.   In  FY  1993, 
CSAT  awarded  a  total  of  approximately  $30  million  to  support 
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demonstrations  aimed  at  the  following  populations:   prison  and  jail- 
based  offenders,  non- Incarcerated  offenders,  and  juveniles  In 
institutional  settings  or  in  transition  to  the  community  after  release. 
In  addition,  funds  were  made  available  for  the  Target  Cities  projects 
to  develop  or  enhance  jail  treatment  plans  and  linkages. 

CSAT's  services  grant  Program  for  Residential  Treatment  for  Pregnant 
and  Postpartum  Women  has  expanded  the  availability  and  quality  of 
treatment  services  for  pregnant  and  postpartum  women  and  their  Infants 
who  suffer  from  alcohol  and  other  drug  use  problems.   Program  elements, 
which  have  Improved  overall  treatment  outcomes  for  the  women,  her 
children,  and  her  family  included  housing  that  permits  children  to  live 
with  their  mothers,  primary  health  care,  prenatal  and  postnatal  health 
care,  pediatric  care,  and  education  and  counseling  related  to  HIV/AIDS, 
STDs ,  domestic  violence,  sexual  abuse,  and  psychological,  legal  and 
employment  issues.   Similar  services  have  also  been  provided  in  a 
residential  setting  for  Women  and  their  Children.   This  program  was 
designed  to  enhance  and/or  expand  comprehensive  high  quality 
residential  addiction  treatment  services  for  parenting  women  who  are 
not  pregnant  or  postpartum  and  who  suffer  from  alcohol  and  other  drug 
problems,  and  their  dependent  children. 

CSAT  has  funded  eleven  Cooperative  Agreements  for  Addiction  Training 
Centers  (ATCs)  to:  1)  Increase  the  number  of  health  and  allied  health 
care  practitioners  who  pursue  careers  in  non-profit  substance  abuse 
treatment  and  recovery  programs;  2)  link  publicly -funded  addiction 
treatment  and  recovery  programs  with  institutions  that  train  health  and 
allied  health  care  practitioners  with  the  specific  goal  of  improving 
the  competency  of  practitioners  who  presently  practice  in  publicly- 
funded  addiction  treatment  programs;  and  3)  strengthen  addiction 
treatment  curricula  within  institutions  and  programs  that  train  health 
and  allied  health  care  practitioners. 

Findings  from  CSAT  evaluations: 

Effective  treatment  requires  highly  structured  programs  that  offer 
individualized  attention,  matching  the  client  or  patient  with  the 
combination  of  services  most  suited  to  his  or  her  needs.   Through  its 
demonstration  program  grants,  cooperative  agreements,  and  block  grant 
program,  CSAT  supports  the  best  elements  of  successful  treatment 
programs . 

The  Target  Cities  Program,  Critical  Populations  Program,  and  Criminal 
Justice  Demonstration  Programs  are  all  part  of  the  National  Treatment 
Improvement  EvaI\iatlon  Study  (NTIES),  a  multi-year,  cross-site  study. 
Field  Implementation  began  in  July  1993.   Preliminary  program 
evaluation  data  from  CSAT's  model  demonstration  grants  for  criminal 
justice  populations  Indicate  marked  reduction  in  criminal  behavior 
among  clients  who  participate  in  a  variety  of  treatment  programs.   For 
example,  CSAT- supported  programs  for  the  treatment  of  prison-based 
populations  yielded  the  following  results: 

■  One  year  after  release  from  incarceration,  arrests  among 
parolees  In  the  Oregon  Department  of  Corrections'  Parole 
Transition  Release  projects  fell  by  half  and  conviction 
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rates  by  two -thirds  compared  to  the  year  before 
incarceration. 

■  The  Alabama  Department  of  Corrections '  Ventress 
correctional  facility  is  an  800-bed  drug- treatment 
facility.   The  8 -week  treatment  program  has  a  95  percent 
retention  rate.   The  program's  three -thousandth  participant 
graduated  in  March  1993. 

■  The  Rock  Valley  correctional  programs  in  Beloit, 
Wisconsin,  operates  a  diversion  and  probation  program 
using  substance  treatment  for  young  offenders. 
Preliminary  data  from  the  3-year  study  of  all  graduates 
show  that  80  percent  have  had  no  subsequent  arrests. 
Even  among  program  drop-outs  the  rearrest  rate  is  only  50 
percent. 

CSAT  is  funding  an  evaluation  of  the  Job  Corps  Drug  Treatment 
Enrichment  Program.   Through  an  interagency  agreement  with  the 
Department  of  Labor,  CSAT  has  funded  a  program  to  examine  the  effects 
of  enriched  substance  abuse  treatment  at  four  Job  Corps  centers.   The 
enriched  program  includes  not  only  education  and  counseling  on 
substance  abuse  issues,  but  also  academic  tutoring,  recreational 
opportunities,  and  group  sessions  in  life  skills.   Four  matched  centers 
offer  a  standard  educational  program  about  substance  abuse. 

Data  on  5,600  students  at  entry  and  1,700  students  at  6  months  have 
been  collected  to  date.  After  6  months  of  full  implementation,  the 
following  trends  have  begun  to  emerge: 

■  Drug-using  students  in  the  enriched  program  are  staying 
longer  in  the  Job  Corps  programs . 

■  Drug-using  students  in  both  groups  decreased  their 
substance  use;  however,  students  in  the  enriched  group 
have  shown  a  significantly  greater  decrease  than  those  in 
the  standard  program. 

■  Students  in  the  enriched  program  report  significantly  more 
positive  feelings  about  the  ability  of  the  program  to  help 
them  manage  drug  cravings,  understand  and  resist  peer 
pressure,  and  increase  their  self-esteem. 

■  The  Job  Corps  center  staff  have  experienced  significant 
benefits  from  having  DTEP  on  site.   The  counseling  and 
health  staff,  in  particular,  make  use  of  student 
infomnation  which  otherwise  would  not  be  available  to  them 
in  providing  comprehensive  services  to  students. 

Shortly,  CSAT  will  establish  the  National  Evaluation  Data  and  Technical 
Assistance  Center  (NEDTAC)  to  assist  CSAT- grantees  in  collecting 
accurate  service  and  outcomes  data,  and  in  integrating  evaluation  data 
and  management  policy  and  procedures.   NEDTAC  will  help  treatment 
programs  to  participate  in  CSAT- sponsored  national  evaluation 
activities  and  will  conduct  meta-analyses  of  evaluations  of  program 
effectiveness . 
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HIGH  PRIORITY  INITIATIVES 

Mr.  Stokes:   What  high  priority  initiatives  are  there  that  are 
ready  to  be  exploited  but  not  covered  under  the  FY  1995  request? 

Dr.  Johnson:   The  1995  request  addresses  one  of  the  highest 
priority  Administration  initiatives  in  the  health  area,  the  expanded 
availability  of  substance  abuse  treatment  to  those  who  need  it  most. 
SAMHSA's  Hard  Core  Initiative  would  for  the  first  time  support  a 
concerted  effort  regarding  this  difficult  to  reach  population,  which  is 
disproportionally  afflicted  by  HIV/AIDS  infection,  tuberculosis,  and 
other  problems  attendant  to  chronic  drug  use. 

We  are  currently  in  the  process  of  developing  and  prioritizing  high- 
priority  action  items  in  both  the  mental  health  and  substance  abuse 
areas  which  we  expect  to  be  the  subject  of  future  initiatives.   While 
their  exact  nature  is  still  under  consideration,  there  is  no  shortage 
of  program  areas  where  well-considered  federal  involvement  would  be 
warranted  and  appropriate.   Foremost  among  these  is  examination  of  how 
ADM  disorders,  and  their  prevention  and  treatment  will  be  integrated 
into  a  reformed  health  care  system.   Of  particular  importance  is  how 
our  current  programs  will  need  to  be  tailored  to  meet  the  changing 
needs  of  the  public  and  private  sector  service  delivery  systems  in  the 
future.   We  are  anticipating  new  analytical  and  information  demands, 
potential  gaps  in  services  (both  generally  and  for  certain  segments  of 
the  population),  and  the  Nation's  future  infrastructure  needs. 

We  expect  that  other  priority  areas  will  need  to  be  addressed  by  SAMHSA 
in  the  future  regardless  of  action  on  Health  Care  Reform.   These 
include,  for  example,  the  continuing  high  level  of  violence,  its 
relationship  to  substance  abuse  and  impact  on  individual  mental  health; 
interactions  among  the  mental  health  substance  abuse  and  CJ  systems; 
the  need  to  strengthen  substance  abuse  prevention  efforts,  especially 
those  targeted  toward  the  younger  generations;  and  the  need  to  address 
HIV/AIDS  needs  of  our  client  populations.   As  these  issues  are 
considered  and  discrete  initiatives  included  in  future  budget  requests 
in  response,  they  will  be  discussed  with  the  Committee. 

Mr.  Stokes:   For  each  of  these  areas,  what  are  the  most 
significant  benefits  to  be  achieved  from  the  initiation  of  these 
activities? 

Dr.  Johnson:   It  is  important  that  SAMHSA  be  in  a  position  to 
address  the  needs  of  our  target  populations  during  the  transition  to  a 
reformed  health  care  system.   Future  initiatives  will  be  geared  toward 
ensuring  that  these  needs  are  met  in  the  optimal  manner  possible  both 
during  this  period  of  significant  change,  and  following  phase- in  of 
full  coverage  of  ADM  disorders .   We  expect  to  help  ensure  that  health 
care  coverage  for  those  suffering  from  mental  illness  or  substance 
abuse  is  universal  in  that  individuals  are  not  overlooked  because  of 
their  personal  or  employment  status;  that  treatment  services  offered 
are  the  most  effective  possible,  thereby  maximizing  the  investment  of 
federal  dollars;  that  treatment  outcomes  are  as  successful  as  possible; 
that  preventive  efforts  remain  a  key  component  of  the  federal  health 
strategy;  and  that  relevant,  usable  data  are  collected,  analyzed,  and 
employed  in  refining  and  redefining  our  approach  to  ADM  health  care. 
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These  benefits  will  be  of  significant  value  in  improving  the  Nation's 
health  status. 

CHILDREN'S  MENTAL  HEALTH  PROGRAM 

Mr.  Stokes:   Are  we  making  much  progress  in  addressing  the  mental 
health  needs  of  children?   Please  elaborate. 

Dr.  Johnson:   The  Center  for  Mental  Health  Services  has  made 
significant  progress  in  addressing  the  mental  health  needs  of  children 
through  two  programs:  the  Child  and  Adolescent  Service  System  Program 
(CASSP) ,  and  the  Comprehensive  Mental  Health  Services  for  Children 
program.   In  addition,  States  are  required  to  allocate  a  portion  of  the 
Community  Mental  Health  Services  Block  Grant  for  children's  services. 

The  CASSP  program  demonstrates  improved  State  and  local  systems  of  care 
for  children  and  adolescents  with  or  at  risk  for  developing  severe 
mental,  behavioral  or  emotional  disorders  and  for  their  families. 
CASSP  principles  have  served  as  the  foundation  for  the  Robert  Wood 
Johnson  Foundation's  Mental  Health  Services  Initiative  for  Youth  and 
the  Annie  E.  Casey  Foundation's  Urban  Youth  Initiative,  as  well  as  the 
Comprehensive  Mental  Health  Services  Program  for  Children  newly 
authorized  by  Congress  in  Fiscal  Year  1993.   Systems  of  care  developed 
under  CASSP  have  demonstrated  reduced  use  of  inpatient  services, 
reduced  placement  in  out-of-state  facilities,  improved  functioning, 
improved  school  attendance,  reduced  violations  of  the  law  and  increased 
parent  satisfaction. 

The  Comprehensive  Community  Mental  Health  Services  for  Children  program 
was  implemented  in  FY  1993.   It  encourages  the  development  of  intensive 
community-based  services  based  on  a  multi-agency,  multi-disciplinary 
approach  involving  both  the  public  and  private  sectors.   In  additional 
to  providing  services ,  it  generates  knowledge  on  innovative  approaches 
to  organizing  and  delivering  care  for  children  with  serious  emotional 
disturbances  and  their  families.   Information  will  be  used  to  provide 
technical  assistance  to  communities  interested  in  developing 
comprehensive  systems  of  care. 

In  September  1993,  four  new  grants  were  awarded  to  Maryland,  Ohio, 
South  Carolina  and  Vermont.  An  additional  seven  grants  were  awarded  in 
February  1994  to  the  following  states:   California,  Kansas,  Maine,  New 
Mexico,  North  Carolina,  Rhode  island  and  Wisconsin.   Nine  additional 
services  grants  will  be  awarded  in  FY  1994. 

For  each  one  million  dollars,  it  is  estimated  that  200  to  500  children 
will  receive  comprehensive  mental  health  services.   By  FY  1995,  the 
number  of  children  that  will  be  served  is  estimated  to  be  6,000  to 
15,000. 

DRUG  TREATMENT 

Mr.  Stokes:   The  need  for  drug  treatment  continues  to  escalate. 
What  progress  are  we  making  in  meeting  the  demand  for  drug  treatment 
services? 
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Dr.  Johnson:   Escalation  of  the  need  for  drug  treatment  services 
is  significantly  affected  by  the  reality  that  devising  strategies, 
providing  services,  and  evaluating  the  effectiveness  of  drug  treatment 
programs  is  a  very  complex  undertaking.  Consequently,  to  measure 
progress  being  made  toward  meeting  treatment  demand  in  also  a  very 
complex  undertaking.  We  are  dealing  with  programs  involving  difficult 
populations,  different  drugs  and  patterns  of  addiction,  and  long 
periods  of  time.  (Since  there  really  is  no  fixed  endpoint  for  drug 
treatment,  when  does  a  client's  successful  program  completion  signify  a 
true  "success?")   We  estimate  that  little  growth  will  have  occurred, 
from  FY  1991  to  FY  1994,  in  treatment  goals  that  we  had  hoped  to 
achieve  (56.4%  to  56.6%).   In  FY  1995,  the  proposed  Hard  Core 
Initiative  will  provide  sufficient  new  services  to  increase  overall 
treatment  accomplishment  by  4%.   This  is  a  significant  contribution  to 
meeting  the  demand  for  drug  treatment  services,  but  since  drug  abuse  is 
a  chronic,  relapsing  disease,  there  is  still  much  more  to  be  done. 

MINORITY  NEEDS  AND  CONCERNS 

Mr.  Stokes:   To  what  extent  is  the  Agency  addressing  the  minority 
needs  and  concerns? 

Dr.  Johnson:   SAMHSA  has  a  significant  commitment  to  addressing 
the  needs  of  minorities  in  mental  health,  substance  abuse  prevention 
and  treatment  services.   An  Associate  Administrator  for  Minority 
Concerns  coordinates  the  activities  of  three  Centers  [Center  for  Mental 
Health  Services  (CMHS) ,  Center  for  Substance  Abuse  Treatment  (CSAT) , 
and  Center  for  Substance  Abuse  Prevention  CSAP) ] .   Representation  from 
Hispanic,  African  American,  Asian  Americans,  Pacific  Islands,  and 
Native  Americans  in  all  aspects  of  program  operations  ensures 
appropriate  access  to  grant  programs,  training,  advisory  groups, 
conferences,  and  policy  development.   A  new  cultural  competence 
curriculum  has  been  developed  at  CSAP,  for  example,  which  will  launch  a 
graduate  level  degree  program  to  increase  the  number  of  minority 
evaluation  professionals  in  substance  abuse.   As  a  supplement  to  this 
curriculum,  a  series  of  monographs  is  being  created  to  support  and 
expand  the  knowledge  base  on  cultural  competence.   The  first  monograph 
"cultural  competence  for  evaluators ,  a  guide  for  practitioners  working 
with  ethnic/racial  communities"  was  published  in  1992.   Fiscal  year 
1994  will  see  the  production  of  an  additional  six  monographs  on  the 
following  issues:   Hispanic  Latino  family  and  community  prevention 
strategies,  a  guide  for  alcohol  prevention  researchers  working  with 
ethnic/racial  communities  (a  CSAP/NIAAA  collaboration),  Asian  and 
Pacific  Island  issues,  special  methodological  issues  in  cultural 
competent  evaluation,  diversity  issues  among  African  American 
communities,  and  a  volume  focusing  on  Native  Americans.   An  additional 
monograph  on  Pacific  Islanders  will  be  released  in  1995. 

Cluster  groups  have  been  convened  to  explore  needs  and  appropriate 
responses  within  the  Centers.   As  a  result  of  these  activities, 
conferences  workshops  have  been  initiated.   Additionally,  each  of  the 
Centers  will  continue  to  explore  and  initiate  programs  that  will 
benefit  these  groups. 

Several  CMHS  programs  address  minority  needs  and  concerns.   In  FY  1993, 
the  Clinical  Training  Program  supported  four  Minority  Fellowship  Grants 
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and  twenty-one  institutional  training  grants  which  funded  stipends  for 
minority  students  in  the  mental  health  professions.   The  AIDS  Training 
Program  provides  education  of  mental  health  care  providers  to  address 
the  neuropsychiatric  and  psychosocial  aspects  of  HIV  infection.   In  FT 
1993,  twelve  grantees  and  two  contractor  sites  targeted  providers  of 
mental  health  care  who  serve  minority  populations. 

CMHS  is  the  focal  point  for  mental  health  services  for  refugees  and 
detainees,  particularly  Cuban  and  Haitian.   Major  initiatives  include 
the  operation  of  a  nationwide  system  of  care  of  Cuban  entrants  in 
support  of  Department  of  Justice  activities. 

Numerous  other  activities  are  supported  by  CMHS  programs.   The  Child 
and  Adolescent  Service  System  Program  funded  a  series  of  monographs 
outlining  principles  and  examples  of  a  culturally  competent  system  of 
care.   The  Community  Support  Program  funded  twenty- five  grants 
targeting  minorities  in  FY  1993.   These  demonstrations  seek  to  improve 
housing,  treatment  and  support  needs  of  persons  with  severe  mental 
illness  living  in  communities.   In  addition,  conferences  and  workgroups 
are  held  throughout  the  country  with  multi-ethnic  representatives  of 
consumer,  professional,  and  provider  organizations.   Examples  of  these 
conferences  are:   Journey  of  Hope:   Native  Americans  with  Serious 
Mental  Illness,  A  Minority  Child  Research  Workgroup,  Nursing  Programs 
in  Historically  Black  Colleges  and  Universities,  State-of-the-Art 
Services  in  Mental  Health  Care  Delivery  of  Hispanic  Americans. 

CSAT  serves  racial  and  ethnic  minority  populations  in  all  of  its 
demonstration  programs  and  Substance  Abuse  Prevention  and  Treatment 
Block  Grants .   CSAT  works  with  treatment  providers  across  the  Nation  to 
provide  culturally  competent  treatment  services  that  include 
appropriate  approaches  for  individuals  who  have  different  behaviors, 
attitudes  and  beliefs.   By  providing  appropriate  treatment  approaches, 
the  quality  of  care  and  positive  treatment  outcomes  increase.   CSAT 
will  publish  a  monograph  and  one  or  more  Treatment  Improvement 
Protocols  (TIPs)  on  culturally  competency. 

COMMUNITY- BASED  ORGANIZATIONS 

Mr.  Stokes:   To  what  extent  are  community-based  organizations 
involved  in  the  activities  of  this  Agency? 

Dr.  Johnson:   Community-based  organizations  (CBOs)  play  a 
distinct  role  in  discretionary  grant  supported  programs  as  they  are  a 
critical  link  between  prevention  and  treatment  providers.   All  three 
Centers  within  SAMHSA  devote  most  resources  to  contracts  and  grants 
aimed  at  the  community  level.   Such  examples  include  programs  for  the 
homeless,  community  mental  health,  community  partnerships  for  substance 
abuse  prevention,  pregnant  post-partum  women  and  their  infants,  high 
risk  youth  programs  and  a  wide  variety  of  drug  and  alcohol  treatment 
programs.   A  few  projects  involve  the  CBCs  who  provide  outreach  and 
support  to  selected  minority  and  other  populations.   Other  CBOs  provide 
services  to  women  and  children,  adolescents,  residents  of  public 
housing,  rural  remote  populations  --  which  include  significant  minority 
participation.   Furthermore,  the  communication  office  assures  that 
relevant  cultural  materials  are  disseminated  to  these  groups . 
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Representatives  of  CBOs  are  members  of  advisory  councils  and  grant 
review  committees. 

MINORITY  NEEDS  AND  CONCERNS 

Mr.  Stokes:   How  does  the  Agency  identify  its  priorities  for 
Investments  in  minority  substance  abuse  and  mental  health  needs? 

Dr.  Johnson:   The  commitment  to  support  programs  and  projects 
serving  minority  substance  abuse  and  mental  health  needs  originates  at 
the  top  levels  of  management  of  the  Agency  and  its  three  Centers. 
Program  announcements  and  Requests  for  Application  (RFAs)  reflect  both 
management  commitment  and  legislative  mandate  which  also  recognizes  the 
need  for  substance  abuse  and  mental  health  services  in  minority 
communities.   The  Statewide  Needs  Assessment  Program  develops  minority 
data  which  the  States  may  use  to  direct  SAPT  Block  Grant  Funds  to 
improve  services  to  minorities. 

HISTORICALLY  BLACK  COLLEGES  AND  UNIVERSITIES 

Mr.  Stokes:   What  is  the  present  level  of  support  provided  to 
minority  institutions  by  the  Agency? 

Dr.  Johnson:   In  fiscal  year  1993  the  Substance  Abuse  and  Mental 
Health  Services  Administration  (SAMHSA)  awarded  $1.6  million  to  support 
Historically  Black  Colleges  and  Universities  (HBCU) .   With  the 
reorganization  of  the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration,  the  research  components  were  transferred  to  the 
National  Institutes  of  Health,  leaving  the  services  components  in 
SAMHSA.   The  majority  of  SAMHSA 's  grant  programs  support  discretionary 
awards  to  States  and  community-based  organizations  rather  than  colleges 
and  universities,  except  when  such  colleges/universities  have  been 
designated  by  their  community  to  represent  them.   Through  its 
demonstration  grant  programs,  SAMHSA  has  developed  grant  announcements 
specifically  targeted  to  serve  racial  and  ethnic  minority  populations. 
In  addition,  SAMHSA  awards  each  year  millions  of  dollars  in  contracts 
to  minority-  owned  firms. 

CMHS  awarded  six  Institutional  Training  grants  of  $10,000  each  to  HBCUs 
in  FY  1993  under  the  Clinical  Training  Program.   These  grants  provide 
trainee  stipends  to  assist  students  in  meeting  subsistence  expenses  and 
to  enable  them  to  pursue  education  on  a  full-time  basis. 

CSAT  provided  funds  for  HBCU  projects  in  FY  1992  for  a  Symposium  on 
Opportunities  in  Biomedical  Sciences  for  African  American  students  - 
$30,000,  which  was  repeated  in  FY  1993  for  $30,000  more.   In  addition, 
in  FY  1993  the  Morehouse  School  of  Medicine  was  awarded  $322,132  to 
establish  an  Addiction  Training  Center  (ATC) .   Virginia  Union 
University  received  $16,450,  as  a  subgrantee  to  an  ATC  award  to 
Virginia  Commonwealth  University.   These  amounts  are  expected  to  be 
awarded  to  these  two  HBCUs  again  in  FY  1994  and  FY  1995. 

Mr.  Stokes:   How  does  this  compare  to  FY  1992,  1993  and  the 
amount  contained  in  the  FY  1995  budget  request? 
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Dr.  Johnson:   Although  SAMHSA  met  its  FY  1993  HBCU  funding  goal 
of  approximately  5  percent  of  total  awards  to  Institutions  of  Higher 
Education  (IHE) ,  the  availability  of  funds  for  new  grant  awards  in  FY 
1994  has  been  reduced  due  to  the  high  proportion  of  continuation  awards 
in  our  grant  portfolio  in  FY  1994.   In  turn,  this  will  affect  the  level 
of  funding  to  HBCU's  in  FY  1994.   We  anticipate  the  level  of  funding 
for  FY  1995  will  be  comparable  to  the  FY  1994  level. 

UNDERREPRESENTED  MINORITIES 

Mr.  Stokes:   Explain  the  proposed  funding  for  the  programs  at  the 
Agency  that  are  designed  to  increase  the  participation  of 
underrepresented  minorities  in  the  Agency's  initiatives? 

Dr.  Johnson:   Some  of  the  Agency's  initiatives  that  will  help  to 
increase  the  participation  of  underrepresented  minorities  are  as 
follows: 

CMHS's  Minority  Fellowship  Program  (MFP)  is  funded  under  the  Clinical 
Training  Program.   MFP  grants  provide  funding  to  national  professional 
associations  which  administer  predoctoral  and  postdoctoral  fellowships 
for  training  qualified  ethnic  minority  students  in  mental  health 
disciplines.   Estimated  funding  for  the  Minority  Fellowship  Program  in 
FY  1995  is  approximately  $710,000. 

The  FY  1995  CSAP  Budget  request  supports  new  prevention  programs  and, 
through  ongoing  outreach  efforts,  CSAP  encourages  grants  which  target 
underrepresented  minorities.   Effective  substance  abuse  prevention 
programs  must  recognize  and  appropriately  respond  to  the  culture  of  the 
target  population.   As  such,  applications  for  CSAP  grants  are  assessed 
on  cultural  issues  addressed  in  the  design  and  implementation  of  the 
proposed  project.   The  current  budget  request  contains  approximately 
$70.0  million  to  support  new  projects  establishing  comprehensive,  long- 
term  approaches  to  substance  abuse  prevention.   Based  on  historical 
data,  CSAP  expects  that  36%  of  the  new  grants  will  directly  target 
underrepresented  minorities. 

The  FY  1995  budget  request  adds  a  net  increase  of  $285  million  to  CSAT 
for  a  major  new  initiative  focusing  on  the  treatment  of  hard  core 
populations.   The  total  initiative  includes  $310  million  in  treatment 
services  funded  through  the  SAPT  Block  Grant.  A  significant  proportion 
of  the  hard  core  population  is  expected  to  include  minorities  with 
substance  abuse  and  mental  health  disorders. 

In  addition,  all  RFAs  issued  by  the  Centers  require  applicants  to  give 
added  attention  to  racial/ethnic  minority  groups.   If  racial/ethnic 
minority  groups  are  not  included,  applicants  are  required  to  provide  a 
clear  rationale  for  their  exclusion. 

MINORITY  EMPLOYMENT 

Mr.  Stokes:   How  many  GS-15  and  above  positions  are  there  in  the 
Agency? 

Dr.  Johnson:   There  are  87  GS-15  and  above  positions  in  the 
Agency.   Of  this  number,  78  positions  are  filled  and  9  are  vacant. 
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Mr.  Stokes:   How  many  employees  in  the  Agency  are  in  GS-15  and 
above  positions? 

Dr.  Johnson:   There  are  65  employees  in  GS-15  positions,  of  which 
7  are  temporary  promotions,  and  13  employees  in  SES  positions,  for  a 
total  of  78. 

Mr.  Stokes:   Currently,  how  many  African  Americans  are  at  the  GS- 
15  and  above  level? 

Dr.  Johnson:  There  are  14  African  Americans  in  the  GS-15  and 
above  level  positions.  Ten  are  in  GS-15  positions  of  which  two  are 
temporary  promotions  and  4  are  in  SES  positions. 

Mr.  Stokes:   In  what  positions  are  they? 

Dr.  Johnson:   They  include  the  following: 

o     SES  positions: 

Director,  Division  for  State  and  Community  Systems 

Development,  CMHS 

Director,  Division  of  Program  Development  and  Special 

Populations  and  Projects,  CMHS 

Director,  Center  for  Substance  Abuse  Prevention 

Deputy  Director,  CSAP 

o     GS-15  positions: 

Associate  Director  for  Special  Projects,  CSAP 

Associate  Director  Medical  and  Clinical  Affairs,  CSAP 

Medical  Officer,  CSAP 

Chief,  Prevention  Demonstration  Review  Branch,  CSAP 

Chief,  Critical  Populations  Branch,  CSAT 

Acting  Director,  Division  of  Clinical  Programs,  CSAT 

Chief,  HIV/Linkage  Branch,  CSAT 

Chief,  Special  Projects  Branch,  CSAT 

Acting  Director,  Division  of  Management,  Policy  and 

Operations,  OA 

Acting  Associate  Administrator  for  Alcohol,  Prevention  and 

Treatment  Policy,  OA 

Mr.  Stokes:   In  your  agency,  are  there  and  if  so,  how  many 
African  Americans  are  among  the  cases  pending  for  exception  to  the 
freeze  on  appointments  and  promotions  to  the  GS-15  and  above  level? 

Dr.  Johnson:   There  is  one  position  that  is  among  the  cases 
pending  exception  to  the  freeze  on  appointments  and  promotions.   It  is 
the  Director,  Division  of  Demonstration  Programs  in  CMHS. 

Mr.  Stokes:   If  this  is  the  case  has  the  Agency  requested  relief 
from  the  freeze,  if  so,  what  was  the  response? 

Dr.  Johnson:   The  request  was  forwarded  to  the  Assistant 
Secretary  for  Health  on  May  2,  1994.   The  decision  is  pending. 
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MENTAL  HEALTH  SERVICES  FOR  CHILDREN 

Ms.  Lowey:   In  the  area  of  mental  health,  you  mentioned  that 
SAMHSA  is  giving  priority  to  programs  that  focus  on  children.   Can  you 
tell  us  more  about  the  Comprehensive  Community  Mental  Health  Services 
for  Children  program? 

Dr.  Johnson:   This  program  was  implemented  in  FY  1993  to 
encourage  the  development  of  intensive  community-based  services  based 
on  a  multi-agency,  multi-disciplinary  approach  involving  both  the 
public  and  private  sectors.   The  program  is  designed  to  provide 
services  and  also  to  generate  knowledge  about  the  effectiveness  of 
innovative  approaches  to  organizing  and  delivering  systems  of  care  for 
children  with  serious  emotional  disturbances  and  their  families. 

Grants  are  available  to  States,  political  subdivisions  of  States,  and 
Native  American  reservations  to  expand  services  for  the  target 
population.   Communities  are  able  to  develop  local  systems  of  care 
highlighting  collaboration  among  mental  health,  child  welfare, 
education,  juvenile  justice  and  other  appropriate  agencies 

CMHS  estimates  that  for  every  million  dollars,  200  to  500  children  will 
receive  comprehensive  mental  health  services.   In  FY  1995,  the  number 
of  children  that  will  be  served  is  estimated  to  be  6,000  to  15,000. 

Ms.  Lowey:  How  much  do  you  intend  to  spend  on  this  activity? 

Dr.  Johnson:   CMHS  will  spend  $35  million  on  this  activity  in  FY 
1995. 

Ms.  Lowey:   Under  the  multi-agency  approach  encouraged  by  the 
program,  how  important  a  role  do  schools  play? 

Dr.  Johnson:   Schools  play  a  critical  role  in  the  multi-agency 
approach  to  meeting  the  needs  of  children  with  serious  emotional 
disturbances.   Schools  are  often  the  first  system  in  which  these 
children  are  identified  as  having  problems.   Children  with  serious 
emotional  disturbances  have  the  highest  school  drop-out  rate  of  any 
group  of  children  with  disabilities,  have  lower  grades,  fail  more 
often,  have  a  lower  rate  of  promotion,  are  placed  on  homebound 
instruction  more  often  than  any  other  group  of  students,  and  are  placed 
in  restrictive  settings  (special  schools,  residential  programs, 
hospitals)  far  more  frequently  than  necessary.   Furthermore,  children 
and  adolescents  with  serious  emotional  disturbances  are  under- 
identified  by  special  education  programs  when  the  figures  are  compared 
to  known  prevalence  rates  for  this  disability. 

Technical  assistance  hubs  will  be  financed  by  the  Comprehensive 
Community  Mental  Health  Services  for  Children  program.   These  technical 
assistance  hubs  will  work  with  communities  to  ensure  an  integrated 
approach  to  serving  these  children.   Because  of  the  key  role  that 
education  plays  in  identifying  and  providing  service  to  this 
population,  the  Department  of  Education,  Office  of  Special  Education 
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Programs  plans  to  co-fund  these  hubs  in  FY  1995  as  part  of  a  larger 
effort  to  encourage  greater  school  participation  and  capacity  building. 

PREVENTION  ACTIVITIES  FOCUSED  ON  WOMEN 

Ms.  Lowey:   You  mention  that  $20  million  will  be  allocated  for 
substance  abuse  prevention  activities  focused  on  women.   Can  you  tell 
us  more  about  these  expanded  programs? 

Dr.  Johnson:   In  FY  1995,  CSAP  will  redirect  approximately  $20.9 
million  from  expiring  Pregnant  and  Postpartum  Women  and  Infants  (PPWI) 
grants  to  establish  a  comprehensive  program  focused  on  the  special 
substance  abuse  prevention  needs  of  women  of  childbearing  age.   This 
comprehensive  initiative  will  include  prevention  demonstrations  to 
develop,  identify,  and  assess  effective  strategies  for  these 
populations;  training  programs  for  health  care  providers  which  focus  on 
the  specific  health  care  needs  of  women  and  adolescent  females;  and,  a 
national  public  education  program  to  disseminate  the  most  up-to-date 
and  effective  information  on  all  substance  abuse  and  health  care  issues 
impacting  these  two  groups. 

Ms.  Lowey:   What  are  your  goals  and  will  you  evaluate  their 
effectiveness  along  the  way? 

Dr.  Johnson:   The  goals  of  CSAP's  Women's  Initiative  is  to  assure 
comprehensive  knowledge  development  and  disseminate  AOD  prevention 
strategies  effective  in  reaching  this  population.   Through  this 
program,  CSAP  expects  to  significantly  decrease  the  level  of  substance 
abuse  among  women  of  childbearing  age,  in  particular  pregnant  and 
postpartum  women  and  their  infants.   In  order  to  measure  the 
effectiveness  of  these  demonstration  programs,  individual  grantees  must 
include  process  and  outcome  evaluations.   Additionally  CSAP  will 
establish  a  national  level,  systematic  cross-site  evaluation  of 
selected  grantees. 

SUBSTANCE  ABUSE  AND  HIV  PREVENTION 

Ms.  Lowey:   According  to  December  1993  estimates,  50  percent  of 
New  York  State's  68,000  AIDS  cases  are  attributed  to  intravenous  drug 
abuse,  and  the  rapid  growth  of  the  epidemic  among  heterosexual 
populations  is  closely  related  to  IV  drug  abuse.   What  is  SAMHSA  doing 
to  improve  coordination  of  substance  abuse  prevention  and  treatment 
efforts  with  HIV/AIDS  prevention  and  treatment  initiatives? 

Dr.  Johnson:   SAMHSA  has  a  structure  to  address  AIDS  related 
issues.   In  the  Office  of  the  Administrator  there  is  an  Associate 
Administrator  for  the  Office  on  AIDS.   This  person  serves  as  the 
contact  with  other  Federal  and  non-Federal  groups  addressing  the 
prevention  and  treatment  of  AIDS.   Each  Center  within  SAMHSA  has  an 
AIDS  Coordinator.   These  Coordinators  meet  to  discuss  program 
collaboration  both  within  and  outside  the  Agency.   There  is  a  universal 
recognition  that  AIDS/HIV  prevention  is  an  essential  component  of 
treatment,  as  well  as  a  priority  in  and  of  itself. 

We  have  established  an  agency-wide  workgroup  to  coordinate  HIV/AIDS 
programs  and  efforts  across  agency  as  well  as  to  establish 
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collaboration  with  other  Federal  agencies.   The  workgroup  assures 
timely  dissemination  of  information,  facilitating  collaboration  and 
eliminating  any  potential  source  duplication. 

The  Center  for  Substance  Abuse  Prevention  and  Center  for  Substance 
Abuse  Treatment  have  collaborated  on  training  programs  that  highlight 
prevention  strategies.   The  CMHS  has  been  working  with  the  other 
Centers  on  Issues  related  to  co-occurring  substance  abuse  and  mental 
disorders,  and  the  prevention  of  the  spread  of  HIV  in  these  populations 
and  among  those  clients  with  serious  emotional  disturbance. 

The  Center  for  Substance  Abuse  Treatment  has  supported  the  development 
of  a  comprehensive  treatment  model  that  includes  prevention  activities 
aimed  at  partners,  and  those  who  do  not  yet  know  their  HIV  status. 
CSAT's  interfaces  with  prevention  by  providing  education  and  risk 
reduction  to  persons  at  high  risk  for  substance  abuse.   Secondary 
prevention  is  addressed  by  providing  education,  risk  reduction,  and 
facilitating  entry  into  substance  abuse  programs  for  active  substance 
abusers .   CSAT  also  collaborates  with  the  Center  for  Disease  Control  to 
ensure  greater  coordination  in  addressing  HIV/AIDS,  sexually 
transmitted  diseases,  and  tuberculosis. 

CONSOLIDATION 

Ms.  Lowey:   You  have  emphasized  SAMHSA's  support  for 
consolidating  demonstration  grant  authorities.   Are  you  also 
considering  consolidation  of  data  collection  and  state  technical 
assistance  activities? 

Dr.  Johnson:   This  fall  we  convened  an  internal  work  group  to 
consider  the  consolidation  of  data  activities  within  SAMHSA.   While 
full  consolidation  was  not  recommended,  the  work  group  made  several 
recommendations  Intended  to  increase  the  coordination  among  SAMHSA  data 
collection  elements,  to  Improve  the  efficiency  and  effectiveness  of  the 
SAMHSA  data  activity,  to  reduce  the  reporting  burden  on  our  clients, 
and  to  make  SAMHSA  data  more  widely  available  to  the  public.   Ue  have 
adopted  these  recommendations  and  are  in  the  process  of  beginning 
implementation. 
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WOMEN  AND  CHILDREN 

Ms.  Delauro:   Your  budget  proposes  to  consolidate  several 
demonstration  programs  in  both  CSAT  and  CSAP,  including  the  pregnant 
women  and  infants  demonstrations.   I  am  concerned  about  any  potential 
decrease  in  focus  or  resources  this  consolidation  might  mean  for 
treatment  and  prevention  activities  geared  toward  women,  pregnant  women 
and  their  infants.   How  much  will  you  spend  on  treatment  and  prevention 
activities  for  women,  pregnant  women  and  infants  in  FY  1995,  compared 
to  FY  1994,  and  FY  19937 

Dr.  Johnson:   For  treatment  and  prevention  programs  targeted 
directly  for  women,  pregnant  women  and  children,  SAMHSA's  FY  1995 
budget  request  includes  an  estimated  $160.2  million,  compared  with 
$160.1  million  in  FY  199A,  and  $153.9  million  in  FY  1993. 

HIV  TREATMENT  AND  PREVENTION 

Ms.  Delauro:   There  has  been  an  growing  awareness  that  street 
outreach  to  IV  drug  users  who  are  not  in  treatment  has  been  an 
effective  HIV  prevention  strategy,  as  well  as  resulting  in  increased 
participation  in  drug  treatment.   Given  the  increased  incidence  of  HIV 
infection  among  IV  drug  users  and  their  sexual  partners,  why  has  the 
President's  budget  zero  funded  the  AIDS  Outreach  Demonstrations,  the 
only  program  targeted  to  HIV  prevention  among  this  population? 

Dr.  Johnson:   Funding  from  all  expiring  treatment  grants  was  used 
to  augment  the  funding  available  to  support  the  new  Hard  Core  Treatment 
Initiative  in  the  1995  President's  Budget.   This  included  funding  for 
all  existing  AIDS  Outreach  grants  which  complete  their  funding  cycle  at 
the  end  of  FY  1994. 

SAMHSA  fully  intends  to  sustain  its  commitment  to  HIV/AIDS  outreach  in 
the  following  manner: 

•  At  least  ten  percent  ($3.5  million)  of  funds  available  for  the 
Hard  Core  Demonstration,  will  be  utilized  for  the  purposes  of 
street  outreach,  to  include:   identification,  brief  intervention, 
harm  reduction,  referral  to  treatment. 

•  CSAT  will  also  initiate  a  $3  million  pilot  AIDS  outreach  program 
designed  to  evaluate  the  effectiveness  of  using  street  outreach 
workers  to  monitor  and  assist  people  needing  help  with  HIV/AIDS, 
TB,  and  STD  issues,  functions  that  would  be  performed  in  addition 
to  traditional  outreach  activities.   Funds  for  this  purpose  are 
available  from  the  Comprehensive  Community  Treatment  Program,  as 
CSAT  has  elected  to  devote  funding  from  CCTP  to  outreach  rather 
than  invest  in  a  variety  of  small  demonstration  initiatives 
funded  via  contracts. 

•  CSAT  is  re-styling  the  Target  Cities  projects  to  focus  more 
strongly  on  public  health  functions  that  are  not  part  of  existing 
statewide  or  national  health  care  reform  initiatives,  including: 
AIDS  outreach;  central  intake/assessment/referral;  case 
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management;  automated  patient  tracking  and  evaluation  systems; 
integration  of  health  services  with  social  services,  education, 
employment  programs,  and  interdiction  efforts;  transportation  and 
other  facilitation  services.   This  action  is  not  intended  to 
supplant  any  of  the  expiring  AIDS  Outreach  projects,  but  it  will 
provide  added  emphasis  to  HIV/AIDS  prevention  and  treatment 
needs . 

Ms.  Delauro:   Is  it  true  that  only  22  States  fall  within  the  HIV 
formula  set  aside  in  the  Substance  Abuse  Block  Grant,  and  that  those 
states  must  set  aside  only  2  to  5  percent  of  their  block  grant  money 
for  HIV  counseling,  testing  and  early  intervention? 

Dr.  Johnson:   Yes.   Under  the  requirement  of  PL  102-321  and  the 
March  31  interim  Final  Rule,  States  with  rates  of  AIDS  cases  of  10  or 
more  per  100,000  must  carry  out  one  or  more  projects  to  provide  early 
intervention  services  to  persons  with  HIV  undergoing  substance  abuse 
treatment  at  the  site  at  which  they  are  receiving  treatment;  designated 
States  must  spend  an  amount  equal  to  the  percentage  increase  of  the 
current  block  grant  allotment  over  the  fiscal  year  1991  block  grant 
allotment  for  substance  abuse  such  amount  not  to  be  less  than  2  percent 
of  the  current  allotment  and  not  to  exceed  5  percent  of  the  current 
allotment.   In  FY  1993,  there  were  22  designated  States  and 
Territories,  including  the  District  of  Columbia.   Now,  the  number  has 
increased  to  41  States/Territories,  including  the  District  of  Columbia, 
primarily  based  on  CDC's  change  in  the  case  definition  for  AIDS. 

Ms.  Delauro:   What  assurances  can  you  make  that  the  $10  million 
cut  from  the  AIDS  Outreach  Demonstration  program  will  be  used  for  AIDS 
specific  programs? 

Dr.  Johnson:   The  $10  million  redirected  from  the  expiring  grants 
in  the  AIDS  Outreach  Program  is  intended  to  provide  part  of  the  funding 
for  the  Hard  Core  Treatment  Initiative.   The  elimination  of  the  this 
$10  million  from  the  AIDS  Outreach  program,  as  structured  through  FY 
1994,  will  be  partially  offset  by  the  $3.5  million  to  be  spent  on  AIDS 
outreach  in  the  Hard  Core  Demonstration,  the  new  $3  million  pilot  AIDS 
Outreach  program  using  CCTP  funding,  and  by  the  addition  of  an  AIDS 
focus  to  the  Target  Cities  projects. 

Ms.  Delauro:   How  can  we  ensure  that  the  22  States  that  must 
provide  AIDS  services  with  block  grant  money  are  complying? 

Dr.  Johnson:   Monitoring,  oversight,  and  reporting  requirements 
are  all  part  of  the  block  grant  set-aside  funded  States  System 
Development  Program  (SSDP) .   VThen  fully  implemented,  the  SSDP  will 
provide  the  resources  and  necessary  State-Federal  linkages  to  help 
ensure  that  States  are  in  compliance  with  the  all  of  the  block  grant 
mandates,  including  those  pertaining  to  HIV/AIDS.   The  additional  set- 
aside  funds  that  will  be  generated  from  the  Hard  Core  Treatment 
Initiative  component  of  the  Substance  Abuse  Prevention  and  Treatment 
Block  Grant  will  provide  major  assistance  in  bringing  SSDP  to  most 
States  by  the  end  of  FY  1995. 

Ms.  Delauro:   How  do  you  work  with  the  CDC's  HIV  Prevention 
program  and  the  NIH  (NIDA,  NIAAA,  NIMH,  NICHD)  to  make  sure  that  our 
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HIV  prevention  activities  are  well  coordinated  and  that  information  and 
research  about  effective  prevention  strategies  and  techniques  is 
quickly  shared  and  translated  into  action? 

Dr.  Johnson:   PHS  and  other  Operational  Divisions  within  the 
Department  currently  schedule  and  conduct  monthly  meetings  of  their 
respective  senior  officials  to  deal  specifically  with  HIV/AIDS-related 
issues.   At  these  meetings,  they  discuss  coordination  of  upcoming 
activities  in  prevention,  services  and  research.   PHS  is  also  exploring 
how  to  implement  a  multi- level  comprehensive  planning  and  coordination 
mechanism  that  will  bolster  an  interdepartmental  coordination  effort 
for  HIV/AIDS-related  activities. 

Pursuant  to  a  request  from  the  Senate,  a  working  group  for  behavioral 
research  coordination  has  been  created  within  PHS.  The  working  group 
includes  scientific  and  programmatic  staff  from  NIH,  CDC,  and  SAMHSA. 
It  will  meet  on  a  regular  basis  to  share  scientific  information  on 
specific  topics  and  to  facilitate  the  transfer  of  behavioral  research 
findings  to  programs.   The  first  meeting  is  slated  for  mid- June  1994. 

SAMHSA  was  an  active  participant  with  CDC  and  other  collaborating 
agencies  in  the  development  of  the  CDC  guidelines  on  counselling. 

Collaboration  with  the  National  Institutes  of  Health  (NIH) ,  now  takes 
place  through  the  NIH  Office  of  AIDS  Research.   In  this  context,  SAMHSA 
maintains  an  active  liaison  with  NIDA  regarding  needle  exchange  issues, 
and  the  collaboration  with  CDC,  NIDA  and  SAMHSA  on  this  issue  is  very 
productive.   Similar,  three  way  collaboration  is  very  productive  in  the 
area  of  tuberculosis. 

CMHS  has  collaborated  with  the  NIH/National  Institute  of  Mental  Health 
(NIMH)  and  the  Health  Resources  and  Services  Administration 
(HRSA)/Bureau  of  Health  Resources  Development  (BHRD)  in  the  development 
of  an  HIV/AIDS  mental  health  services  demonstration  program  that  will 
consist  of  cooperative  agreement  projects  to  develop  or  expand  programs 
to  provide  mental  health  services  for  individuals,  their  families  and 
others  who  experience  serious  psychological  reactions  as  a  result  of 
HIV/AIDS  antibody  testing,  and  to  provide  mental  health  services  for 
people  with  HIV/AIDS.   The  services  demonstration  projects  will 
participate  in  a  rigorous  evaluation  of  the  HIV/AIDS  Mental  Health 
Services  Demonstration  Program  with  a  Coordinating  Center  that  will 
design  and  implement  an  overall  evaluation  of  the  program  for  CMHS. 

In  addition,  CMHS  has  coordinated  its  Mental  Health  Care  Provider 
Education  in  HIV/AIDS  Program  with  the  HRSA  National  AIDS  Education  and 
Training  Centers  Program  to  assure  relevant  collaboration  between  the 
projects  when  appropriate.   In  both  CMHS  Programs  HIV/AIDS  risk  and 
transmission  reduction  counseling  is  an  important  goal.   Although  not 
yet  collaborating  officially  with  the  Centers  for  Disease  Control  and 
Prevention,  coordination  with  HRSA  and  NIH  is  well  established. 

TREATMENT  OUTCOME/EFFECTIVENESS 

Ms.  Delauro:   In  this  era  of  very  tight  budget  constraints,  we 
must  make  sure  we  are  spending  every  dollar  in  the  most  effective  way. 
Critical  to  a  careful  analysis  of  cost-effectiveness  is  a  clear 
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understanding  about  how  we  measure  outcomes.   Can  you  discuss  how 
"successful"  treatment  for  drug  and  alcohol  abuse  Is  defined  --  e.g., 
are  there  different  measures  for  different  populations;  Is  lifetime 
abstinence  the  only  measure  of  "success"  or  should  other  objectives 
(restoration  of  lost  job  skills,  resolution  of  family  problems  created 
by  substance  abuse)  be  Included  In  that  definition? 

Dr.  Johnson:   Devising  strategies,  providing  services,  and 
evaluating  the  effectiveness  of  substance  abuse  treatment  programs  Is  a 
very  complex  undertaking.   Researchers  must  deal  with  progr2uns 
Involving  difficult  populations,  different  drugs  and  patterns  of 
addiction,  and  long  periods  of  time. 

o     There  Is  no  fixed  endpolnt  for  substance  abuse  treatment.   Does  a 
client's  successful  program  completion  signify  a  true  "success?" 
What  specific  mix  of  services  and/or  period  of  aftercare  Is 
necessary  to  ensure  an  Individual  remains  drug- free?   Substance 
abuse  Is  a  chronic,  relapsing  disease:  the  length  of  time  of 
treatment  "success,"  as  well  as  the  most  effective  modality,  will 
vary  with  each  Individual  and  the  type  substance  being  abused. 

o     We  do  know  that  some  substance  abuse  treatment  programs  "work" . 
Studies  show  that  program  compliance  Is  a  key  to  success. 
Clients  completing  the  treatment  program,  and  fully  participating 
In  aftercare,  are  often  found  to  remain  substance -free.   An 
Important  point  to  remember:  some  types  of  treatment  programs  are 
more  effective  for  certain  clients  than  other  types,  but  no 
single  mode  of  treatment  Is  universally  effective  for  all,  or 
even  most.  Individuals. 

o     Research  has  yielded  several  crucial  components  for  any 
successful  substance  abuse  treatment  program: 

Well -articulated  philosophy  of  the  recovery  process  tnat 

guides  treatment  regimen 

Training  for  counselors/care  providers 

Detailed  client  assessments  at  Intake  and  throughout 

program  participation 

Development  of  detailed  treatment  plans,  Involving  client 

In  his/her  treatment 

Continued  aftercare,  to  prevent  relapse 

These  components,  when  combined  effectively,  work  together  to 
treat  Individuals'  substance  abuse,  to  get  them,  and  keep  them, 
off  substances.   Successful  programs  cause  a  favorable  behavioral 
change  among  clients;  substance  use  Is  eliminated,  physical  and 
mental  well-being  Is  improved;  and  clients  are  better  able  to 
deal  with  their  environments,  resisting  relapse. 

o     Treatment  outcome.   NIDA  has  supported  two  large-scale  studies 

which  continue  to  yield  useful  results.   These  are  the  Drug  Abuse 
Reporting  Program  (DARP)  and  the  Treatment  Outcome  Prospective 
Study  (TOPS).   DARP,  which  was  conducted  on  44,000  clients 
entering  treatment  from  1969-1973,  found  that  one  significant 
outcome  factor  is  the  length  of  time  that  an  Individual  remains 
In  treatment.   For  those  who  remained  in  treatment  for  over  90 
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days,  outcomes  Improved  In  direct  proportion  to  the  amount  of 
time  spent  in  treatment.   TOPS,  conducted  on  clients  entering 
treatment  in  1979-1981,  replicated  these  findings,  and  expanded 
upon  them  by  investigating  clients'  current  legal  involvement  and 
the  costs  saved  by  deterring  individuals  from  criminal  activity. 

CSAT  is  evaluating  its  demonstration  programs  through  two 
Independent,  but  compatible  studies.   These  evaluations,  by 
making  the  lessons  learned  in  the  demonstrations  readily 
available  to  other  treatment  providers,  will  broaden  the  base  of 
knowledge  available  about  what  works,  with  a  focus  on  the 
efficacy  on  comprehensive  treatment. 

The  National  Treatment  Improvement  Evaluation  Study  (NTIES)  will 
evaluate  the  program  of  Cooperative  Agreements  for  Drug  Abuse 
Treatment  Improvement  in  Target  Cities,  the  Model  Drug  Abuse 
Treatment  Programs  for  Non- Incarcerated  Criminal  Justice 
Populations  and  for  Correctional  Settings,  and  the  Model 
Comprehensive  Treatment  Programs  for  Critical  Populations, 
Adolescents/Juvenile  Justice,  and  Residents  of  Public  Housing. 
Concurrently  with  NTIES,  a  second  study  will  evaluate  CSAT's 
treatment  enrichment  demonstration  program  within  Job  Corps 
employment  training  centers.   Similar  to  NTIES,  the  two  studies 
will  be  closely  coordinated,  and  will  provide  compatible  results. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Appropriation  Language 

For  carrying  out  die  Public  Health  Service  Act  with  respect  to  substance  abuse  and  mental 
health  services,  section  612  of  Public  Law  100-77,  as  amended,  and  the  Protection  and  Advocacy  for 
Mentally  111  Individuals  Act  of  1986,  [$2,125,178,000.  of  which  $952,000,  togedier  with  unobligated 
balances  for  facilities  renovation,  shall  be  available  for  maintenance  and  r^air  of  Federally-owned 
facilities  at  Saint  Elizabeths  Hospital  and  shall  remain  available  until  expended:]'  $2,389,226,000,  of 
which  $82,200,000  shall  not  become  available  for  obligation  until  September  19,  1995}  Provided, 
That  no  portion  of  amounts  appropriated  for  die  programs  of  the  Department  of  Health  and  Human 
Services  shall  be  available  for  obligation  pursuant  to  section  571  of  the  Public  Healdi  Sovice  Act 
other  than  an  amount  of  $3,750,000  from  amounts  appropriated  to  carry  out  section  510  of  that  Act. 

Explanation  of  Language  Changes 

-   This  section  is  no  longer  required  as  no  funds  are  requested  for  facility  support  at  St.  Elizabeths 
Hospital.  A  proposal  is  pending  to  transfer  all  Federally  owned  focilities  at  St.  Elizabeths  Hospital  to 
the  Distria  of  Columbia  except  those  still  needed  for  NIH  mental  health  research  and  for  the  mental 
health  care  of  refugees  detained  by  the  Immigration  and  Naturalization  Sovice. 

^  The  new  language  prohibits  obligations  of  $82,200,000  until  September  19,  1995  in  order  to 
minimize  outlay  amounts  for  fiscal  year  1995. 
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Language  Analysis 


Language  Provision 


Explanation 


"of  which  $82,200,000  shall  not  become 
available  until  September  19,  1995.' 


Language  has  been  added  to  ensure  that 
government-wide  outiays  limits  for  domestic 
discretionary  programs  established  in  the 
Omnibus  Budget  Reconciliation  Act  of  1993 
(P.L.  103-66)  are  not  exceeded. 
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Substance  Abuse  and  Mental  Heatth  Services  Administration 
Amounts  Available  for  Obligation  jy 

1993  1994  1995 

Actual  Appropriation  Estimate 

Appropriation: 

Labor/HHS-Annual $2,004,803,000     $2,125,178,000      $2,389,226,000 

Transfer  from  other  accounts  2J      +33,701 ,000         +25,000,000         +45,000,000 


Subtotal,  adjusted  budget 
authority 2,038,504,000       2,150,178,000       2,434,226,000 

Unobligated  balance,  start  of 
year +248,000  —  — 

Unobligated  balance  transferred, 
net -248,000  —  — 

Unobligated  balance  available, 
end  of  year -920,000  —  — 

Unobligated  balance  expiring  ...  -91 8,000  —  — 


Total  obligations  1/   $2,036,666,000     $2,150,178,000      $2,434,226,000 


1/      Excludes  the  following  amounts  for  reimbursements:  FY  1993 -$39,145,000; 
FY  1994  -  $43,426,000;  and  FY  1995  -  $45,000,000. 

2/      Reflects  transfers  from  the  ONDCP  Drug  Forfeiture  Fund. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Summary  of  Changes 


1994  EstimaJBd  budget  authority $2,150,178,000 

1995  EstimalB 2,434.226.000 

Net  Change +$284,048,000 


1994  Current 
EstimalB  Base 


F7E 


Budget 
Authority 


Change  from  Base 
Budget 
Authority 


F7E 


Increases: 

A.  Built-in: 

1 .  Annualization  of  Jan.  1994  locality  pay 

2.  Annualization  of  1994  Commissioned 
Corps  pay  raise  at  2.2% 

3.  Within  grade  Increases 

4.  January  1995  pay  raise  at  1.6% 

5.  Increased  rental  payments  to  GSA _ 

Subtotal,  Built-in  Increases 

B.  Program: 

1 .  Center  for  Sutjstance  Abuse  Prevention: 

a.  Public  Education  and  Dissemination 

b.  Training 

2.  Center  for  Sutistance  Atxise  Treatment: 

a.  Treatment  Demonstrations  -  Increase 

for  hard  core  treatment  demonstrations. 

b.  Sutjstance  Atxjse  Block  Grant  - 
Increase  for  hard  core  treatment 
Initiative 

Subtotal,  Program  Increases _ 

Total  Increases 

Decreases: 

A.  Built-in: 

1.  One  less  day  of  pay 

Subtotal.  Built-in  Decreases 

B.  Program: 

1 .  Center  for  3ut>stance  Atxjse  Prevention: 

a  Prevention  Demonstrations 

2.  Center  for  Substance  Atxjse  Treatment: 

a.  Treatmert  Demonstrations 

b.  Capacity  Expansion  Program 

3.  Building  and  Facilities: 

a.  Legislath«  proposal  to  terminate  Federal 
support  for  St.  Elizabeths  renovations 


$41,602,000 

41.602.000 

41.602.000 

41.602.000 

3.072.000 


10,840,000 
14.512,000 


1,177,107,000 


41,602,000 


228,119,000 

222,009,000 
10,000,000 


952,000 


+$440,000 

+7,000 
+572,000 
+499,000 
+  157,000 

+  1,675,000 


+3,000,000 
+2.000,000 


+35,000,000 


+310,000,000 

+350,000.000" 

+351,675,000 


-151,000 
-151.000 


-5,000,000 

-56,786,000 
-3,214,000 


-952,000 
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Substance  AtMise  and  Mental  Health  Services  Administration 
Summary  of  Changes  -  Continued 


Decreases: 

4.  Program  Management: 

a.  Reduction  of  25  direct  funded  RHs.. 

b.  Reduction  of  20  reimbursable  FTEs.. 

c.  Absorption  of  built-in  costs  through 
program  reductions „. 

Subtotal,  Program  Decreases 

Total  Decreases 

Net  Change „ „ 


1994  Current 
Estimate  Base 

Change  from  Base 

Budget 
FTE             Authority 

FTE 
-25 

-ao 

Budget 
Authoritv 

.     —             $41,602,000 
.     —                61.296.000 

-$1,496,000 
-28.000 

__                    

-45 

-67.476.000 

^^                    ^—^ 

-45 

-67.627.000 

—                    

-45 

-(-$284,048,000 
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SubtUnc*  Abu**  and  Marital  Haalth  Sarviea*  Admlni*tration 

Budget  Authority  by  Activity:  Cro**watl( 

(dollar*  In  thousand*) 


1993 

Mental  Health  Service*  Actual 

1.  Mental  Haalth  Damonatration*: 

a.  Conaolidated  Damonatration* 

b.  Community  Support  Program   (CSP) $24,402 

c.  Homelea*  Oemon*tration( 21,419 

d.  AIDS  Demon*tration* 

Subtotal,  Demonatrations 45,821 

2.  Children'*  Mental  IHealth  Servicea  Program..  4,903 

3.  Protection  and  Advocacy 20,832 

4.  PATH 29,462 

5.  Training  and  AIDS  Training 5,943 

6.  MenUI  Health  Block  Grant  ^ 277,919 

Total,  Mental  Health  Service* 384,880 


1994 

1995 

Approp. 

Estimate 



$47,321 

$24,402 



21,419 



1.500 



47.321 

47,321 

35,000 

35.000 

21.957 

21.957 

29,462 

29,462 

5.443 

5,443 

277.919 

277,919 

417.102 


417.102 


Substance  Abuae  Prevention 


63.295 



43.440 



114,741 



(10.000) 



6.643 



228.119 

223,119 

10.840 

13,840 

14,512 

16,512 

253,471 


200,223 


1.  Prevention  Oemonatrationa: 

a.  Conaolidated  Demonatrations 223,119 

b.  High  Risk  Youth 56,311 

c.  Pregnant  Women  &  Infants 50,212 

d.  Community  Prevention 104,741 

(Forfeiture  Fundnon-add) (8,701) 

e.  Other  Demonstrations 6.723 

Subtotal,  Demonstrationa 217,987 

2.  Public  Education  &  Dissemination 1 1,744 

3.  Training 14,512 

Total,  Subatance  Abuse  Prevention '.  244.243  253.471 

Substance  Abuae  Treatment 

1.  Treatment  Demonstrations: 

a.  Consolidated  Demonstrations 

b.  Target  Cities  (Crisis  Areas)  Demonstrate  34.848  34.848 

c.  Pregnant/Postpartum  Women  ^. 26,028  54,228 

(Forfeiture  Fund  non-add) (5,000)  (5,000) 

d.  Campus  Projects 18,395  9,395 

e.  Criminal  Justice 32,990  33,990 

f.  Critical  Populations 44.681  43.681 

0-  CCTP 21.273  271523 

(Forfeiture  Fund  non-add) (4,700)                      

h.  AIDS  Demonstrations 18.344  18.344 

Subtotal.  Demonstrations 196,559  222,009 

2.  Addiction  Treatment  Trng  &  AIDS  Trng 8.241  8.241 

3.  Treatment  Capacity  Expansion  Program 1 5,300  1 0,000 

(Forfeiture  Fund  non-add) (15,300)                    

4.  Subatance  Abuse  Block  Grant ''. 1,130.509  1.177.107 

(Forfeiture  Fund  non-add) (10,000) 

Total,  Substance  Abuse  Treatment 1,350,609  1.417.357 

Program  Management 57.820  61.296 

Buiidinga  &  Facliitiee 952  952                     

Total.  SAMHSA $2,038,504  $2,150,178  $2,434,226 


200,223 
8.241 
6.786 

1.487.107 
(45.000) 


1,702,357 


61.296 


^  Excludes  net  transfers  by  the  States  of  $22,21 0,783  from  the  Substance  Abuse  Block  Grant 
to  the  Mental  Haalth  Block  Grant  In  FY  1993  as  allowed  by  Section  205  (b)  of  P.L  102-321. 

^  1 993  does  not  Include  $22,61 0,000  earmarked  for  Residential  Treatment  Programs  for 
Pregnant  and  Postpartum  Women  from  the  Subtance  Abuse  Block  Grant  Set-Aside. 
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Substance  Abuse  and  Mental  Health  Services  Administration 

Budget  Authority  by  Activity 

(dollars  in  thousands) 


1993  1994  1995 

Mental  Health  Services  Actual                Approp.              Estimate 

1 .  Consolidated  M.H.  Demonstrations $45,821               $47,321               $47,321 

2.  Children's  Mental  Health  Sen/ices  Program..  4,903                35,000                35,000 

3.  Protection  and  Advocacy 20,832                 21,957                 21,957 

4.  PATH  Formula  Grant 29,462                 29,462                 29,462 

5.  Training  and  AIDS  Training 5,943                  5,443                  5,443 

6.  Mental  Health  Block  Grant  ^ 277,919 277,919 277,919 

Total,  Mental  Health  Services 384.880               417.102               417,102 

SubstarKe  Abuse  Prevention 

1 .  Consolidated  Prevention  Demonstrations 21 7,987 

(Forfeiture  Fund  non-add) (8,701) 

2.  Public  Education  &  Dissemination 1 1 .744 

3.  Training 14.512 


228.119 

223,119 

(10.000) 



10,840 

13,840 

14,512 

16,512 

Total,  Substance  Abuse  Prevention 244,243  253,471  253,471 

Substance  Abuse  Treatment 

1 .  Consolidated  Treatment  Demonstrations  ^. 

(Forfeiture  Fund  non-add) 

2.  Addiction  Treatment  Trng  &  AIDS  Tmg 

3.  Treatment  Capacity  Expansion  Program 

(Forfeiture  Fund  non-add) 

4.  Substance  Abuse  Block  Grant " 

(Forfeiture  Fund  non-add) 

Total,  Substance  Abuse  Treatment 

Program  Management 

Buildings  &  Facilities 

Total,  SAMHSA $2,038,504 

^  Excludes  net  transfers  by  the  States  of  $22,210,783  from  the  Substance  Abuse  Block  Grant 
to  the  Mental  Health  Block  Grant  in  FY  1993  as  allovi^ed  by  Section  205  (b)  of  P.L  102-321 . 

*  1993  does  not  include  $22,610,000  eamiarked  for  Residential  Treatment  Programs  for 
Pregnant  and  Postpartum  Women  from  the  Subtance  Abuse  Block  Grant  Set-Aside. 


196,559 

(9.700) 

8.241 

15.300 

(15,300) 

.     1,130,509 

222,009 
(5,000) 
8,241 
10,000 

1,177,107 
(10,000) 

200,223 

8,241 
6,786 

1,487,107 
(45,000) 

,     1.350.609 

57,820 
952 

1.417,357 

61.296 
952 

1,702,357 
61,296 

$2,038,504 

$2,150,178 

$2,434,226 
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^-^  Substance  Abuse  and  Mental  Health  Services  Administration 

Budget  Authority  by  Object 


1994                   1995              Increase  or 
Appropriation Estimate Decrease 


Full-time  equivalent  employment 748  703  -45 

Full-time  equivalent  of  overtime 

and  holiday  hours 3  3                   

Average  SES  salary $105,400  $107,086  +$1,686 

Average  GS/GM  grade 10.91  10.91                    

Average  GS/GM  salary $40,403  $41,049  +$646 

Average  salary  grades  established 

by  PHS  Act  of  1955  (42  use  207) $56,237  $57,127  +$890 

Average  salary  of  ungraded  positions $25,668  $26,078  +$410 

Personnel  Compensation: 

Full-time  permanent $31,757,000  $31,616,000  -$141,000 

Other  than  full-time  permanent 2,140,000  2,155,000  +15,000 

Other  personnel  compensation 667,000  687,000  +20,000 

Special  services  payments 526,000 542,000 +16,000 

Total  Personnel  Compensation 35,090,000  35,000,000  -90,000 

Personnel  benefits 6,512,000  6,473,000  -39,000 

Travel  &  transportation  of  persons 1,535,000  1,535,000                    

Transportation  of  things 102,000  102,000                    

Rent,  communications,  and  utilities: 

Rental  payments  to  GSA 3,072,000  3,229,000  +157,000 

Rent  (non-GSA) 174,000  174,000                    

Communications  and  utilities 2,744,000  2,744,000                   
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Substance  Abuse  and  Mental  Health  Services  Administration 
Budget  Authority  by  Object  -  Continued 

1994                    1995               Increase  or 
Appropriation  Estimate Decrease 

Printing  and  Reproduction $2,242,000  $2,242,000                   

Contractual  Services: 

Consurting  senrtces 16.835,000  16,835.000                   

Other  sendees 144,844,000  169.686.000  +$24,842,000 

Supplies  and  materials 328,000  328,000                   

Equipment 887,000  887.000                    

Grants,  subsidies  and  contributions 1,935,813,000  2.194.991.000  +259,178,000 

Total  budget  authority  by 

object ^150.178.000    $2,434,226,000     +$284,048,000 
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SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES  AOVlNISTRATiON 
AdminJstrativ9  Costa 
Budgat  Aathorily 


FY  1994 

Change 

Estimate 

From 

nr-1994 

Comparable 

FY  1995 

FY  1994 

Object  Classification 

Appropriation 

To  FY  1995  1/2/ 

Estimate  2/ 

Comparable 

Personnel  Compensation; 

11.1 

Full-time  pemianent 

31.757.000 

31.757.000 

31.616.000 

(141.000) 

113 

Other  than  tull-tme  permanent 

2.140.000 

2.140.000 

2,155,000 

15,000 

11.5 

Other  personnel  compensation 

1.193,000 

1.193.000 

1,229,000 

36,000 

11.8 

Special  personnel  services  payments 
Subtotal,  personnel  compensation 

0 

0 

0 

0 

11.9 

35,090.000 

35.090,000 

35,000,000 

(90,000) 

12.1 

Civilian  personnel  benefits 

6.512.000 

6,512.000 

6.473.000 

(39,000) 

130 

Benefits  (or  former  personnel 

Subtotal  Pay  Costs 

Travel  and  transportation  of  persons 

0 

0 

0 

0 

41,602.000 

41.602.000 

41.473.000 

(129,000) 

210 

1.535.000 

1.535.000 

1.535.000 

0 

220 

Transportation  of  things 

102,000 

102.000 

102.000 

0 

232 

Rental  payments  to  others 

174,000 

174.000 

174.000 

0 

233 

Communications,  utilities,  and 

miscellaneous  charges 

2,744,000 

2.744.000 

2.744.000 

0 

240 

Printing  and  reproduction 

2,242,000 

2.242,000 

2.242.000 

0 

250 

Other  Senrices 

111.027.000 

105,362,000 

105,591.000 

229,000 

26.0 

Supplies  and  materials 
Subtotal  non-pay  costs 

Total  Administrative  Costs 

328.000 

328  000 

328.000 

0 

118,152,000 

112,487,000 

112,716.000 

229,000 

159.754.000 

154,089,000 

154.189.000 

100,000 

1/  Includes  $9,4  million  lor  grant  awards  (or  PPWI  and  other  programs  which  will  b* 

convened  to  contracts  In  FY  1995, 
2/  One  percent  evaluation  funds  are  not  Included  in  this  estimate. 


NOTE:  FY  1994  does  not  Include  rescission  and  FY  1995  does  not  include  any  amendments. 
ED  C:\QPR0\ADM0BJ2  12-May-94  10:50  AM 
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Substance  Abuse  and  Mental  Health  Services  Administration 

Significant  Items  in  House,  Senate,  and  Conference 
Appropriations  Committee  Reports 


Item 


Action  Taken  or  to  be  Taken 


1994  House  Report 

1.  Substance  Abuse  Coimselors  —  The 

Committee  encourages  the  agency  to  place 
high  priority  on  expanding  the  number  of 
qualified  substance  abuse  counselors. 


The  Center  for  Substance  Abuse  Treatment 
supports  training  programs  for  substance  abuse 
treatment  providers.  For  the  past  three  years, 
the  Center  has  funded  the  Project  for 
Addiction  Counselor  Training  (PACT),  which 
was  designed  to  increase  the  number  of 
counselors  certified  to  practice  within  their 
States.  To  date,  more  than  4,400  individual 
trainees  have  received  classroom  instruction. 
In  addition,  PACT  has  provided  more  than 
300  in-training  opportimities  to  increase  skills 
of  practicing  counselors  not  yet  credentialed. 

The  Addiction  Training  Center  program,  which 
was  funded  in  1993  and  continued  in  1994,  is 
designed  to  produce  more  health  and  allied 
health  care  practitioners  devoted  full-time  to 
the  practice  of  addiction  treatment  and 
recovery  in  publicly-funded  treatment 
programs.  Eleven  centers  will  provide  training 
in  20  States  and  Puerto  Rico.  Each  center  is 
required  to  train  addiction  counselors  and  a 
minimum  of  30  other  health  professionals. 

Of  the  eleven  Addiction  Training  Centers,  at 
least  two  of  them  will  provide  graduate  level 
training  for  rural  and  frontier  States;  e.g.,  the 
University  of  Nevada  at  Reno  has  a  regional 
Addiction  Training  Center  consortium  which 
includes  Montana,  Utah,  and  Alaska,  with  the 
potential  to  also  include  Wyoming. 


1994  Senate  Report 

1.  Training  ~  In  order  to  increase  the 

number  of  substance  abuse  professionals  and 
to  improve  the  ability  of  health  practioners^  to 
meet  the  needs  of  addicts  in  rural  areas,  the 
Committee  directs  SAMHSA  to  provide  funds 
for  a  graduate  level  substance  abuse 
counseling  program. 


See  above  response  to  the  House  Report 
Significant  Item. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Authorizing  Legislation 

1994  1995 

Amount  1994  Amount  1995 

Authorized  AppropriaHon        Authorized Estimate 

1.  Mental  Health  Sendees: 

&  Demonstrations: 

Community  Support  - 

PHSA  Section  520  A  (e) Such  Sum  as  Nee.       $24,402,000  Expired  1/       $24,402,000 

Homeless  Demonstrations  - 

PHSA  Section  520  A  (e) Such  Sum  as  Nee.         21,419,000  Expiredi/         21,419,000 

PHSA  Section  506  (e) Such  Sum  as  Nee.  See  above  Expiredi/  See  above 

Prevention  Demonstrations  - 

PHSA  Section  520  A  (e) Such  Sum  as  Nee.  Expired  

b.  HIV/AIDS  Demonstrations: 

PHSA  Section  520  B  ® Such  Sum  as  Nee.  1,500,000  Expired  1/  1,500,000 

Subtotal,  Demonstrations 47,321,000  47,321,000 

e.  M.H.  Services  for  Children: 

PHSA  Section  565  (f) Such  Sum  as  Nee.         35,000,000  Expired  35,000,000 

d.  Cfinical  Training: 

PHSA  Section  303 Indefinite  2,500,000  Indefinite  2,500,000 

e.  AIDS  training: 

PHSA  Section  303 Indefinite  2,943,000  Indefinite  2,943,000 

f.  Protection  and  Advocacy: 

P.LI  02- 173,  Section  117 Such  Sum  as  Nee.         21,957,000  Indefinite  21,957,000 

g.  PATH  Formula  (Homeless): 

PHSA  Section  535  (a) $75,000,000  29,462,000  Expired  29,462,000 

h.  M.H.  Block  Grant 

PHSA  Section  1920  (a) Such  Sum  as  Nee.       277,919,000  Expired  277,919,000 

1.   M.H.  Info.  ClearingtKXJse: 

PHSA  Section  520 Indefinite  Indefinite  

j.  State/Local  Service 

System  Demonstrations: 

PHSA  Section  303 Indefinite  Indefinite  

2.  Substance  Abuse  Prevention: 

a.  High  Risk  Youth: 

PHSA  Section  51 7(h) Such  Sum  as  Nee.         63.295,000  Expiredi/         73,295,000 

b.  Community  Prevention: 

PHSA  Section  51 6(c) Such  Sum  as  Nee.        114.741,000  Expiredi/       114,741,000 

(Fofteiture  Fund)  (10,000,000)  ( ) 

e.  Pregnant  Women  and  Infants: 

P.L  102-321  Section  108  (b) Indefinite  43,440,000  Indefinite  22,501,000 

d.  Woflcplace  &  Small  Business: 

PHSA  Section  51 8(e) Such  Sum  as  Nee.  Expiredi/  

e.  Ottier  Demonstrations: 

PHSA  Section  515(c) Indefinite  6,643,000  Indefinite  1/         12,582.000 

Subtotal,  Demonstrations 228,119,000  223,119,000 

f.  Put)ic  Education  and  Dissemination 

PHSA  Section  515(c) Indefinite  10,840,000  Indefinite  13,840,000 

g.  Cinical  Training: 

PHSA  Section  515(c) Indefinite  14,512,000  Indefinite  16,512,000 

1/  Raauthorizatlon  proposal  for  FY  1995  to  eon*olidate  all  d«non«tratior>  authoriti**  In  aaeh  Cerrtar  Into  a  singia  demonatralion 
authoflty. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Authorizing  Legislation 


1994 
Amount  1994 

Aulhorized  Appropriation 


3.  Substance  Abuse  Treatment 

a.  Treatment  Programs  for 
Pregnant  and  Postpartum 

Women:  PHSA  Section  508  (r) Such  Sum  as  Nee.       $54^8.000 

(Forfeiture  Fund) (5,000.000) 

b.  Demonstration  Projects  of 
National  Signifcance: 

PHSA  Section  510(e) Such  Sum  as  Nee.       130,041,000 

c.  National  Capitol  Area 
Demonstrations: 

PHSA  Section  571  (h) $10,000,000  3,750,000 

d.  Grants  for  Substance  Abuse 
Treatment  in  State  and  Local 
Criminal  Justice  Systems: 

PHSA  Section  511  (d) Such  Sum  as  Nee.         33,990,000 

Subtotal,  Demonstrations 222,009,000 

e.  Training  in  Provision  of 
Treatment  Services: 

PHSA  512(d) Such  Sum  as  Nee.  8,241,000 

f.  Expansion  of  Capacity  for 
Providing  Treatment 

PHSA  Section  1 971  (j) Such  Sum  as  l^ec.         1 0,000.000 

g.  Blocl<  Grants  for  Prevention  and 
Treatment  of  Substance  Abuse: 

PHSA  Section  1 935  (a^ Such  Sum  as  Nee.     1,177,107.000 

(Forteiture  Fund) (10,000,000) 

h.  Outpatient  Treatment  Programs  for 
Pregnant  and  Postpartum  Women 
PHSA  Section  509  (tO IndefinHe  

4.  BuildinQS  and  Fadities: 

PHSA  Section  301 Indefinite  952.000 

5.  Program  Management 

a.  Program  Management  - 

PHSA  Section  301 Indefinite  59,322,000 

b.  SEH  Wortters'  Comp.  Fund  - 

P.L  98-621 IndefinHe  1,974,000 

Total  Appropriations $2,150,178,000 

Total  Appropriations  Against 
definite  authorizations $33,212,000 


1995 

Amount 

1995 

Authorized 

Estimate 

Expired  1/ 

$54,228,000 
( ) 

Expired  1/ 

118,715.000 

$5,000.000 1/ 

3,750.000 

Expired  1/ 

23,530,000 

200,223,000 

Fxpired 

8,241,000 

Expired 

6,786,000 

Expired 

1.487,107,000 
(45,000,000) 

Indefinite 



Indefinite 


Indefinite 

59,322,000 

Indefinite 

1,974.000 

$2,434,226,000 

$3,750,000 
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Substance  Abuse  and  Mental  Health  Sen/ices  Administration 
Appropriations  IHistory 


Budget  Estimate  IHouse  Senate 

to  Congress              Allowance                Allowance  Appropriation 

Alcohol.  Drug  Abuse,  and  Mental  Health  Administration 

1986                      $886,194,000             $903,637,000             $995,539,000  $968,860,000 

1 986  Sequester                     —                             —                             —  -41 ,661 ,000 

1987  892.240,000               893,434,000  1/      1,099,113.000  1,062,365,000 
1987Supplmntl      231.000,000               331,700,000  £/         319.700,000  2/         312,700,000  £/ 

1 987  Reappropr      (5,000,000)                             _                             _  „ 

1988  1,042,873.000               503.034.000   1/      1.469.313.000  1.373.727.000 

1989  1,504,413,000               507.594,000  3/      1,583,191.000  1.562.712,000 

1 989  SupplmntI                      _                               _                               _  283,000.000 

1990  1,738,716.000            1,917.162.000            2,005,448,000  1,926.818.000  4/ 
1 990  Sec  51 8  Red.                _                               _                              _  -1.135.000 
1990  (DOT  Appr)   300.000.000                                —                                —  727,000,000 

1 990  Sequester                    _                            _                            _  -26,745,000 

1991  2,831.511.000  5/      2,825.891,000  4/6/3,000.283,000  4/      2,966,898,000  4/ 
1991  Sec  514  Red.                _                               _                              _  -77,039.000 

1991  Sequester                     _                             _                             _  -38,000 

1992  3.048,328,000  7/      2,917.742.000  7/      3,175.832.000  3,081.119,000  8/ 

1 992  Sec  51 3,  Sec  21 4  Red.—                            —                            —  -8,389,000 

1993  3.241.159.000    £/     3.099.902.000    §/                     n.a.  n.a. 
Substance  Abuse  and  Mental  Health  Services  Administration 

1993  15/              2,037,928,000    9/     1,942.417,000    9/    2.049.609,000  9/     2.023,524.00015/ 

1 993  Sec  21 6.  51 1 ,  51 3  Red.—                            —                            —  .■\  3,721 ,000 

1994  2.153.480,000   ^2/    2.057.167,000            2,119.205.000  13/     2,125,178.00014/ 

1995  2,389.226,000   15/ 

1/    House  did  not  consider  the  NIDA  and  NIAAA  research  programs,  as  they  lacked  authorizing 

legislation. 
2/    Includes  $50,700,000  for  the  Homeless  Act. 
3/    House  did  not  consider  the  NIDA  and  NIAAA  research,  research  training,  and  direct 

operation,  demonstration  programs,  Protection  and  Advocacy,  and  Grants  to  States,  as  they 

lacked  authorizing  legislation. 
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4/    Excludes  advance  funding  for  Homeless. 

5/    Includes  $7,359,000  in  1991  Advance  Funding  for  Homeless. 

§/    House  did  not  consider  research  training  Community  Support  program;  and  mental 

health  prevention  demonstrations  program  as  it  lacked  authorizing  legislation. 
7/    Excludes  $31 ,000,000  proposed  to  be  transferred  from  the  Office  of  National  Drug  Control 

Policy  (ONDCP)  Special  Forfeiture  Fund. 
8/    Excludes  $1 9,000,000  transferred  from  the  Special  Forfeiture  Fund. 
9/    Excludes  $34,701 ,000  proposed  to  be  transferred  from  the  ONDCP  Special  Forfeiture  Fund. 
10/  FY  1 993  Budget  Estimate  to  Congress  and  House  Allowance  represent  comparable  funding 

levels  based  on  the  1992  ADAMHA  Reorganization  Act  as  identified  in  Conference  Report. 
U/  Excludes  $33,701 ,000  transferred  from  the  ONDCP  Special  Forfeiture  Fund. 
12/  Includes  $1 1 5,000,000  Presidential  Investment. 
13/  Excludes  $35,000,000  proposed  to  be  transferred  from  the  Office  of  National  Drug  Control 

Policy  (ONDCP)  Special  Forfeiture  Fund. 
14/  Excludes  $25,000,000  to  be  transferred  from  the  Office  of  National  Drug  Control  Policy 

(ONDCP)  Special  Forfeiture  Fund. 
15/  Excludes  $45,000,000  proposed  to  be  transferred  from  the  Office  of  National  Drug  Control 

Policy  (ONDCP)  Special  Forfeiture  Fund. 
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1993 
Actual 

CMHS $384,880,000 

CSAP    244,243,000 

CSAT 1,350,609,000 

Prog.  Mgmt 57,820,000 

B&F  952.000 

Total $2,038,504,000 

FTE    762 


General  Statement 

1994 

Appropriation 

$417,102,000 

253,471,000 

1,417,357,000 

61,296,000 

952.000 

$2,150,178,000 

748 


1995 
Estimate 

$417,102,000 

253,471,000 

1,702,357,000 

61,296,000 

$2,434,226,000 

703 


Increase  or 
Decrease 


+$285,000,000 

-952.000 
+$284,048,000 

-45 


The  Substance  Abuse  and  Mental  Health  Services  Administration  (SAMHSA)  was  established  on 
October  1,  1992  pursuant  to  the  ADAMHA  Reorganization  Act  The  agency  is  responsible  for 
fostering  improvements  in  mental  health,  alcoholism,  and  other  drug  abuse  prevention  and  treatment 
services  throughout  the  country,  primarily  through  categorical  grants  and  block  grants  to  States.  The 
1995  budget  request  includes  a  total  of  $2,434,226,000  and  703  FTEs,  reflecting  an  increase  of 
$284,048,000  and  a  reduction  of  45  FTEs  from  the  1994  appropriation.  This  amount,  which  includes 
$45,000,000  proposed  for  transfer  from  the  ONDCP  Drug  Forfeiture  Fund,  represents  a  net  increase 
of  13.2%. 

SAMHSA's  mission  is  to  provide  national  leadership  in  policy,  services,  and  knowledge  transfer  for 
mental  health,  alcohol,  and  other  drug  abuse  prevention  and  treatment  throughout  the  country.  In 
order  to  achieve  this,  SAMHSA  conducts  programs  to:  1)  reduce  the  incidence  and  prevalence  of 
addictive  and  mental  disorders  and  improve  treatment  outcomes  for  persons  suffering  from  these 
disorders;  2)  improve  access  to  high  quality  and  effective  services;  and  3)  provide  national  leadership 
to  ensure  the  most  efGcacious  use  of  knowledge,  based  on  science  and  service  program  evaluations, 
in  preventing  and  treating  addictive  and  mental  disorders. 

The  1995  President's  Budget  request  proposes  straightlined  funding  for  most  SAMHSA  programs  at 
the  1994  level  of  operations.  The  1995  budgets  for  three  major  components,  the  Center  for  Mental 
Health  Services,  the  Center  for  Substance  Abuse  Prevention,  and  Program  Management  are  identical 
to  the  amoimts  appropriated  by  Congress  for  fiscal  year  1994.  Several  new  efforts  to  be  undertaken 
within  last  year's  funding  levels  are  described  in  the  Center  narratives  which  follow. 

The  1995  budget  proposes  one  increase,  $310,000,000  to  fund  a  Hard  Core  Treatment  Initiative, 
offset  by  a  reduction  of  $25,000,000  in  ongoing  treatment  demonstration  activities.  Of  this  amount, 
$45,000,000  is  proposed  to  be  transferred  to  SAMHSA  from  the  ONDCP  special  forfeiture  fund. 
Approximately  $35,000,000  in  substance  abuse  treatment  demonstration  funds  will  also  be  directed 
to  demonstrations  that  focus  on  hard  core  users,  for  a  total  Initiative  of  $345,000,000.  An  additional 
$952,000  cut  in  building  maintenance  support  reflects  the  proposed  transfer  to  the  District  of 
Columbia  of  all  buildings  on  the  Saint  Elizabeths  campus  other  than  those  which  continue  to  be 
required  by  the  Federal  government.  The  FTE  reduction  reflects  a  cut  of  20  reimbursable  FTEs  from 
Saint  Elizabeths  Hospital  and  25  FTEs  from  headquarters  components  to  help  meet  the  President's 
goal  of  reducing  Federal  employment 
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Hard  Con  Treatment  Initiative 


A  total  of  $345,000,000  is  requested  for  a  major  program  expansion  to  focus  on  treatment  for  hard 
core  populations.  Of  this  amount,  $310,000,000  will  be  awarded  to  the  States  through  the  substance 
abuse  block  grant  mechanism  for  treatment  services  and  $35,000,000  will  be  awarded  on  a  competitive 
basis  for  demonstrations  addressing  hard  core  treatment,  and  issues  related  to  Health  Care  Reform. 

The  Hard  Core  Treatment  Initiative  is  expected  to  have  a  major  impact  on  reducing  substance  abuse 
throughout  the  country,  and  particularly  in  areas  such  as  inner  cities  with  an  especially  difficult  drug 
problem.  Secondary  impacts  of  the  program  are  anticipated  reductions  in  violent  crime,  tuberculosis, 
and  HIV/AIDS.  Taken  as  a  whole,  the  1995  SAMHSA  budget  could  support  as  many  as  118,698 
treatment  slots,  an  increase  of  30,884  (35%)  over  the  1994  budget  due  to  this  initiative.  An  estimated 
60,092  additional  individuals  will  receive  treatment  services  through  SAMHSA-funded  programs. 
These  estimates  assume  a  minimum  annual  treatment  cost  of  $4,289  per  hard  core  user',  a  figure 
considerably  higher  than  that  of  a  typical  drug  user,  $2,300^.  The  higher  cost  represents  the  longer 
and  more  intensive  cost  of  treating  these  individuals. 

The  $310,000,000  will  be  awarded  in  the  same  proportion  that  States  (including  the  District  of 
Columbia  and  the  Territories)  receive  the  base  Substance  Abuse  Block  Grant  funds,  but  with  an 
exclusive  focus  on  the  treatment  for  hard  core  populations.  States  will  have  considerable  latitude  to 
use  these  new  resources  to  meet  local  priorities  for  hard  core  drug  users.  States  will  be  required  to 
provide  a  needs  assessment  based  on  hard  core  indicators  in  their  apphcations  and  plans,  and  to 
adhere  to  current  provisions  governing  access  and  quality  of  care  on  the  public  health  model. 
Monitoring,  oversight,  and  reporting  requirements  will  help  guarantee  that  these  funds  are  targeted 
on  the  hard  core  population.  A  legislative  proposal  will  be  submitted  to  Congress  authorizing  this 
targeted  program.  The  budget  request  also  proposes  that  $82,200,000  not  be  obligated  until 
September  19,  1995,  in  order  to  prevent  excessive  outlays  during  the  fiscal  year. 

Up  to  two  percent  of  the  States'  allocation  could  be  used  to  strengthen  and  extend  State  and  local 
data  collections  systems  to  build  their  capabilities  to  determine  need,  track  trends  in  prevalence,  and 
monitor  service  capacity,  utilization,  and  outcomes  for  hard  core  addicts.  The  Hard  Core  Treatment 
Initiative  also  includes  a  3  percent  set-aside  to  provide  technical  assistance  to  States  and  local  service 
providers,  and  to  develop  flexible,  low  cost,  high  utility  data  systems  for  tracking  hard  core  addicts 
that  also  meet  State  and  Federal  needs  for  comparability  across  regions  and  between  States. 

A  total  of  $35,000,000  will  be  redirected  from  existing  CSAT  demonstration  programs  and  focused 
on  projects  to  develop  and  test  modeb  for  integrating  service  systems  for  persons  with  severe 
addictions  into  primary  health  and  specialty  substance  abuse  treatment  systems.  Health  care  reform 
will  facilitate  the  rapid  development  of  primary  health  care  systems.  Managed  care  systems  have 
either  avoided  or  excluded  persons  with  severe  addictive  disorders,  or  have  had  little  treatment 
success.  Demonstrations  are  needed  of  different  models  of  integrating  substance  abuse 
services  into  managed  care  systems,  and  the  impact  of  different  linkage  systems  on  treatment 
outcomes. 


'     Slot  cost  of  $8,729  divided  by  throughput  of  2.035 
'     Slot  cost  of  $5,819  divided  by  throughput  of  2.53 


79-879  0-94-21 
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In  addition,  while  treatment  is  clearly  needed  if  we  seek  to  decrease  substance  abuse  among  addicts, 
it  is  also  equally  imperative  to  support  broad  based  prevention  programs  to  keep  individuals  at  risk 
£rom  abusing  substances  and  adding  to  the  pool  of  addicts.  Current  prevention  efforts  support  over 
240  community  partnerships  that  foster  systemic,  community-wide  approaches  to  prevention 
programming.  Because  many  of  the  existing  partnerships  as  well  as  new  partnerships  to  be  awarded 
in  1995  are  or  will  be  in  areas  that  are  impacted  by  Uie  Hard  Core  Treatment  Initiative,  we  will 
require  all  such  partnerships  to  make  linkages  to  treatment  programs  supported  under  the  Hard  Core 
Treatment  Initiative.  These  partnership  programs  will  also  play  a  role  in  the  future  by  identifying 
prevention  services  for  those  individuals  coming  out  of  treatment  programs  and  to  assist  in  facilitating 
their  successful  integration  into  the  community  and  to  help  prevent  relapse. 


.  SAMHSA  Improvement  Initiatives . 


SAMHSA  has  embarked  on  several  other  new  initiatives  which,  taken  together,  represent  a  new 
approach  toward  improving  SAMHSA's  programs  and  service  to  its  customers.  These  initiatives 
reflect  the  goals  of  the  Vice  President's  National  Performance  Review  and  other  Department 
improvement  programs.  Several  Agency  Workgroups  are  currently  developing  implementation  plans 
with  regard  to  improved  efGciency  in  preparation  for  the  implementation  of  Health  Care  Reform, 
including:  consolidation  of  demonstration  authorities  (described  below);  data  collection  and  analysis; 
SAMHSA  training  programs;  grant  and  contract  review;  and,  contracts  management 

Taken  as  a  whole,  the  SAMHSA  Improvement  Program  will  result  in  both  improved  internal 
operations  and  services  for  our  clients.  A  separate  initiative  will  be  undertaken  to  focus  directly  on 
grantees'  needs  and  how  best  the  Agency  can  meet  them.  Greater  internal  collaboration  in 
implementing  programs  will  be  stressed  and  SAMHSA  will  increase  efforts  to  cooperation  with  other 
agencies  in  developing  and  co-funding  programs  designed  to  achieve  their  multiple  goals  for  the  same 
target  populations. 

Consolidation  of  Demonstration  Authorities 


The  1995  request  reflects  one  aspect  of  the  Improvement  Program,  consolidation  of  the  multiple 
Center  demonstration  authorities  into  a  single  one  for  each  Center.  This  will  reduce  the  number  of 
discrete  grant  announcements  for  demonstration  programs  issued  by  SAMHSA  simplify  application 
procedures  for  prospective  grantees,  and  improve  the  efficiency  of  the  grant  review  process.  Priority 
populations  and  issue  areas,  such  as  individuals  in  the  criminal  justice  system  and  the  provision  of 
services  under  Health  Care  Reform,  will  be  identified  and  supported  within  the  consolidated 
demonstration  programs  of  the  three  Centers.  Tables  are  included  in  this  budget  which  project  the 
distribution  of  funding  among  priority  areas  within  the  demonstration  programs.  A  legislative 
proposal  will  be  submitted  to  Congress  to  establish  a  single  demonstration  authority  for  each  Center. 


Women's  Activities 


A  total  of  $20,939,000  is  used  to  fund  other  initiatives  which  focus  on  women,  including:  $10,000,000 
to  continue  and  expand  prevention  activities  which  focus  on  adolescent  women;  $4,000,000  for 
intervention  strategies  specifically  targeted  on  women  in  life  transitions;  $1,939,000  to  redesign  the 
CSAP  National  Resource  Center  to  become  the  National  Women's  Resource  Center  and  expand  its 
perspective  to  include  women  of  all  agQs  and  conditions;   $3,000,000  to  develop  and  implement  a 
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women's  education  campaign  to  prevent  alcohol  and  other  drug  use  during  pregnancy;  and, 
$2,000,000  to  train  health  providers  to  instruct  female  patients  on  the  risks  of  combining  alcohol  and 
other  drugs  and  prescription  drugs. 


.  Buildings  and  Facilities . 


A  reduction  of  $952,000  for  buildings  and  facilities  is  consistent  with  a  legislative  proposal  to  be 
submitted  to  transfer  to  the  District  of  Columbia  all  buildings  on  the  Saint  Elizabeths  campus  other 
than  those  required  by  the  Federal  government  for  maintaining  current  mental  health  research  and 
providing  mental  health  care  to  refugees  detained  by  INS.  No  continuing  Federal  support  would  be 
necessary  for  facilities  maintenance  and  repair. 


Community  Empowennent  Initiative . 


Special  consideration  in  the  awarding  of  new  and  competing  grants  in  fiscal  year  1995  will  be  given 
to  applicants  that  meet  all  program  criteria  and  priorities,  serve  communities  characterized  by  high 
levels  of  poverty  and  other  forms  of  socio-economic  distress,  and  are  engaged  in  a  comprehensive 
community  strategic  planning  process.  Further  special  consideration  will  be  given  to  those  formally 
designated  as  Empowerment  Zones  and  Enterprise  Communities  under  OBRA  1993,  Title  Xm, 
Subchapter  C,  Part  I. 
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Mental  Health 

Demonstrations  . . . . 
Children's  Mental 

Health 

Protection  and 

Advocacy 

PATH  Formula  Grants 
Clinical  Training  and 

ADDS  Training 

Mental  Health 

Block  Grant    

Total 


Mental  Health  Services 

Overview 

1993 
Actual 

1994 
Appropriation 

$47,321,000 

1995 
Estimate 

Increase  or 
Decrease 

$45,821,000 

$47,321,000 

___ 

4,903,000 

35,000,000 

35,000,000 

— 

20,832,000 
29,462,000 

21,957,000 
29,462,000 

21,957,000 
29,462,000 

— 

5,943,000 

5,443,000 

5,443,000 

_ 

277.919.000 
;384,880,000 

277.919.000 
$417,102,000 

277.919.000 
$417,102,000 

=■ 

Note:  FY  1993  actual  for  Mental  Health  Block  Grant  excludes  transfers  by  the  States  from  the 
Substance  Abuse  Block  Grant  in  the  net  amount  of  $22,210,783,  as  allowed  by  Section  205  (b)  of  P.L. 
102-321. 


Each  year,  more  than  40  million  adult  Americans  experience  one  or  more  mental  disorders:  5.5 
million  Americans  experience  severe  mental  illnesses  such  as  schizophrenia,  bipolar  disorder,  multiple 
personality  disorder,  and  depression.  According  to  recent  studies,  about  22  percent  of  the  population 
will  experience  a  mental  disorder  sometime  during  their  lives.  The  direct  and  indirect  costs  of  mental 
illness  has  been  estimated  at  $148  billion  a  year  (1993). 

Congress  authorized  the  creation  of  the  Center  for  Mental  Health  Services  in  October  1992  to 
provide  vigorous  Federal  leadership  in  efforts  to  prevent  and  treat  mental  illness,  to  minimize  the 
occurrence  of  disabilities  associated  with  these  illnesses,  and  to  promote  mental  health.  The  Center 
pursues  its  mission  by  helping  States  and  communities  improve  and  increase  the  quality  and  range  of 
treatment  and  support  services  for  people  with  mental  illnesses,  their  families,  and  their  communities. 

To  do  this  best,  the  Center  identifies  gaps  in  services  and  designs  programs  to  improve  access, 
availability,  and  appropriateness  of  services  for  underserved  and  at-risk  populations,  including  women, 
minorities,  people  in  the  criminal  justice  system,  rural  Americans,  older  people,  and  others  with 
special  needs.  The  Center  also  supports  training  activities  which  include  institutional  training,  State 
Human  Resources  Development  (SHRD)  program,  and  HIV/AIDS  professional  medical  training. 

The  Center  also  plans,  implements,  and  evaluates  demonstration  programs  to  develop  models  of 
innovative  care  and  service  delivery.  These  programs  help  planners  and  policy  makers  figure  out  what 
works,  with  whom,  and  at  what  cost,  as  well  as  what  does  not  work  and  why.  The  Center's 
demonstration  programs  are  directed  at  adults  with  severe  mental  illnesses,  children  and  adolescents 
with  serious  emotional  disturbances  and  their  families,  homeless  people  who  are  mentally  ill,  and 
people  with  HIV/AIDS. 
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The  increasing  number  of  mental,  emotional,  and  behavioral  problems  among  the  Nation's  youth  is 
a  special  focus  of  the  Center.  Mental  illnesses  affect  an  estimated  12  percent  of  children  and 
adolescents,  impairing  functioning  in  more  than  8  million  youngsters.  Yet,  an  estimated  four-fifths 
of  children  with  mental  and  emotional  disorders  are  inappropriately  served  or  unserved  by  a  mental 
health  service  system.  Studies  show  that  left  untreated,  youngsters  with  emotional  disturbances  often 
turn  to  drug  and  alcohol  abuse,  violence,  and  crime:  a  no-win  situation  for  them,  their  families,  and 
our  communities. 

The  Center  also  supports  programs  of  outreach  and  case  management  for  the  hundreds  of  thousands 
of  Americans  who  are  homeless  and  severely  mentally  ill  as  well  as  efforts  to  help  States  and 
communities  expand  their  mental  health  rehabilitative  services.  It  also  encourages  the  development 
and  tests  the  effectiveness  of  consumer-run  and  self-help  alternatives. 

The  lessons  learned  through  the  Center's  demonstration  programs  are  applied  in  States  through  the 
CMHS  community  mental  health  services  block  grant  program.  The  Center  also  provides  technical 
assistance  to  State  mental  health  authorities  and  monitors  State  implementation  of  planning 
requirements.  In  addition,  and  of  particular  importance  in  a  climate  of  health  care  reform,  the 
Center  supports  a  sophisticated  data  collection  effort  and  maintains  a  rigorous  evaluation  program 
to  ensure  accountability  to  the  Congress  and  the  public. 

In  its  efforts  to  help  translate  research  into  practice,  the  Center  also  conducts  a  knowledge  exchange 
program,  including  an  education  program  for  the  general  public;  people  with  mental  illnesses  and 
their  families;  mental  health  services  providers  and  other  health  care  workers;  other  local,  State  and 
Federal  government  agencies;  service  and  advocacy  organizations;  and  the  business  community.  Its 
Information  Clearinghouse  will  serve  as  a  national  center  for  knowledge  exchange  and  information 
dissemination. 

The  Center  collaborates  with  other  Federal  departments  and  agencies,  including  the  Departments  of 
Education,  Housing  and  Urban  Development,  Justice,  and  Labor  and  the  Federal  Emergency 
Management  Agency  (FEMA),  whose  programs  and  policies  effect  the  lives  of  people  with  mental 
illnesses  to  enhance  mental  health  services  delivery  and  advance  policy  development  For  example, 
CMHS  administered  nearly  $35  million  FEMA  funded  emergency  crisis  counseling  awards  during  FY 
1993  to  serve  individuals  in  disaster  areas;  and  CMHS  provided  mental  health  services  to  detainees 
of  the  Immigration  and  Naturalization  Service  through  contracts  and  grants  for  inpatient  psychiatric 
services  (110  beds),  halfway  house  programs  (122  beds),  and  out-patient  mental  health  evaluation 
services  (approximately  800  clients)  in  FY  1993. 

Through  the  Center,  the  Congress  encourages  a  wide  range  of  programs  to  bring  new  hope  to  those 
who  experience  serious  mental  or  emotional  disorders.  The  Center's  efforts  are  guided  by  a  12 
member  National  (Mental  Health)  Advisory  Council  which  advises,  consults,  and  recommends  policy 
and  program  directions  to  the  Secretary  of  Health  and  Human  Services,  the  Administrator  of  the 
Substance  Abuse  and  Mental  Health  Services  Administration  and  the  Center  Director. 

The  1995  budget  request  proposes  to  maintain  all  CMHS  programs  at  the  1994  appropriation  level 
within  the  same  total  and  to  consolidate  all  the  demonstrations  authorities  into  one  single  authority. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Center  for  Mental  Health  Services 

(dollars  in  thousands) 


1993 
Actual 

1994 
Appropriation 

1995 
Estimate 

Consolidated 

Mental  Health  Demonstrations: 


N 


Grants: 

Continuations 55 

New/Competing 56 

Supplements (23) 


11.629 
9,432 
(852)1 


91 
10 


18,635 
2,413 


65 
36 


12,082 
8,966 


Subtotal,  Grants.. 
Cooperative  Agreements: 

Continuations 

New/Competing 

Supplements.. 


Ill 


25 


21,913 
18,394 


101 

9 
18 


21,048 

16,750 
2,880 


101 
27 


21,048 
19,630 


Subtotal,  Cooperative  Agreements 25         18,394 

Contracts 15 5.514 


27 
16 


19,630 
6,643 


27 
16 


19,630 
6,643 


Total,  Merrtal  Health  Demonstrations., 

Children's  Mental  Health  Services: 
Grants: 

Continuations 

New/Competing 

Supplements.. 


151 


45.821 


4,355 


144 


47,321 


Subtotal,  Grants.. 
Contracts 


4 
3 


4,355 
548 


4  8,873 

17  21,093 


21 

7 


29,966 
5,034 


144 


21 


21 

7 


47,321 


29,966 


29,966 
5,034 


Total,  Children's  Mental  Health  Services.. 

Protection  &  Advocacy 

PATH  Formula  Grant 


7  4,903       28 

56  20,832 1     56 

56  29,462 1     56 


35,000       28  35,000 

21.9571     56  21.957 

29.462 1     56  29.462 


Clinical  Training  and  AIDS  Training: 
Grants: 


Continuations 

New/Competing 

Supplements 

63 
2 

4,790 
353 

41 
3 

3,343 
666 

11 
9 

1.648 
1,870 

Subtotal.  Grants 

Contracts 

...        65 
7 

5,143 
800 

44 

7 

4,009 
1,434 

20 
8 

3,518 
1,925 

Total,  Clin.  Tming  and  AIDS  Tming 

72 

5,943 

51 

5.443 

28 

5,443 

Mental  Health  Block  Grant  ^'.. 
Sti-Astde(Non-Add). 


59 


277,919 
(13,896) 


59 


277,919 
(13,896) 


59 


277,919 
(13,896) 


CMHS,  Total.. 


401      $384,880 1  394     $417,102 1  371      $417.102 1 

^  Excludes  net  transfers  by  the  States  of  $22,210,783  from  the  Substance  Atxjse  Block  Grant  to  the  Mental 
Health  Block  Grant  in  FY  1993  as  allowed  by  Section  205  (b)  of  P.L  102-321. 
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A.  Mental  Health  Demonstrations 

Authorizing  Legislation  -  Sections  506,  520  A  and  520  B  of  the  Public  Health  Service  Act 


1993 
Actual 

1994 
Appropriation 
Fit                  BA 

1995 

Estimate 

Increase  or 
Decrease 

FTE                   BA 

FIE                   BA 

Flh                   BA 

Mental  Health 
Demonstrations-      $45,821,000 

-      $47,321,000 

-      $47,321,000 

„. 

1995  Authorization: 

CSP/CASSP  (Homeless)  -  PHSA  Section  520  A  (e)    Expired 

Homeless  -  PHSA  Section  520  A  (e) Expired 

Homeless  -  PHSA  Section  506  (e) Expired 

Prevention  -  PHSA  Section  520  A  (e) Expired 

HIV/AIDS  -  PHSA  Section  520  B  (j)   Expired 


Purpose  and  Method  of  Operation . 


Mental  Health  demonstration  grants,  contracts,  and  cooperative  agreements  are  necessary  to  identify 
viable,  cost  effective  models  of  care  and  to  promote  new  methods  to  organize,  structure,  and  finance 
State  and  community  service  systems.  At  the  same  time,  these  programs  also  support  vital  services 
to  populations  in  need,  such  as  seriously  mentally  ill  individuals,  homeless  individuals  and  families, 
and  children  and  adolescents  with  serious  emotional  disturbances. 

Because  of  the  unprecedented  changes  that  will  occur  under  health  care  reform  and  managed  care 
systems,  continuing  budget  constraints  facing  States,  and  the  large  number  of  unserved  mentally  ill 
individuals  in  communities,  there  is  a  need  to  continue  generating  and  disseminating  knowledge  on 
cost  effective  approaches  that  help  individuals  live  successfully  in  the  community  and  recover  from 
their  disabUities.  It  is  also  important  to  enhance  the  involvement  of  consumers  and  their  families  in 
health  care  reform  and  system  planning  activities  through  pants  and  technical  assistance  efforts  to 
ensure  that  services  are  responsive  to  their  needs  and  concerns. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Funding  Flti 

1990*    $50,719,000  ~ 

1991  *    52,060,000  ~ 

1992  •    52,179,000 

1993     45,821,000 

1994     47,321,000  - 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 

Community  Support  Program  fCSP^:  The  Community  Support  Program  is  comprised  of  two 
programs:  Community  Support  Program  for  adults  (CSP),  a  national  effort  to  improve  mental  health 
and  supportive  services  for  adults  with  severe  and  persistent  mental  disorders,  and  the  Child  and 
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Adolescent  Service  System  Program  (CASSP),  an  innovative  and  comprehensive  mental  health 
services  program  designed  to  help  States  and  local  jurisdictions  develop  and  improve  their  systems 
of  community-based  care  for  children  and  youth  who  have  mental  disorders  and  for  their  families. 

♦  rnmmiinitv  Support  for  Adults:  CSP  funds  development  of  treatment,  rehabilitation,  and 
supportive  services  needed  by  adults  who  experience  severe  mental  illness,  a  population 
estimated  at  2.8  million  individuals.  Most  experience  disabling  conditions  that  severely  impair 
their  ability  to  carry  out  daily  living  activities.  Research  and  program  experience  have 
demonstrated  that  these  individuals  can  live  in  community  settings  and  avoid  unnecessary 
hospitalization  if  they  have  access  to  effective  treatment,  rehabilitation,  and  supportive 
services.  However,  these  services  have  not  been  available  in  most  places  because  of 
inadequate  resources,  tmcoordinated  funding  mechanisms,  fragmentation  of  programs, 
inadequate  staff  training,  insufficient  affordable  housing,  outmoded  service  approaches,  and 
stigmatizing  attitudes. 

CSP  provides  grants  and  technical  assistance  to  States  and  communities  to  stimulate  the 
development  of  coordinated,  comprehensive,  community-based  ser«ice  systems  of  care  for  the 
population.  This  activity  promotes  the  invohrement  of  consumers  and  their  families  in 
planning,  providing,  and  evaluating  services.  Demonstration  grant  projects  evaluate  various 
modeb  of  organizing  and  providing  services.  Conununity  support  programs  address  the  urgent 
need  for  knowledge  about  interventions  that  enable  adults  with  severe  mental  illnesses  to  find 
and  keep  competitive  employment  In  addition,  four  national  centers,  two  for  consumer  self- 
help,  and  two  for  rehabilitation  research  training  (co-funded  with  the  Department  of 
Education)  provide  technical  assistance  and  disseminate  information  on  services  for  the 
population. 

•  CASSP:  The  Child  and  Adolescent  Service  System  Program  (CASSP)  demonstrates  improved 
State  and  local  systems  of  care  for  children  and  adolescents  with  or  at  risk  of  developing 
severe  mental,  behavioral,  or  emotional  disorders  and  for  their  families.  The  primary  goals 
of  CASSP  are  to:  (1)  improve  access  to  and  availability  of  a  continuum  of  care  for  children 
and  adolescents  with  serious  emotional  disturbances;  (2)  develop  leadership  capacity  and 
increase  priority  in  resource  allocation  for  child  and  adolescent  mental  health  services;  (3) 
improve  coordination  and  collaboration  among  the  child-serving  agencies  including  mental 
health,  education,  child  welfare,  health,  substance  abuse  and  juvenile  justice;  (4)  increase 
family  participation  in  all  aspects  of  the  plaiming  and  delivery  of  services;  (S)  ensure  that  all 
systems  are  able  to  respond  competently  to  cultural  and  ethnic  differences;  and,  (6)  evaluate 
the  progress  of  States  and  communities  in  improving  systems  of  care.  CASSP  also  supports 
demonstrations  to  evaluate  the  effectiveness  of  innovative  models  of  organizing,  delivering, 
and  financing  mental  health  services  for  children  and  their  families. 

In  FY  1993,  CASSP  grants  included  28  for  family  networks,  8  for  demonstration  projects  and 
31  for  infrastructure  development.  Family  networks  develop  and/or  expand  statewide,  family 
controlled  networks  to  provide  support  and  information  to  families  of  children  and 
adolescents  with  serious  emotional,  behavioral,  and  mental  disorders  including  homeless 
children  and  youth.  CASSP  demonstration  projects  support  studies  on  the  effectiveness  of 
innovative  approaches  to  organizing,  delivering,  and  financing  systems  of  care  for  children  and 
adolescents  with  or  at  risk  of  developing  serious  emotional  disturbance  and  their  families. 
Infrastructure  development  grants  demonstrate  different  approaches  to  organizing  and 
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financing  the  infrastructure  necessary  to  prepare  for  community-based  service  development 
and  delivery. 

Systems  of  care  developed  under  CASSP  have  demonstrated  reduced  use  of  inpatient  services, 
reduced  placement  in  out-of-State  facilities,  improved  functioning,  improved  school 
attendance,  reduced  violations  of  the  law,  and  increased  parent  satisfaction  with  services.  In 
addition,  technical  assistance  and  research  and  training  centers  are  funded  collaboratively  with 
the  Health  Resources  and  Services  Administration  and  the  Department  of  Education's 
National  Institute  on  Disability  and  Rehabilitation  Research. 

Demonstrations  of  Mental  Health  Services  for  Homeless  Individuals  with  Severe  Mental  Illness: 
Within  the  Department  of  Health  and  Human  Services,  CMHS  is  the  lead  organization  for 
administering  programs  and  interdepartmental  initiatives  that  meet  the  housing,  treatment,  and 
support  services  needs  of  individuals  v«th  mental  illness  who  are  homeless.  On  any  given  night,  up 
to  600,000  Americans  are  homeless.  Approximately  one-third  of  the  single  adults  in  this  population 
live  with  the  added  burden  of  severe  mental  iUness.  These  individuals  constitute  one  of  the  most 
vulnerable  and  under-served  groups  in  our  Nation  and  are  the  most  visible  component  of  the  Center's 
priority  population.  The  co-existing  problems  of  substance  abuse,  physical  illness  (such  as  tuberculosis 
and  mV/AIDS),  family  disruptions,  and  extreme  poverty  require  innovative  and  coordinated  public 
policy  and  services.  CMHS  is  leading  collaborative  efforts  with  other  agencies  within  the  Department 
of  Health  and  Human  Services  and  with  the  Departments  of  Housing  and  Urban  Development, 
Labor,  Education,  Veterans  Affairs,  and  Agriculture  to  develop  and  evaluate  integrated  systems  of 
care  combining  access  to  essential  services  and  affordable  and  safe  housing. 

A  new  demonstration  program  was  initiated  in  FY  1993,  "Access  to  Community  Care  and  Effective 
Services  and  Supports"  (ACCESS).  CMHS  awarded  ACCESS  cooperative  agreements  to  nine  States 
to  test  the  effectiveness  of  integrating  housing,  treatment  and  support  services  for  homeless  persons 
with  mental  illness  in  two  matched  communities  within  each  awardee  State. 

CMHS  also  supports  a  collaborative  effort  with  SAMHSA's  Center  for  Substance  Abuse  Treatment 
which  is  designed  to  demonstrate  effective  assessment  and  treatment  interventions  for  local  programs 
that  serve  homeless  individuals  including  youth  who  have  dual-diagnoses  of  mental  and  substance  use 
disorders.  Cooperative  agreements  were  awarded  to  16  organizations  in  FY  1993  for  Phase  I  of  this 
program.  During  Phase  I,  organizations  develop  products  which  describe  the  intervention,  document 
its  potential  effectiveness,  describe  the  planned  implementation,  and  develop  an  evaluation  plan. 
Phase  n  awardees  conduct  pre-test/post-test  evaluation  of  the  interventions  and  develop  a  report 
summarizing  their  findings  and  recommending  ways  to  improve  the  intervention. 

HIV/AIDS  Mental  Health  Demonstrations:  The  HTV/AIDS  Mental  Health  Services  Demonstration 
Program  funds  competitive  cooperative  agreements  in  collaboration  with  the  Health  Resources  and 
Services  Administration  (HRSA)  and  the  National  Institute  of  Mental  Health  (NIMH)  of  the 
National  Institutes  of  Health  (NIH).  This  program  develops  new  programs  or  expands  existing 
programs  to  provide  mental  health  services  for  individuals,  their  families,  and  others  who  experience 
serious  psychological  reactions  as  a  result  of  testing  positive  for  the  HIV/AIDS  antibody.  The 
purpose  of  these  cooperative  agreements  is  to  provide  a  range  of  high  quality  mental  health  services 
to  people  infected  with  HIV/AIDS  or  living  with  an  HIV/AIDS  infected  individual,  evaluate  the 
effectiveness  and  efficiency  of  the  models  used,  and  determine  the  outcome  of  those  services  on  the 
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quality  of  life  of  the  individuals  served.  Target  populations  for  service  delivery  are  people  at  risk  for 
HIV/AIDS,  people  living  with  fflV/ATOS,  and  people  affected  by  fflV/ATOS. 

A  Data  Center  serves  as  the  independent  technical  assistance  and  evaluation  center  for  the 
HIV/AIDS  services  demonstrations  awardees.  All  awardees  cooperate  fully  with  the  Center  to  give 
appropriate  feedback  on  CMHS  programs. 

Consolidation  Proposal ^^_ 

The  1995  request  includes  a  new  legislative  proposal  to  consolidate  the  multiple  Center 
demonstration  authorities  into  a  single  one  for  the  CMHS,  consistent  with  the  general  principles  of 
the  National  Performance  Review.  This  will  reduce  the  number  of  discrete  grant  announcements  to 
be  issued  by  the  CMHS,  simplify  application  procedures  for  prospective  grantees,  and  improve  the 
efGciency  of  the  grant  review  process.  The  display  of  major  budget  line  items  and  the  activities  within 
these  lines  have  been  redeGned  to  be  consistent  with  the  legislative  proposal  and  programmatic 
definitions. 


Demonstration  Activities 


1993 
Actual 


Consolidated  Mental 

Health  Demonstrations  . .  — 

Community  Support $24,402,000 

Homeless    21,419,000 

HIV/AIDS :^ 

Total,  Demonstrations  . . .  $45,821,000 


Rationale  for  the  Budget  Request . 


1994 

1995 

Appropriation 

Estimate 

— 

$47,321,000 

$24,402,000 

21,419,000 

1.500.000 

$47,321,000 

(24,402,000) 

(21,419,000) 

ri.500.000^ 

$47,321,000 

The  FY  1995  President's  Budget  proposes  to  continue  the  Mental  Health  Demonstrations  at  the  FY 
1994  Appropriation  level. 
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B.   Community  Mental  Health  Services  for  Children 

Authorizing  Legislation  -  Section  565  of  the  Public  Health  Service  Act 


1993 
Actual 

1994 
Appropriation 
FTE                  BA 

1995 
Estimate 

Increase  or 
Decrease 

FTE                  BA 

FIE 

BA 

FIE 

BA 

Children's 

Services  ...      --        $4,903,000 

— 

$35,000,000 

— 

$35,000,000 

— 



1995  Authorization: 

PHSA  Section  565  (f) 

. . .  Expired 

Purpose  and  Method  of  Operation 

The  Comprehensive  Community  Mental  Health  Services  for  Children  program  was  implemented  in 
FY  1993  to  encourage  the  development  of  intensive  community-based  services  based  on  a  multi- 
agency,  multi-disciplinary  approach  involving  both  the  public  and  private  sectors.  Grant  funds  are 
available  to  States,  political  subdivisions  of  States,  and  Indian  tribes  or  tribal  organizations  to  build 
upon  previously  developed  infirastructure  and  provide  the  array  of  services  required  to  more  fulfy 
meet  the  needs  of  the  target  population. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Funding  FTE 

1990 ~ 

1991 — 

1992 —  — 

1993 $  4,903,000 

1994 35,000,000  ~ 

Approximately  8  million  children  with  serious  emotional  disturbances  across  the  Nation  are  in  need 
of  mental  health  services  at  any  given  time.  The  target  population  for  these  grants  is  children  and 
adolescents,  under  22  years  of  age,  with  a  diagnosable  serious  emotional,  behavioral,  or  mental 
disorder  accompanied  by  disability,  which  is  expected  to  be  present  for  at  least  one  year  and  require 
services  from  multiple  agencies.  The  goals  of  the  CMHS  Community  Mental  Health  Services  for 
Children  program  are  to: 

•  Expand  the  service  capacity  in  communities  that  have  developed  an  infrastructure  for  a 
community-based,  interagency  approach  to  serving  children  and  adolescents  in  the  target 
population. 

•  Provide  a  broad  array  of  mental  health  services  that  are  community-based,  family-centered 
and  tailored  to  meet  the  needs  of  the  child/adolescent  through  an  individualized  service 
platming  process. 
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•         Ensure  the  fiiU  involvement  of  families  in  the  development  of  local  services  and  in  the  care 
of  their  children  and  adolescents. 

Grantees  must  develop  sources  of  non-federal  matching  contributions.  Over  the  term  of  a  five-year 
grant,  these  matching  resources  must  increase  from  $1  for  each  $3  of  Federal  funds  to  $2  for  each 
$1  of  Federal  funds. 

Fimded  service  systems  must  include  diagnosis  and  evaluation,  outpatient,  emergency,  intensive  home- 
based  and  day-treatment  services,  transitional  and  case  management  services,  and  respite  care.  Family 
involvement  is  encouraged  in  the  development  of  local  services  and  plans. 

CMHS  estimates  that  Cor  every  one  million  dollars  in  grant  funds,  200  to  500  children  receive 
comprehensive  mental  health  services.  In  FY  1995,  the  total  number  of  children  served  is 
approximately  6,000  to  15,000. 

CMHS  conducts,  imder  contract,  a  national  evaluation  of  grants  awarded  by  this  program.  Grantees 
collect  data  on  clients,  services,  and  outcomes  of  services.  The  Center  conducts  site  visits  and 
prepares  an  annual  evaluation  report  for  the  Congress.  The  Center  also  devotes  not  more  than  10 
percent  of  the  funds  appropriated  to  technical  assistance  activities,  including  a  national  public 
awareness  and  provider  education  campaign  to  support  community  programs. 


Rationale  for  the  Budget  Request . 


The  FY  1995  President's  Budget  proposes  to  continue  the  Children's  Mental  Health  Services  program 
at  the  FY  1994  ^propriation  level  The  Center  will  continue  to  devote  not  more  than  10  percent 
of  the  funds  appropriated  to  technical  assistance  activities. 
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C.  Clinical  Training  and  AIDS  Professional/Medical  Training 

Authorizing  Legislation  -  Section  303  of  the  Public  Health  Service  Act. 

1993  1994  1995  Increase  or 

Actual  Appropriation  Estimate  Decrease 

FTE  BA  ETC  BA  EH.  BA  FTE  BA 

Training...      —        $5,943,000      —        $5,443,000      —        $5,443,000      —  ~ 

1995  Authorization: 

PHSA  Section  303    Indefinite 


Purpose  and  Method  of  Operation . 


Clinical  Training:  The  CMHS  Mental  Health  Clinical  Training  Program  continues,  on  a  much  smaller 
scale,  the  program  begun  by  the  National  Institute  of  Mental  Health  in  1948.  The  program  seeks  to 
provide  an  adequate,  balanced,  and  properly  distributed  supply  of  mental  health  service  providers, 
and  to  match  training  skills  with  identified  national  needs  and  priorities.  It  awards  grants  to  educate 
personnel  to  deliver  public  mental  health  services  and  to  strengthen  State  Human  Resource 
Development  (SHRD)  programs.  Clinical  training  awards  are  made  to  public  or  nonprofit  private 
institutions  to  train  personnel  to  deliver  services  to  specifically  designated  underserved  populations 
or  priority  populations,  including  adults  with  severe  mental  illness  (e.g.,  with  schizophrenia),  children 
and  adolescents  with  serious  emotional  disorders,  and  older  people.  Also,  clinical  training  awards  are 
made  to  pubUc  or  nonprofit  private  institutions  to  train  racial/ethnic  minority  students  and  students 
preparing  to  work  in  rural  communities. 

Since  1981,  each  individual  who  has  received  a  stipend  has  been  required  to  pay  back  one  month  of 
service  for  each  month  of  traineeship  support,  except  for  training  programs  designed  for  less  than  180 
days.  As  of  December  1993,  7,219  trainees  have  completed  training,  and  5,984  (83  percent)  have 
completed  their  payback.  Approximately  80  percent  of  former  trainees  continue  to  work  in  public 
or  private  nonprofit  mental  health  facilities. 

In  FY  1993,  the  Institutional  Clinical  Training  grant  program  awarded  40  grants,  which  included  4 
Minority  Fellowship  Program  (MFP)  grants.  These  grants  supported  122  trainees,  75  percent  of 
whom  were  minorities. 

The  mission  of  the  Human  Resources  Development  (HRD)  Program  is  to  ensure  the  optimal  supply, 
distribution  and  effective  utilization  of  mental  health  services  staff  with  skills  appropriate  to  their 
roles  in  a  conmiunity-based  system  of  mental  health  services  in  a  given  State  or  region.  Grant  awards 
are  made  to  States  and  multi-State  consortia  on  a  competitive  basis  to  address  HRD  problems,  issues, 
and  opportunities. 

In  FY  1995,  the  proposed  funding  level  for  HRD  is  the  same  as  FY  1994  appropriation  of  $630,000. 
The  Institutional  grant  funding  level  is  proposed  at  $839,000  with  an  emphasis  on  support  of  the 
Minority  Fellowship  program.  The  remaining  funds  support  activities  such  as  clinical  training 
payback,  the  State  university  collaboration  project,  and  project  review. 
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HIV/AIDS  Professional/Medical  Training:  The  Mental  Health  Care  Provider  Education  in 
HIV/AIDS  Program  supports  grants  and  contracts  for  the  education  of  mental  health  care  providers 
to  address  the  neuropsychiatric  and  psychosocial  aspects  of  HTV  infection.  Trainees  include  the 
traditional  mental  health  care  provider  groups  such  as  psychiatrists,  psychiatric  nurses,  psychiatric 
social  workers,  psychologists,  and  marriage  and  family  counselors,  as  well  as  medical  students,  primary 
care  residents,  and  nontraditional  mental  health  care  provider  groups,  such  as  clergy,  police,  and 
alternative  health  care  providers.  The  CMHS  program  is  the  mental  health  training  equivalent  of  the 
Health  Resources  and  Services  Administration  Education  and  Training  Centers  program  for  primary 
care  physicians,  nurses,  dentists,  and  pharmacists. 

In  FY  1993,  CMHS  funded  14  continuation  projects  to  provide  education  and  training  for  more  than 
14,000  mental  health  care,  primary  health  care  and  support  services  providers.  Since  1986,  training 
has  been  provided  for  more  than  98,000  primary  health  care  and  support  services  providers. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Funding  FTE 

1990  •  $17,955,000  — 

1991*  16,781,000  — 

1992*  13,851,000  — 

1993  5,943.000  — 

1994 5,443,000  — 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  Pi.  102-321. 

Clinical  Training  and  AIDS  Training  Activities 

1993  1994  1995 

Actual  Appropriation  Estimate 

Clinical  Training $2,956,000  $2^00,000  $2,500,000 

AIDS  Training 2.987.000  Z943.000  Z943.000 

Total    $5,943,000  $5,443,000  $5,443,000 


Rationale  for  the  Budget  Request . 


The  FY  1995  President's  Budget  proposes  to  continue  funding  for  CSinical  and  AIDS  Training  at  the 
FY  1994  Appropriation  level 
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D.  Protection  and  Advocacy 

Authorizing  Legislation  -  PX.  99  -  319  as  amended  by  P.L.  102-173. 

1993  1994  1995  Increase  or 

Actual Appropriation  Estimate  Decrease 

FIE  BA  EH.  BA  EH.  BA  FTE  BA 

Protection  and 

Advocacy      --      $20,832,000       —      $21,957,000      —      $21,957,000       —  — 

1995  Authorization: 

P.L.  102-173,  Section  117    Expired 

Purpose  and  Method  of  Operation 


The  Protection  and  Advocacy  Program  is  a  formula  grant  program  that  distributes  allotments  to  assist 
protection  and  advocacy  systems  in  each  State,  the  District  of  Columbia,  Puerto  Rico,  and  the  U.S. 
Territories.  The  Protection  and  Advocacy  for  Individuals  with  Mental  Illness  (PAIMI)  Act  broadly 
authorizes  State  systems  to  investigate  incidents  of  abuse  and  neglect  of  individuals  with  mental  illness 
if  the  incidents  are  reported  to  the  system  or  if  there  is  probable  cause  to  believe  the  incidents 
occurred.  Complaints  may  be  brought  by  individuals  residing  in,  or  recently  discharged  from,  a  mental 
health  or  correctional  facility  rendering  mental  health  care  or  treatment.  Major  categories  of  concern 
are  abuse,  neglect,  and  denial  of  rights.  There  are  56  Protection  and  Advocacy  Systems  (P&As).  Of 
these,  43  are  private,  not-for-proSt  organizations;  the  rest  are  State  agencies  that  are  independent 
of  the  State  mental  health  services  deUvery  systems. 

The  Protection  and  Advocacy  legislation  was  reauthorized  and  amended  in  1991.  The  new  law 
requires  that  at  least  60  percent  of  the  membership  of  each  advisory  council  be  comprised  of 
individuals  who  have  received  or  are  receiving  mental  health  services  or  who  are  family  members  of 
such  individuals.  Further,  the  law  requires  that  the  advisory  council  be  chaired  by  an  individual  who 
has  received  or  is  receiving  mental  health  service  or  who  is  a  family  member  of  such  an  individual. 

Funding  levels  for  the  past  Gve  fiscal  years  were  as  follows: 

Funding  Flh; 

1990  *  $14,001,000 

1991  •  15,614,000 

1992  *  19,500,000 

1993     20,832,000 

1994     21,957,000 

•  Comparable  Ggure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 

The  most  recent  program  data  indicate  that  in  FY  1992,  PAIMI  programs  served  20,379  clients, 
addressing  30,552  complaints  concerning  abuse,  neglect,  and  rights  violations.  The  majority  of  clients 
(61  percent)  were  residents  of  public  psychiatric  hospitals  or  residential  treatment  facilities. 
Allegations  of  abuse  comprised  30  percent  of  all  complaints;  allegations  of  neglect  accounted  for  42 
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percent;  and  allegations  of  rights  violations  comprised  the  remaining  28  percent  In  addition,  35  class 
action  suits  were  filed  with  18139S  clients  named,  and  49,175  information/referral  requests  were 
handled.  Public  education  and  training  efibrts  targeted  83,699  mental  health  administrators, 
legislators,  clients  of  the  mental  health  system  and  their  family  members,  and  conmiunity  groups 
through  such  activities  as  informational  meetings  with  State  legislators,  radio  talk  shows,  and 
educational  projects  to  teach  recipients  and  former  recipients  of  mental  health  services  methods  of 
self  advocacy  to  protect  their  legal  rights. 

The  distribution  of  funds  by  State  and  Territory  is  set  forth  in  the  following  table.  Assurances  must 
be  received  from  State  Governors  that  these  funds  will  be  used  to  supplement,  not  replace  existing 
non-Federally  supported  resources  or  programs  for  the  protection  and  advocacy  of  individuals  with 
mental  illness. 
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36  Substance  Abuse  and  Mental  Health  Services  Administration 

Protection  and  Advocacy  Distribution 


State/Territory 

Alabama 

Alaska 

Arizona 

Arkansas 

California 

Colorado 

Connecticut 

Delaware 

District  of  Columbia.. 
Florida 

Georgia 

Hawaii 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana , 

Nebraska 

Nevada 

New  Hampshire 

New  Jersey 

New  Mexico 

New  York 

North  Carolina 

North  Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Rhode  Island 


1993 

1994 

1995 

Actual 

Appropriation 

Estimate 

$283,640 

$297,025 

$297,025 

246.472 

259.782 

259,782 

248,620 

265,943 

265,943 

246,472 

259,782 

259,782 

1,792,447 

1,911,186 

1,911,186 

246,472 

259,782 

259,782 

246,472 

259,782 

259,782 

246,472 

259,782 

259,782 

246,472 

259,782 

259,782 

819,689 

875,480 

875,480 

428,364 

454,547 

454.547 

246,472 

259,782 

259,782 

246.472 

259,782 

259,782 

685,354 

719,584 

719,584 

365,416 

383,316 

383,316 

246,472 

259,782 

259,782 

246,472 

259,782 

259,782 

256,795 

267,562 

267,562 

301.658 

314,443 

314,443 

246.472 

259,782 

259,782 

278.941 

294,153 

294,153 

338.669 

360,271 

360,271 

583.458 

614.497 

614.497 

273.434 

287.610 

287.610 

246.472 

259.782 

259,782 

329,596 

344.286 

344.286 

246,472 

259,782 

259.782 

246,472 

259.782 

259,782 

246.472 

259,782 

259,782 

246,472 

259,782 

259,782 

419,458 

440,330 

440,330 

246,472 

259.782 

259,782 

1,033,224 

1.079.728 

1.079.728 

444.090 

468.866 

468,866 

246.472 

259.782 

259.782 

699.860 

734.228 

734,228 

246.472 

259.782 

259,782 

246.472 

259.782 

259,782 

737.803 

770.982 

770,982 

246.472 

259.782 

259,782 
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State/Territory 

South  Carolina 

South  Dakota 

Tennessee 

Texas 

Utah 

Vermont 

Virginia 

Washington 

West  Virginia 

Wisconsin 

Wyoming 

American  Samoa 

Guam 

Northern  Mariana  Islands 

Puerto  Rico 

Virgin  Islands 

Subtotal 

Technical  Assistance 

Total 

Rationale  for  the  Budget  Request . 


1993 

1994 

1995 

Actual 

Appropriation 

Estimate 

$246,607 

$259,782 

$259,782 

246,472 

259,782 

259,782 

331,608 

348,990 

348,990 

1,135,644 

1,197,661 

1,197,661 

246,472 

259,782 

259,782 

246,472 

259,782 

259,782 

377,812 

400,399 

400,399 

308,921 

325,836 

325,836 

246,472 

259,782 

259,782 

316,286 

331 ,872 

331 ,872 

246,472 

259,782 

259,782 

132,108 

139,242 

139,242 

132,108 

139,242 

139,242 

132,108 

139,242 

139,242 

441,264 

457,983 

457,983 

132,108 


20,415,362 

416.638 

$20,832,000 


139,242 


21,517,860 

439.140 

$21,957,000 


139,242 


21,517,860 

439.140 

$21 ,957,000 


The  FY  1995  President's  Budget  proposes  to  continue  funding  for  P&A  at  the  FY  1994 
Appropriation  level. 
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E.  Projects  for  Assistance  in  Transition  From  Homelessness  (PATH) 

Authorizing  Legislation  -  Section  535  of  the  Public  Health  Service  Act 

1993  1994  1995  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

PATH —      $29,462,000      —      $29,462,000      ~      $29,462,000      —  — 

1995  Authorization: 

PHSA  Section  535  (a) Expired 

Purpose  and  Method  ofOptration 


In  FY  1991,  the  Stewart  B.  McKinney  Homeless  Assistance  Amendments  Act  of  1990  (Pub.  L.  101- 
645)  replaced  the  Mental  Health  Services  for  the  Homeless  Block  Grant  Program  with  a  new  Federal 
formula  grant  program,  Projects  for  Assistance  in  Transition  Crom  Homelessness  (PATH).  The  PATH 
program  provides  funds  to  each  State,  the  District  of  Columbia,  Puerto  Rico,  and  the  U.S  Territories 
to  provide  services  to  individuals  with  severe  mental  illness,  as  well  as  to  individuals  with  severe 
mental  illness  and  cooccurring  substance  use  disorders  ^tibo  are  homeless  or  at  risk  of  becoming 
homeless.  Eligible  services  funded  uinder  PATH  include:  outreach;  screening  and  diagnostic 
treatment;  habilitation  and  rehabilitation;  community  mental  health  services,  alcohol  or  drug 
treatment  (for  mentally  ill  individuals  with  co-occurring  substance  use  disorders);  staff  training;  case 
management;  supportive  and  supervisory  services  in  residential  settings;  and,  referrals  for  primary 
health  care,  job  training,  and  education.  In  addition,  to  improve  coordination  of  services  and  housing 
for  the  target  population,  a  limited  set  of  housing  services  may  be  funded. 

The  most  recent  program  data  indicate  that  in  FY  1992,  378  local  agencies  received  PATH  funding. 
A  total  of  93,227  clients  were  served,  with  adults  in  the  age  range  18-64  comprising  89.5  percent 
of  the  caseloads.  Of  the  total  clients  served,  38.5  percent  were  minority  clients.  For  the  States 
reporting  diagnostic  information,  schizophrenia  and  other  psychotic  disorders  was  the  modal 
diagnostic  category  (39.6  percent),  followed  by  affective  disorders  (20.5  percent). 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Funding  FTE 

1990*    $27,813,000  — 

1991  •    33,056,000  — 

1992*    30,000,000  — 

1993     29,462,000  — 

1994     29,462,000  — 

•  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
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PATH  Distribution 


State/Territory 


Alabama 

Alasl<a 

Arizona 

Arl<ansas 

California 

Colorado 

Connecticut 

Delaware 

District  of  Columbia., 
Florida 

Georgia 

Hawaii , 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

Nevada 

New  Hampshire 

New  Jersey 

New  Mexico 

New  York 

North  Carolina , 

North  Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Rhode  Island 


1993 

1994 

1995 

Actual 

Appropriation 

Estimate 

$300,000 

$300,000 

$300,000 

300,000 

300,000 

300.000 

395,000 

386,000 

386.000 

300,000 

300,000 

300.000 

3,784,000 

3.705,000 

3.705,000 

353,000 

346,000 

346.000 

365,000 

357,000 

357.000 

300,000 

300,000 

300.000 

300.000 

300,000 

300.000 

1,512,000 

1.481.000 

1,481.000 

484,000 

474.000 

474.000 

300,000 

300.000 

300.000 

300,000 

300,000 

300.000 

1,260.000 

1,233,000 

1.233.000 

400,000 

392.000 

392,000 

300.000 

300.000 

300.000 

300.000 

300.000 

300,000 

300,000 

300,000 

300,000 

331,000 

324,000 

324,000 

300,000 

300,000 

300,000 

532,000 

521,000 

521,000 

703,000 

688,000 

688,000 

864,000 

846,000 

846.000 

352,000 

345,000 

345.000 

300,000 

300,000 

300.000 

413,000 

405,000 

405,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300.000 

300,000 

300,000 

300.000 

985,000 

964.000 

964.000 

300,000 

300.000 

300.000 

2.097,000 

2.054.000 

2.054.000 

373,000 

366,000 

366.000 

300,000 

300,000 

300,000 

989,000 

968,000 

968.000 

300.000 

300,000 

300.000 

300.000 

300,000 

300,000 

1.071.000 

1.049.000 

1,049.000 

300.000 

300.000 

300,000 
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Substance  Abuse  and  Mental  Health  Services  Administration 
PATH  Distribution 


1993  1994  1995 

State/Territory Actual Appropriation Estimate 

South  Carolina $300,000  $300,000  $300,000 

South  Dakota 300.000  300,000  300,000 

Tennessee 330,000  323.000  323,000 

Texas 1.690,000  1,654,000  1.654.000 

Utah 300.000  300.000  300,000 

Vermont 300.000  300.000  300,000 

Virginia 569.000  557.000  557,000 

Washington 478.000  468.000  468,000 

West  Virginia 300.000  300.000  300,000 

Wisconsin 366.000  359.000  359,000 

Wyoming 300.000  300.000  300,000 

American  Samoa 50.000  50.000  50,000 

Guam 50.000  50,000  50,000 

Northern  Mariana  Islands 50.000  50.000  50,000 

Puerto  Rico 316.000  309.000  309,000 

Virgin  Islands 50,000  50.000        50,000 

Subtotal 29,312.000  28.874.000  28,874,000 

Technical  Assistance 150.400        588,000        588,000 

Total $29,462,400  $29,462,000  $29,462,000 

Rationale  for  the  Budget  Request 

The  FY  1995  President's  Budget  proposes  to  continue  funding  for  PATH  at  the  FY  1994 
Appropriation  level. 
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F.  Block  Grant  for  Community  Mental  Health  Services 

Authorizing  Legislation  -  Section  1920  of  the  Public  Health  Service  Act 

1993  1994  1995  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

Block  Grant        5     $277,919,000        5     $277,919,000        5     $277,919,000       —  — 

1995  Authorization: 

PHSA  Section  1920  (a) Expired 

Note:  FY  1993  actual  for  Mental  Health  Block  Grant  excludes  transfers  by  the  States  from  the 
Substance  Abuse  Block  Grant  in  the  net  amount  of  $22,210,783,  as  allowed  by  Section  205  (b)  of  P.L. 
102-321. 

Purpose  and  Method  of  Operation 


The  ADAMHA  Reorganization  Act  divided  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Services 
(ADMS)  Block  Grant  into  two  separate  grants  -  one  for  community  mental  health  services, 
administered  by  CMHS,  and  one  for  substance  abuse  services,  administered  by  the  Center  for 
Substance  Abuse  Treatment. 

The  law  supersedes  the  comprehensive  State  planning  requirements  of  Public  Laws  99-660  and  101- 
639.  Comprehensive  State  mental  health  plarming  requirements  are  now  an  integral  part  of  the  block 
grant  program.  State  plans  must  be  submitted  as  part  of  the  annusil  block  grant  application,  and 
approval  of  the  plan  is  necessary  before  a  grant  may  be  awarded.  State  planning  councils  are 
designed  to  create  strong  networla  of  families,  providers,  and  consumers  to  direct  Federal  resources 
to  local  needs.  Each  year,  States  must  also  submit  an  implementation  report  for  the  activities  of  the 
previous  year.  A  State  that  fails  to  completely  implement  its  plan  for  the  previous  Gscal  year  is 
subject  to  a  10  percent  penalty  against  the  block  grant  award  for  the  current  fiscal  year. 

Funding  and  staffing  levels  for  the  past  five  fiscal  years  were  as  follows: 

Funding  tin 

1990  •    $258,518,000  ~ 

1991  •    269,257,000  — 

1992*    280,160,000  — 

1993  •• 277,919,000  5 

1994  *• 277,919,000  5 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
**  Excludes  net  transfers  by  the  States  between  Mental  Health  and  Substance  Abuse  Block 
Grants. 

Funds  are  allocated  to  each  State  according  to  a  statutory  formula  based  on  the  State's  population 
in  a  number  of  "mental  health  at-risk  population  cohorts,"  the  State's  total  taxable  resources,  a  "cost 
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of  services  index"  for  each  State,  and  a  residual  "hold-baimless*  provision.  The  State  is  eligible  to 
receive  the  greater  of  the  amount  calculated  by  the  formula  or  20.6  percent  of  the  FY  1992  ADMS 
allotment.  Territories  are  to  receive  a  share  of  1.5  percent  of  the  total  appropriatioiL  Territory 
allocations  are  based  on  their  proportion  of  the  population  of  all  Territories,  subject  to  a  $50,000 
minimum.  The  $50,000  is  reduced  to  a  $49,600  minimum  based  on  *hold  harmless'  provision  when 
funds  allotted  are  less  than  20.6%  of  the  FY  1992  ADMS  allotment 

A  mandatory  5  percent  set-aside  is  used  to  provide  technical  assistance  to  the  States,  as  well  as  data 
collection  and  evaluation.  Five  FTEs  associated  with  those  activities  will  be  funded  firom  the  set- 
aside. 

•  Technical  assistance  activities  include  the  Moital  Health  Statistics  Improvement  Program 
(MHSIP)  to  enhance  State  capacity  for  the  collection  and  analysis  of  data  about  the  State 
mental  health  system.  NfHSIP  is  designed  to  devidop  and  implement  minimum  data  standards 
for  the  mental  health  Geld,  providing  a  basis  for  uniform,  comparable,  high  quality  statistical 
information  about  mental  health  services. 

•  The  National  Reporting  Program  (NRP)  collects  and  reports  national  data  on  mental  health 
organizations,  services,  and  the  people  who  receive  services.  The  only  national  source  of 
information  on  services  and  clients  seen  in  mental  health  organizations,  the  NRP  provides 
information  to  State  mental  health  agencies,  national  mental  health  organizations,  researchers, 
academic  leaders,  other  Federal  agaides,  natkHial  media,  and  legislators. 

•  The  data  collection  activity  includes  two  national  Tedmical  Assistance  (TA)  centers  for  the 
evaluation  of  mental  health  systems  change.  One  TA  Center  focuses  on  technical  assistance 
related  to  evaluations  of  the  adult  m«ital  health  service  systems,  the  other  focuses  on  the 
service  systems  for  children  and  adolesc^its. 
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1993 
State/Territory Appropriation 

Alabama $3,831 ,936 

Alaska 558,698 

Arizona 3,954,790 

Arkansas 1 ,824,264 

California 38,059,721 

Colorado 3,652,403 

Connecticut 3,387,339 

Delaware 680,422 

District  of  Columbia 1 ,000,507 

Florida 12,893,181 

Georgia 5,800,164 

Hawaii 1 ,283,237 

Idaho 699,421 

Illinois 12,798,962 

Indiana 5,836,906 

Iowa 2,047,187 

Kansas 1 ,824,722 

Kentucky 3,002,229 

Louisiana 4,01 0,597 

Maine 1,117,095 

Maryland 5,087,733 

Massachusetts 7,358,51 1 

Michigan 9,802,457 

Minnesota 3,895,209 

Mississippi 2,087,558 

Missouri 4,690,383 

Montana 719,953 

Nebraska 1,230,153 

Nevada 1 ,425,558 

New  Hampshire 1 ,081 ,1 66 

New  Jersey 9,639,284 

New  Mexico 1,446,684 

New  York 21,179,664 

North  Carolina 5,566,127 

North  Dakota 502,070 

Ohio 1 1 ,575,928 

Oklahoma 2,820,340 

Oregon 2,824,965 

Pennsylvania 1 2,628,749 

Rhode  Island 1 .499,1 26 


1993 

1994 

1995 

Actual '' 

Appropriation 

Estimate 

$6,322,305 

$3,831 ,940 

$3,857,706 

502,828 

558,699 

515,228 

3,954,790 

3,954,794 

3,723,459 

3.324,264 

1,824,266 

2,239,317 

38,059,721 

38,059,759 

34,216,927 

3,652,403 

3,652,407 

3,690,766 

2,693,600 

3,387,342 

3,277,431 

680,422 

680,422 

765,128 

1,000,507 

1,000,508 

649,983 

12,893,181 

12.893,194 

12,117.201 

7,142,938 

5,800,170 

6,060,125 

1.283,237 

1,283,239 

1,327,740 

699,421 

699,421 

1 ,066,583 

12,798,962 

12,798,974 

1 1 ,894,893 

1 1 ,336,906 

5,836,912 

6,367,333 

2,047,187 

2,047,189 

2,832,314 

2,136,057 

1 ,824,724 

2,406,631 

3,002,229 

3,002,232 

3,750,947 

4,010,597 

4,010,602 

4,467,876 

1,648,353 

1,117,096 

1 ,278,279 

5,087,733 

5,087,738 

5,561,363 

9,869,692 

7,358,519 

6,431,579 

9,802,457 

9,802,467 

10,900,908 

3,895,209 

3,895,213 

4,524,413 

3,576,537 

2.087.560 

2,451,822 

4,690,383 

4,690.387 

4,791,741 

1,023,173 

719.954 

892,490 

1,230,153 

1,230,155 

1,340,983 

1,425,558 

1 ,425,559 

1 .396,743 

2,646.181 

1.081.167 

1,091,346 

9,639,284 

9,639,294 

7,894,413 

2,463.377 

1,446,686 

1,445,413 

13,454,000 

21,179,676 

17,886,821 

5,991,764 

5,566,132 

6,320,176 

502,070 

502,072 

565,838 

16,275,928 

1 1 ,575.939 

12,990,598 

3,313,882 

2,820,343 

3,151,993 

2,824,965 

2,824,968 

3,257,433 

12,628,749 

12,628,762 

12,529,550 

2,371,126 

1.499,128 

931.121 
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Substance  Abuse  and  Mental  Health  Services  Administration 
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1993  1993  1994  1995 

State/Territory Appropriation  Actual  ^'  Appropriation  Estimate 

South  Carolina $3,147,668  $3,372,119  $3,147,671  $3,407,006 

South  Dal<ota 768,159  1,865.592  768.160  623.941 

Tennessee 4.187.338  5,764.054  4.187.342  4.639,123 

Texas 16.387.908  16,387,908  16.387,925  16,716,513 

Utah 2.187.717  2.187.717  2,187,719  1,573,500 

Vermont 800,651  2,010,718  800,652  589.265 

Virginia 5,697,959  5.697,959  5,697,964  6,014,941 

Washington 5,575,583  5,575,583  5,575,588  6,136,899 

West  Virginia 1,527.599  2,582,975  1,527,600  2,059,002 

Wisconsin 4,132.594  4.132.594  4.132.598  5.028.248 

Wyoming 323,876  323,876  323,876  411,655 

American  Samoa 49,600  49,600  49.600  50.000 

Guam 129.178  129.178  129.179  129,617 

Northern  Mariana  Islands 49,600  49,600  49,600  50,000 

Puerto  Rico 3.303,528  3,303,528  3,303,532  3,428,531 

Marshall  Islands 49,600  49,600  49,600  50,000 

Paulau 49.600  49.600  49.600  50.000 

Micronesia 80,062  80,062  80,062  103,092 

Virgin  Islands 249.172  719,172  249,173  99,106 

Total  Intrastate/Territory 

Allotments 264.022,781  286,233.564  264.023,050  264,023,050 

Set-aside 13.896.219  13.896.219  13.895.950  13.895.950 

Total  Block  Grant $277,919,000  $300,129,783  $277,919,000  $277,919,000 


^'  The  FY  1 993  actual  reflects  the  net  transfer  of  $22,21 0.783  by  the  States  from  the  Substance 
Substance  Abuse  Block  Grant. 


Rationale  for  the  Budga  Request . 


The  FY  \99S  President's  Budget  proposes  to  continue  funding  for  the  Mental  Health  Block  Grant 
at  the  FY  1994  Appropriation  level  Two  legislative  changes  will  impact  the  Mental  Health  Block 
Grant  in  1995.  The  'hold  harmless'  provision  will  terminate,  thus  changing  State  allocation 
percentages,  and  the  provision  permitting  transfers  to  and  from  the  Substance  Abuse  Block  Grant 
program  will  expire. 
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Substance  Abuse  Prevention 

Overview 

1993  1994  1995  Inciease  or 

Actual  Appropriation  Estimate  Decrease 

Demonstrations $217,987,000  $228,119,000  $223,119,000  -$5,000,000 

Public  Educ  and 

Dissemination 11,744,000  10,840,000  13,840,000  +3,000,000 

Training 14.512.000  14.512.000  16.512.000  +2.000.000 

Total $244,243,000  $253,471,000  $253,471,000  - 


Substance  abuse  continues  to  be  a  national  public  health  problem.  The  impact  of  substance  abuse 
reaches  deep  into  the  very  fiber  of  the  Nation.  It  is  implicated  in  the  number  of  victims  of  violence; 
the  number  of  accidents  on  the  road  and  on  the  job;  the  number  of  teenage  pregnancies  and  resulting 
low  birth  weight  and  drug  exposed  infants;  the  mortality  rate  due  to  substance  abuse;  the  incidence 
of  HTV/AIDS;  and  the  substantial  costs  to  society  and  to  our  economy  of  crime,  health  care, 
interdiction,  and  lost  work  and  productivity. 

In  1990,  the  economic  costs  of  substance  abuse  use  and  abuse  were  estimated  at  more  than  $165 
billion,  which  translates  into  about  $670  for  every  man,  woman,  and  child  in  the  Nation.  However, 
this  cost  does  not  even  begin  to  take  into  consideration  the  psycho-social  and  emotional  damage  done 
to  children,  families,  and  communities  by  the  abuse  of  alcohol  and  other  drugs.  Recent,  disturbing 
data  reflect  an  increase  in  use  of  marijuana,  cocaine,  crack,  LSD,  stimulants,  and  inhalants  among 
eighth  graders.  These  same  eighth  graders  report  less  disapproval  than  do  older  students  for  casual 
use  of  alcohol  and  other  drugs  and  an  increase  in  the  ease  of  obtaining  these  drugs.  It  is  clear  that 
prevention  must  continue  to  play  a  vital  role  in  our  Nation's  drug  control  efforts. 

The  Center  for  Substance  Abuse  Prevention  (CSAP)  was  established  to  lead  the  Nation's  efforts  in 
preventing  substance  abuse  problems.  To  accomplish  this,  CSAP  has  implemented  a  comprehensive, 
multifaceted  program  of  activities  that  address  substance  abuse  and  the  social  problems  that 
contribute  to  and  sustain  it  Through  its  demonstration  grant  program,  CSAP  supports  the 
development  and  assesses  the  effectiveness  of  prevention  strategies,  which  include  individual, 
community,  as  well  as  workplace  focused  approaches.  Complementing  its  demonstration  program  is 
a  national  training  program  which  provides  comprehensive  prevention  training  within  schools  of 
medicine,  nursing,  and  social  work  as  well  as  to  health  care  professionals,  community  leaders,  and 
prevention  professionals. 

CSAP  has  also  undertaken  an  extensive  public  education  and  knowledge  dissemination  effort  that 
includes  the  operation  of  a  national  clearinghouse  which  provides  substance  abuse  information  as  well 
as  targeted  media  and  public  information  campaigns.  These  public  education  efforts  are  crucial  to 
effective  prevention  efforts  because  they  allow  CSAP  to  disseminate  information  gleaned  from  our 
programs  as  well  as  promote  changes  in  public  policy  and  community  norms  around  alcohol,  tobacco, 
and  other  drug  use.  CSAP  also  actively  seeks  to  expand  the  scope  and  breadth  of  prevention 
programs  through  collaboration  and  integration  with  other  State  and  federal  agencies.  Finally,  CSAP 
was  mandated,  beginning  in  1993,  to  review  and  approve  States'  prevention  plans  included  within 
applications  for  the  Substance  Abuse  Block  Grant 
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The  1995  budget  request  straightlines  CSAP  funding  at  the  1994  level  of  operations.  In  FY  1995,  the 
Center  will  continue  efforts  initiated  in  FY  1994  to  address  more  comprehensively  the  substance 
abuse  prevention  needs  of  adolescent  females  (12-20)  and  women.  Center  efforts  in  this  area  will 
include  a  combination  of  prevention  demonstrations  to  develop,  identify  and  assess  effective  strategies 
for  these  populations;  training  programs  for  health  care  providers  which  focus  on  the  specific  health 
care  needs  of  women  and  adolescent  females;  and,  a  national  public  education  program  to  disseminate 
the  most  up-to-date  information  on  all  substance  abuse  and  health  care  issues  affecting  these  two 
groups. 
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(dollars  In  thousands) 
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1993 
Actual 

1994 
Appropriation 

1995 
Estimate 

$179,578 
1,399 
5,971 


186,948 
31,039 


Consolidated  N 
Prevention  Demonstrations: 
Grants: 

Continuations 511 

New/Competing 5 

Supplements (140) 

Subtotal,  Grants 516 

Contracts 24 

Total,  Prevention  Demonstrations 540 

Forfeiture  Fund  (Non-Add): 
Grants: 

Continuaions  (Non-Add) (21) 

New/Competing  (Non-Add) 

Public  Education  &  Dissemination: 
Grants: 

Continuations 

New/Competing 43 

Supplements 

Subtotal,  Grants 43 

Cooperative  Agreements: 

Continuations 4 

New/Competing 

Supplements 

Subtotal,  Cooperative  Agreements....  4 

Contracts 7 

Total,  Public  Ed.  &  Dissemination 54 

Training: 
Grants: 

Continuations 34 

New/Competing 1 

Supplements 

Subtotal,  Grants 35 

Contracts 6 

Total,  Training 41 

CSAP,  Total 635     $244,243 

Total.  Forfeiture  Fund  (Non-Add) (21)         (8.701) 


N 


463 

69 

J20L 


$178,573 

23.701 

1.000 


532 
18 


203,274 
24.845 


332 
199 


531 
19 


$127,746 
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4 
7 
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8 
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33 
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10 


10,840 
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1,057 


34 
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13,840 


1,512 
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2,113 
12,399 
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6 


2,707 
11.805 


15 

7 


2,161 
14.351 


14,512 


41 


14,512 


22 


16.512 


624  $253,471 

(24)    (10,000) 


606  $253,471 
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A.  Demonstrations 

Authoimng  Legislation  -  Sections  SIS,  S16,  S17,  and  S18  of  the  Public  Health  Service  Act  and 
Section  108  of  the  P.L.  102-324. 

1993  1994  199S  Increase  or 

Actual  Appropriation         fetimt^t? Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

Demos....      —    $217,987,000      —    $228,119,000      —    $223,119,000      —       -$S,000,000 

199S  Authorization: 

High  Risk  Youth  -  Section  S17  (h)  Expired 

Community  Prevention  -  PHSA  Section  516  (c) Expired 

Pregnant,  Postpartum  Women,  Infants  -  PX.  102-321  Section  108  (b) IndeGnite 

Workplace  &  Small  Business  -  PHSA  Section  S18  (e) Expired 

Other  Demonstrations  -  PHSA  Section  SIS  (c) Indefinite 


Purpose  and  Method  of  Operation . 


CSAP  demonstrations  support  projects  which  serve  as  effective  models  in  preventing  alcohol  and 
other  drug  abuse  among  individuals  and  certain  high  risk  groups.  The  demonstration  program 
framework  includes:  client-oriented  efforts  that  address  the  needs  of  individuals  at-risk  for  substance 
abuse;  systems-oriented  efforts  that  address  the  prevention  needs  of  the  community,  including 
workplace  environments;  and,  a  three-tiered  evaluation  of  demonstration  programs. 

Funding  levels  for  the  last  Qve  fiscal  years  were  as  follows: 

Funding  FTE 

1990*    $14339,000  — 

1991  •    217,96S,000  — 

1992*    224,704,000  — 

1993 217,987,000  — 

1994 228,119,000  — 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  PX.  102-321. 

High  Risk  Youth:  CSAP's  High  Risk  Youth  (HRY)  provides  funding  to  public  and  nonprofit  private 
entities  to  demonstrate  and  evaluate  comprehensive  strategies  to  prevent  and/or  reduce  the  use  of 
alcohol,  tobacco,  and  other  drug  use  among  youth  at  high  risk  for  such  behavior.  Funded  projects 
seek  to  identify  and  enhance  resiliency  or  protective  &ctors  among  high  risk  youth  while  diminishing 
the  risk  factors  for  using  alcohol  and  other  drugs.  During  FY  1994,  CSAP  initiated  a  program  for 
replicating  High  Risk  Youth  demonstration  projects  that  have  demonstrated  promising  strategies  in 
altering  the  behaviors  and  attitudes  toward  and  prevention  and/or  reducing  substance  abuse  among 
youth.  The  replication  program  builds  upon  many  of  the  findings  generated  about  effective  strategies 
and  facilitates  CSAP's  efforts  to  demonstrate  that  promising  intervention  and  strategies  can  be 
replicated  in  diverse  areas  and  among  diverse  populations,  thus  greatly  advancing  the  field  of 
substance  abuse  prevention. 
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Substance  Abuse  and  Youth  Violence:  Substance  Abuse  and  Youth  Violence  supports  projects  that 
demonstrate  and  evaluate  comprehensive  strategies  to  prevent  substance  abuse-related  violence 
among  or  affecting  youth  aged  6-14.  These  demonstration  efforts  are  directed  f^  youth  who  are  at 
high  risk  for  becoming  victims  or  perpetrators  of  violent  acts  associated  with  the  use  of  alcohol  and 
other  drugs.  Successful  strategies  identified  by  this  demonstration  program  will  be  shared  through 
a  specialized  knowledge  diffusion  effort  to  assist  in  selecting  appropriate  cultural,  ethnic,  and  gender 
sensitive  strategies  to  address  substance  abuse  and  youth  violence  in  conmiunities. 

Women's  Prevention  Tnitiative:  The  substance  abuse  services  needs  of  women  differ  significantly 
from  men.  Not  only  do  women  experience  the  problems  of  substance  abuse  in  different  ways,  but 
they  face  many  unique  barriers  to  prevention  services.  Moreover,  substance  abuse  presents  a  special 
problem  for  women  of  childbearing  age,  pregnant  women,  and  women  with  young  children.  CSAP's 
Women's  Initiative  enhances  the  availability  of  prevention  services  which  address  the  varied  and 
speciaUzed  needs  of  women.  As  a  result,  CSAP  has  developed  specific  program  initiatives  that  focus 
on  these  special  needs: 

•  Pregnant  Postpartum  Women  and  Their  Infants  (PPWI):  CSAP's  Women's  Prevention 
Initiative  supports  various  activities  devoted  to  the  substance  abuse  problems  of  pregnant 
women  and  their  infants.  Principal  among  these  activities  are  demonstration  grants  intended 
to  develop  innovative,  conununity-based  models  for  the  coordination  of  service  systems  for 
linking  health  and  promotion  and  treatment  services  for  substance  using  pregnant  women  and 
their  young  children.  Indicative  of  this  program  is  a  project  in  Waterbury,  Connecticut, 
recently  featured  on  ABC's  Nightline  program,  which  promotes  healthy  mother-child 
relationships  through  parenting  skills.  Another  Pregnant  Postpartum  Women  and  Infants 
initiative  is  the  National  Perinatal  Addiction  Prevention  Resource  Center.  The  Center 
provides  a  the  national  focal  point  for  PPWI  issues,  providing  an  opportunity  for  the  Nation's 
experts  and  leaders  to  exchange  ideas,  synthesize  existing  knowledge,  and  provide  leadership 
to  the  field.  The  Center  develops  and  disseminates  information  about  promising  prevention, 
early  intervention,  treatment,  and  rehabilitation  practices  and  helps  catalyze  national  and 
community  action  in  this  critical  area.  The  ADANQIA  Reogranization  Act  of  1992  (P.L.  102- 
321)  does  not  provide  authority  for  funding  new  PPWI  grants,  however,  it  does  allow  for  the 
phase-out  of  existing  grants  and  contracts. 

•  Adolescent  Female  Prevention:  Another  component  of  the  CSAP's  Women's  Prevention 
Initiative  is  the  Adolescent  Female  Prevention  program  which  supports  projects  to  provide 
programming  responsive  to  the  substance  use  needs  of  adolescent  females.  The 
demonstration  effort  will  focus  on  the  specific  needs  of  adolescent  (12-20  years  of  age) 
females  whose  use  of  substances  is  often  accompanied  by  special  factors  that  underlie  or 
contribute  to  women's  addictive  problems,  such  as  physical  or  sexual  abuse,  including  neglect, 
battering,  rape,  and  child  abuse.  Special  emphasis  wiU  be  placed  on  reaching  the  especially 
vulnerable  groups  of  young  females  who  are  children  of  substance  abusers,  victims  of  abuse, 
have  become  pregnant,  have  experienced  school  failure,  or  are  economically  disadvantaged. 

Conmiunitv  Prevention:  Community  Prevention  demonstrations  are  system-oriented  efforts  designed 
to  assist  communities  in  developing  comprehensive,  coordinated  prevention  initiatives  responsive  to 
local  needs.  They  complement  HRY  grants  by  supporting  community-wide,  as  opposed  to  client- 
oriented,  services. 
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The  Community  Partnership  demonstration  grants  are  a  major  effort  to  support  the  formation  of 
public/private  sector  partnerships  in  individual  communities  across  the  Nation.  As  such,  grants  have 
been  awarded  to  communities  to  establish  coalitions  of  organizations  representing  parents,  schools, 
academia,  business,  industry,  government,  and  professionals  in  the  plaiming  and  implementation  of 
comprehensive  prevention  efforts.  Drawing  on  the  knowledge  base  developed  in  recent  years,  over 
250  CSAP  supported  community  partnerships  designed  long-term  approaches  that  meet  the 
prevention  needs  of  their  own  locality.  The  Community  Partnership  program  is  centered  around  the 
concept  of  empowering  communities  to  solve  their  alcohol  and  other  drug  problems.  The  individual 
partnerships  also  seek  to  mainstream  alcohol  and  other  drug  services  into  the  general  health  care 
system.  As  a  example,  Boston  Against  Drugs  in  Boston,  Nfassachusetts,  received  the  1993  Drug 
Fighter  of  the  Year  Award  from  the  Massachusetts  Governor's  Alliance  Against  Drugs  and  the 
Federal  Drug  Enforcement  Agency  for  its  efforts  to  bring  at  least  17  major  industries  in  the  Boston 
area  into  the  coalition  to  support  substance  abuse  prevention  efforts.  During  1993,  these  industries 
contributed  approximately  $275,000  towards  the  coalition's  efforts. 

CSAP  has  begun  to  fund  a  second  generation  of  commimity  prevention  efforts  in  FY  1994  which 
focus  on  the  development  of  community  prevention  coalitions  to  demonstrate  approaches  to  prevent 
and  reduce  substance  abuse  and  other  drug-related  problems  through  the  further  development  of 
coalitions  and  partnerships  at  the  State,  regional,  and/or  local  level  This  second  generation  of 
Community  Partnerships  emphasizes  the  development  of  projects  demonstrating  effective  ways  to 
provide  comprehensive  substance  abuse  prevention  services.  This  initiative  will  support  grants  which 
build  upon  the  framework  of,  and  lessons  being  learned  firom,  current  and  prior  Community 
Partnership  demonstration  grants  and  similar  programs  in  the  Geld  in  order  to:  create  integrated 
prevention  services  and  strategies  that  are  more  efficient,  comprehensive,  and  targeted  than  current 
fragmented  services;  improve  the  quality  of  prevention  services  that  already  exist;  and,  evaluate  the 
process  and  outcomes  to  assess  the  quality,  cost-beneGt,  and  effectiveness  of  the  strategy.  These 
grants  seek  to  demonstrate  the  potential  of  two  concepts:  (1)  expanding  the  scope  of  existing,  well- 
developed  coalitions  programmatically  and  geographically,  and  (2)  further  developing  existing 
coalitions  in  their  current  eurea  to  address  other  drug-related  health  and  social  problems.  Finally, 
unlike  earlier  Partnerships,  second  generation  Community  Prevention  demonstrations  will  be 
structured  to  allow  communities  to  use  the  majority  of  funds  for  the  provision  of  direct  services  and 
demonstrate  continued  community  support  at  the  conclusion  of  the  project  period. 

Workplace  Prevention:  The  workplace  offers  a  promising  setting  for  assisting  employees  and  families 
with  their  substance  abuse  problems.  CSAP  has  developed  a  two-pronged  workplace  initiative  which 
provides  the  technical  assistance  needed  to  produce  comprehensive  strategies  in  the  workplace. 

•  Workplace  Prevention  Programs:  CSAP's  workplace  programs  provides  national  leadership 
to  initiate,  promote,  and  support  the  development  of  worksite  prevention  policies,  strategies, 
programs,  including  employee  assistance  programs,  and  publications  targeting  alcohol  and 
other  drug  problems  in  and  through  the  workplace.  Through  a  toll-free  helpline,  CSAP 
provides  direct  technical  assistance  for  over  12,700  community-based  organizations,  businesses, 
indiistries,  and/or  unions  every  year.  The  helpline  provides  technical  assistance  on  the 
development  and  implementation  of  comprehensive  alcohol  and  other  drug  prevention 
programs  in  the  worl^lace. 

•  Workplace  Drug  Testing:  The  Drug  Testing  effort  is  responsible  for  the  monitoring  of  the 
National  Laboratory  CertiGcation  Program  (NLCP).  The  NLCP  is  designed  to  certify  drug 
testing  laboratories  and  develop  a  system  and  provide  guidance  for  the  Department  of  Health 
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and  Human  Services  (DHHS)  to  manage  a  self-sustaining  program.  These  DHHS  certified 
laboratories  test  Federal  government  employees  as  well  as  employees  of  Federally  regulated 
industries  such  as  transportation  and  nuclear  power.  The  NLCP  standard  relies  on  strict 
forensic  and  analytical  procedures  ensuring  accuracy  and  serving  as  the  "gold  standard"  for 
drug  testing  procedures  nationwide.  To  date,  the  NLCP  has  certified  89  laboratories. 


Evaluation:  CSAP's  comprehensive  program  construct  incorporates  a  three-tiered  approach  to 
evaluation  of  demonstration  grants.  This  is  comprised  of:  individual  grantee  process  and  outcome 
evaluations;  a  national-level,  systematic  cross-site  evaluation  of  selected  grantees;  and,  a 
Congressionally  mandated  National  Structured  Evaluation  (NSE)  of  all  Federal  and  non-Federal 
prevention  programs.  The  NSE  has  examined  over  2,500  programs  of  which  440  have  been  identified 
as  having  carried  out  a  defined  set  of  prevention  activities  to  a  defined  population  with  associated 
outcome  measures.  A  detailed  and  refined  analysis  of  the  results  of  the  NSE  will  be  provided  within 
the  Third  Report  to  Congress  due  in  the  Spring,  1994. 


Consolidation  Proposal . 


The  1995  request  reflects  a  new  legislative  proposal  to  consolidate  the  multiple  Center  demonstration 
authorities  into  a  single  one  for  the  CSAP,  consistent  with  the  general  principles  of  the  National 
Performance  Review.  This  will  reduce  the  number  of  discrete  grant  announcements  to  be  issued  by 
the  CSAP/SAMHSA,  simplify  application  procedures  for  prospective  grantees,  and  improve  the 
efficiency  of  the  grant  review  process.  The  display  of  major  budget  line  items  and  the  activities  within 
these  lines  have  been  redefined  to  be  consistent  with  the  legislative  proposal  and  programmatic 
definitions. 


Demonstration  Activities 


Consolidated 

Prevention  Demonstrations 

High  Risk  Youth    

Violence 

Women 

Conununity 

Workplace   

Evaluation    

Total,  Demonstrations  . . . 


Rationale  for  the  Budget  Request 


1993 

1994 

1995 

Actual 

Appropriation 

Estimate 

__, 

$773,119,000 

$56,311,000 

$57,295,000 

(57,157,000) 

— 

2,000,000 

(2,046,000) 

50,212,000 

47,440,000 

(42,532,000) 

104,741,000 

114,741,000 

(114,741,000) 

1,300,000 

1,300,000 

(1,300,000) 

5.368.000 

5.343.000 

r5.343.000^ 

$217,987,000 

$223,119,000 

$223,119,000 

The  1995  request  provides  a  total  of  $223,119,000  for  Prevention  Demonstrations,  $5,000,000  below 
the  amount  appropriated  in  1994.  CSAP  will  use  resources  currently  available  within  its  base  funding 
level  to  enhance  a  comprehensive  prevention  effort  focused  on  substance  abuse  and  women.  This 
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initiative  includes  a  combination  of  prevention  demonstrations  to  develop,  identify,  and  assess 
effective  strategies  for  these  populations,  training  programs  for  health  care  providers  which  focus  on 
the  specific  health  care  needs  of  women  and  adolescent  females,  and  a  national  public  education 
program  to  disseminate  the  most  up-to-date  and  effective  information  on  all  substance  abuse  and 
health  care  issues  impacting  these  two  groups. 

The  demonstration  components  of  this  initiative  include  1)  enhancements  to  the  Adolescent  Female 
Prevention  Program  which  was  initiated  in  FY  1994.  These  funds  will  support  new  knowledge 
development  efforte  that  focus  specifically  on  the  needs  of  adolescents  (12-20  years  of  age)  whose 
use  of  substances  is  often  accompanied  by  special  factors  that  underUe  or  contribute  to  women's 
addictive  problems  such  as  physical  or  sexual  abuse,  including  neglect,  battering,  rape,  and  child 
abuse;  and  2)  a  new  demonstration  effort  focused  on  women  in  life  transitions.  Studies  show  that 
women's  stress  is  often  associated  with  major  life  cycle  transitions  such  as  divorce,  menopause,  the 
empty  nest  syndrome,  caring  for  elderly  parents,  aging,  etc.  Often  women  begin  to  self-medicate  with 
alcohol  and  prescription  drugs,  as  well  as  using  illegal  drugs.  There  is  a  need  to  design  model 
programs  for  use  by  the  health  care  system  that  would  avert  the  abuse  of  alcohol  and  other  drugs  by 
women  at  these  critical  times.  This  initiative  also  affords  the  opportunity  for  CSAP  to  work 
collaboratively  with  the  Center  for  Mental  Health  Services  to  demonstrate  new  models  to  intervene 
appropriately  in  the  lives  of  women  at  these  critical  junctures. 

In  addition,  in  FY  1995,  the  community  prevention  concept  will  be  extended  to  include  innovative 
projects  that  will  focus  on  increasing  the  community's  potential  to  develop  its  own  resources  and  on 
developing  opportunities  to  systematically  strengthen  our  efforts  in  support  of  substance  abuse 
prevention. 


79-879  O  -  94  -  22 
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B.  Public  Education  and  Dissemination 

Authorizing  Legislation  •  Sections  515  of  the  Public  Health  Service  Act 

1993  1994  1995  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FIE  BA 

PubUc  Educ.  —  $11,744,000       —      $10,840,000       —      $13,840,000       —      +$3,000,000 

Dissemination 


1995  Authorization: 

PHSA  Section  515  (c) IndeGnite 


Purpose  and  Method  of  Operation . 


The  foundation  of  a  comprehensive  approach  to  substance  abuse  prevention  is  an  informed  public 
and  community  action.  CSAP  Public  Education  and  Dissemination  Program  supports  efforts  that 
enhance  the  national  development  and  dissemination  of  prevention  ideas  and  approaches.  Through 
a  variety  of  means,  CSAP  informs  the  public-at-large  about  the  devastating  effects  of  alcohol,  tobacco 
and  other  drug  abuse  and  how  to  prevent  such  problems.  CSAP  disseminates  to  the  prevention 
services  Geld  and  the  general  public  the  knowledge  gained  &om  prevention  researchers,  CSAP 
grantees,  and  other  sources  as  well  as  existing  information. 

Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 

Funding  FTE 

1990*    $12,368,000  — 

1991  *    13,334,000  — 

1992*    13,535,000  — 

1993 11,744,000  — 

1994 10,840,000  — 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 

Public  Education:  Providing  alcohol,  tobacco,  and  other  drug  information  to  individuals  in  schools, 
the  workplace,  and  the  community  is  essential  to  the  national  prevention  effort  Public  education 
initiatives  serve  a  special  need  by  both  involving  the  public  and  building  and  maintaining  support  for 
prevention.  The  mass  media  is  instrumental  in  raising  public  awareness  and  facilitating  broad-based 
mobilization.  CSAP  involves  the  media  by  using  them  to  diffuse  well  designed  messages  to  help 
communities,  particularly  high-risk  communities,  prevent  alcohol  and  other  drug  problems.  These 
efforts  play  a  critical  role  in  helping  to  keep  substance  abuse  issues  on  the  public  agenda  and  to 
sustain  momentum  toward  viable  solutions. 

As  part  of  this  effort  the  Public  Education  Cooperative  Agreements  incorporate  public  awareness 
and  conununity  mobilization  efforts  in  order  to  demonstrate  approaches  to  prevent  alcohol  and  other 
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drug  abuse.  The  cooperative  agreements  support  innovative  communication  programs  aimed  at  hard- 
to-reach  and/or  high-risk  audiences  in  specific  populations.  Ejiphasis  is  placed  on  increasing  the 
credibility  and  utility  of  messages  designed  for  specific  target  populations  by  involving  members  of 
the  target  audience  in  the  development  and  testing  of  messages  and  materials.  This  highly  successful 
initiative  has  received  national  recognition  for  its  innovative  communication  efforts.  One  program, 
in  Albuquerque,  NM,  received  six  national  1993  MARKIE  awards  from  the  National  Fouindation  for 
Alcoholism  and  Addiction  Research. 


Dissemination:  The  National  Clearinghouse  for  Alcohol  and  Drug  Information  (NCADI)  is  the 
primary  dissemination  channel  for  CSAP.  NCADI,  the  comprehensive,  authoritative  Federal  resource 
for  information  on  alcohol  and  other  drugs,  promotes  CSAP's  goals  and  programs  by  developing  and 
distributing  printed  and  audiovisual  materials,  publishing  a  bi-monthly  newsletter,  "Prevention 
Pipeline,"  maintaining  a  national  database  of  relevant  published  literature,  and  providing  technical 
support.  Currently  NCADI  responds  to  more  than  250,000  telephone  and  mail  requests  annually  with 
approximately  20  million  pieces  of  literature.  The  largest  category  of  users  is  schools.  In  addition, 
the  NCADI  developed  and  maintains  Prevline,  a  national  electronic  communications  network 
providing  state-of-the  art  computerized  interactive  access  to  prevention  experts  in  the  field,  key 
literature,  current  events,  and  other  information. 

Working  collaboratively  with  NCADI  are  the  Regional  Alcohol  and  Drug  Awareness  Resource 
(RADAR)  Network  Centers  that  disseminate  information  and  promote  networking  at  the  national, 
international,  and  State  and  local  levels.  Currently  there  are  over  600  RADAR  centers  and 
association  and  specialty  centers,  including  the  recently  established  Resource  Center  on  Substance 
Abuse  Prevention  and  Disability.  In  addition  to  NCADI  and  RADAR,  CSAP's  Conference  Grants 
support  community-initiated  efforts  to  disseminate  findings  through  an  interactive,  cost-efi^ective 
process. 

Public  Education  and  Dissemination  Activities 

1993  1994  1995 

Actual  Appropriation  Estimate 

Public  Education $4,548,000  $3,667,000  6,667,000 

Dissemination 7.196.000  7.173.000  7.173.000 

Total    $11,744,000  $10,840,000  $13,840,000 


Rationale  for  the  Budget  Request . 


The  1995  request  provides  a  total  of  $13,840,000  for  Public  Education  and  Dissemination  programs, 
an  increase  of  $3,000,000  over  the  1994  Appropriation  level  redirected  from  CSAP  demonstration 
programs.  These  funds  support  the  public  education  component  of  the  women's  prevention  initiative 
which  provides  for  the  development  and  implementation  of  a  women's  education  campaign  to  prevent 
alcohol  and  other  drug  use  during  pregnancy.  This  effort,  which  will  have  a  specific  emphasis  on 
adolescent  females  (ages  12-20),  will  be  designed  as  a  multi-approach,  multi-year  public  information 
and  education  campaign  to  reach  women  (and  their  partners)  with  clear,  simple  and  realistic  messages 
about  the  dangers  of  using  alcohol  and  other  drugs  during  pregnancy,  including  FAS  and  FAE.  The 
campaign  will  be  developed  based  on  sound  formative  evaluation  (market  research,  concept 
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development,  message  and  materials  pretesting,  etc.)-  Messages  will  be  aimed  to  motivate  women  and 
their  partners  to  reduce  their  risk  by  provid^g  appropriate  ways  to  quit  or  to  reduce  potentially 
harm^  use  patterns  and,  if  necessary,  to  seek  treatment  PSAs,  radio  and  print  materials  will  be 
developed  to  reach  audiences  of  different  races  and  ethnicities.  Special  messages  will  be  developed 
for  low  literacy  audiences. 

These  public  education  efforts  will  include  both  process  evaluation  (tracking  publicity,  promotion, 
outreach,  clipping  service,  etc.),  and  outcome  evaluations.  Outcome  evaluation  will  measiu'e,  among 
other  things,  knowledge  and  attitudinal  changes;  expressed  intentions  of  the  target  audience;  short- 
term  or  intermediate  behavior  shifts  (e.g.,  visiting  a  doctor);  and  policies  initiated  as  a  result  of  the 
campaign  (e.g.,  more  treatment  for  pregnant  women  who  aheady  have  children  and  who  are 
addicted). 
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C.  Training 

Authorizing  Legislation  -  Section  515  of  the  Public  Health  Service  Act. 

1993  1994  1995  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

Training...      ~      $14,512,000      —      $14,512,000      ~      $16,512,000     ~      +$2,000,000 

1995  Authorization: 

PHSA  Section  515  (c) IndeGnite 

Purpose  and  Method  of  Operation 


The  CSAP  Training  System  (CTS)  is  designed  to  meet  the  prevention  training  needs  of  health 
professionals,  while  in  school,  as  well  as  continuing  substance  abuse  training  needs  required  after 
formal  training  is  completed.  It  consists  of  the  following  major  components:  curriculum  development 
and  training,  community  prevention  training,  and  medical  education. 

Funding  levels  for  last  five  fiscal  years  were  as  follows: 

Funding  tin 

1990*    $19,023,000 

1991  *  18,987,000 

1992  •  15,087,000 

1993 14,512,000  ~ 

1994 14,512,000  - 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  PX.  102-321. 

Curriculum  Development  and  Training:  This  component  of  the  CTS  develops  and  pilot  tests 
curricula  to  train  health  care  professionals,  community  leaders,  prevention  professionals,  and  State 
level  trainers.  It  provides  the  necessary  technical  assistance  to  support  implementation  of  knowledge 
and  skills  gained  during  training.  In  one  program,  CSAP  collaborated  with  the  Department  of 
Housing  and  Urban  Development  to  develop  and  deliver  the  Prevention  in  Housing  Communities 
Training  curriculum  to  teams  fi'om  over  90  public  housing  communities. 

Community  Prevention  Training:  This  component  provides  the  specialized  training  to  community 
prevention  grantees  and  other  communities  with  established  coalitions.  The  training  empowers 
communities  to  establish  effective  coalitions  and  to  assess  and  plan  for  their  particular  drug  abuse 
needs  for  their  communities.  The  CSAP  Community  Prevention  Training  Program  revised  and 
tailored  more  than  two  dozen  training  workshops  for  the  special  needs  of  individual  commimities. 
One  program  assisted  the  Alpha  Phi  Alpha  fraternity  develop  and  set  up  the  fraternity's  national 
mentoring  program  for  African  American  youth. 
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Medical  Education:  This  component  supports  grants  to  schools  of  medicine,  nursing,  and  social  work. 
It  provides  appropriate  clinical  prevention  training  for  health  professionals  in  advanced  degree 
training  programs. 


Rationale  for  the  Budget  Request . 


The  1995  request  provides  a  total  of  $16,512,000  for  Prevention  Training,  an  increase  of  $2,000,000 
over  the  1994  appropriation  redirected  from  the  CSAP  demonstration  program.  These  funds  would 
support  the  Health  Providers  and  Women  component  of  the  initiative  and  would  provide  for  the 
training  of  key  health  providers  to  instruct  female  patients  on  the  risks  of  combining  alcohol  and 
other  drugs  with  prescription  medications.  Studies  highlight  that  the  abuse  of  prescribed  tranquilizers 
is  more  frequent  among  women  that  men.  To  facilitate  this  training  process,  CSAP  will  establish 
linkages  with  existing  health  provider  associations,  particularly  those  with  a  specific  focus  on  female 
patients. 
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Substance  Abuse  Treatment 

Overview 


1993* 

1994 

1995 

Increase  or 

Actual 

Appropriation 

Estimate 

Decrease 

Treatment 

DemonstraUons. . .    $196,559,000 

$222,009,000 

$200,223,000 

-  $21,786,000 

Addiction  Treatment 

Tmg  and  AIDS  Trng      8,241,000 

8,241,000 

8,241,000 

„ 

Treatment  Capacity 

Expansion  Program       15,300,000 

10,000,000 

6,786,000 

-     3,214,000 

Substance  Abuse 

Block  Grant 1.130.509.000 

1.177.107.000 

1.487.107.000 

+   310.000.000 

Totel $1,350,609,000 

$1,417,357,000 

$1,702357,000 

+  $285,000,000 

•  In  1993,  funding  for  the  Substance  Abuse  Block  Grant  does  not  reflect  the  net  transfer  of 
$22,210,783  by  the  States  to  the  Community  Mental  Health  Services  Block  Grant  as  allowed  by 
Section  205  (b)  of  PX.  102-321. 


The  nation's  health  care  system  continues  to  be  severely  strained  by  both  the  immediate  societal 
impact  of  alcohol  and  drug  abuse  and  the  longer-term  treatment  and  aftercare  needs  of  those  seeking 
to  break  away  from  addiction.  CSAT  endeavors,  in  partnership  with  State  and  local  governments  and 
community-based  programs,  to  ensure  that  effective  treatment  and  recovery  services  are  available  on 
demand  for  individual  who  suffer  from  alcohol  and  other  drug  problems,  especially  those  who  live 
at  or  below  the  poverty  line  and  are  at  greatest  risk  of  addiction-related  disease  (e.g.,  TB,  HIV/AIDS, 
hepatitis,  and  STDs)  and  socio-economic  dysfunction.  The  overall  goal  is  to  provide  and  evaluate 
a  continuum  of  specific  services  for  effectiveness,  continually  using  evaluation  results  to  reformulate 
individual  approaches  to  care. 

CSAT  strives  to  achieve  its  goal  through  four  major  activities:  Treatment  Demonstrations,  Addiction 
Treatment  Training  and  AIDS  Training,  Treatment  Capacity  Expansion,  and  the  Substance  Abuse 
Prevention  and  Treatment  Block  Grant 

Demonstrations  of  new  and  innovative  drug  abuse  treatment  approaches  have  shown  continuing 
promise  as  workable  model  treatment  efforts.  Within  demonstrations,  residential  treatment  programs 
serving  women  continue  as  high  priorities.  The  Treatment  Capacity  Expansion  Program  (CEP),  to 
be  completed  in  1995,  supports  creation  of  new  addiction  treatment  capacity  where  a  documented 
gap  occurs  between  treatment  needs  and  availability  of  existing  services. 

The  1995  budget  request  adds  a  net  $285  million  to  CSAT  for  a  major  new  initiative  focusing  on  the 
treatment  of  hard  core  populations.  The  total  initiative  includes  $310  million  in  treatment  services 
funded  through  the  Substance  Abuse  Block  Grant.  Funds  for  this  portion  of  the  initiative  include 
a  $285  million  budget  increase  (which  includes  $45  million  in  ONDCP  Drug  Forfeiture  Funds)  plus 
$25  million  transferred  from  the  Demonstration  and  CEP  activities  of  CSAT.  In  addition,  $35  million 
in  funding  within  the  Demonstration  activity  base  will  be  redirected  to  a  new  initiative  focusing  on 
hard  core  treatment  issues  under  Health  Care  Reform. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Center  for  Substance  Abuse  Treatment 

(dollars  in  thousands) 


1993 
Actual 

1994 
Appropriation 

1995 
Estimate 

Consolidated 

Treatment  Demonstrations: 
Grants: 

Continuations 

New/Competing 

Supplements.. 


N 


71 
139 


$39,876 
85,342 


N 


209 
10 


$143,833 
6.840 


N 


141 
44 


$107,383 
35.000 


Subtotal,  Grants 

Cooperative  Agreements: 

Continuations 

New/Competing 

Supplements.. 


210 

3 
17 


125,218 

20,764 
27,137 


219 

18 
2 


150,673 

30.419 
8.483 


185 
10 


142,383 
25.000 


Subtotal,  Cooperative  Agreements.. 
Contracts 


20 
50 


47,901 
23.440 


20 
55 


38.902 
32,434 


10 
50 


25,000 
32,840 


Total,  Treatment  Demonstrations. 
Forfeiture  Fund  (Non-Add): 
Grants: 

New/Competing  (Non-Add) 

Contracts  (Non-Add). 


280 


(8) 


196.559 


(9,700) 


294 


(5) 


222,009 


(4,500) 
(500) 


245 


200,223 


Subtotal,  Forfeiture  Fund  (Non-Add). 


(8) 


(9,700)1       (6) 


Addiction  Treatment  Training  and  AIDS  Training: 
Grants: 

Continuations 

New/Competing 11 

Supplements.. 


5,024 


11 


(5,000) 


5.024 


11 


5.024 


Subtotal,  Grants.. 
Contracts 


11 
10 


5.024 
3.217 


11 
14 


5.024 
3.217 


11 
14 


5.024 
3.217 


Total.  Addict.  Trmt  Trng  &  AIDS  Tmg. 

Capacity  Expansion  Program: 
Grants: 

Continuations 

New/Competing 

Supplements.. 


21 

N 

18 
17 


8,241        25 
$  N 


8.086 
6.515 


35 


8.241 
$ 
9,729 


25 
N 
17 


8,241 
$ 
6,515 


Subtotal, 
Contracts 


Grants.. 


35 
2 


14,601 
699 


35 
1 


9,729 
271 


17 
1 


6,515 
271 


Subtotal,  Capacity  Expansion  Program.. 
Forfeiture  Fund  (Non-Add): 
Grants: 

Continuations  (Non-Add) 

New/Competing  (Non-Add). 


37 


(18) 


15,300 


36 


10,000 


18 


(8,086)  - 
(6.515) 


6,786 


Subtotal.  Grants  (Non-Add). 
Contracts  (Non-Add)... 


(32) 


(14,601) 

(699),  ■ 


Subtotal,  Forfeiture  Fund  (Non-Add). 


Substance  Abuse  Block  Grant  ^' 

Hard  Core  Treatment  Initiative  (Non-Add). 

Block  Grant  Set-Aside  (Non-Add). 

Forfeiture  Fund  (Non-Add) .......... 


(33) 
60 


(15,300) 


1.130,509 


(56,525) 


60 


1,177,107 

(58,855) 
(10,000) 


60         1,487,107 

(60)         (310.000) 

(68.155) 

—  (45.000) 


CSAT.  Total 398    $1,350,609 

Forfeiture  Fwid(Nori-Add) (87)  (46,116) 


415     $1,417,357 

(66)  (15,000) 


348     $1,702,357 

(45.000) 


'"  Excludes  net  transfers  by  the  States  of  $22,21 0,783  from  the  Substance  Abuse  Block  Grant  to  the  Mental 
Health  Block  Grant  in  FY  1993  as  allowed  by  Section  205  (b)  of  P.L.  102-321. 
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A.  Treatment  Demonstrations 

Authorizing  Legislation  -  Sections  508,  510,  511,  and  571  of  the  Public  Health  Service  Act. 

1993'  1994  1995  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE        BA  FTE        BA  FTE        BA  FTE        BA 

Demos —        $196,559,000      —    $222,009,000      —    $200,223,000      —     -$21,786,000 

1995  Authorization: 

Pregnant,  Postpartum  Women  -  PHSA  Section  508  (r)   Expired 

Demonstrations  of  National  Significance  -  PHSA  Section  510  (e)   Expired 

Criminal  Justice  -  PHSA  Section  511  (d) Expired 

National  Capitol  Demonstration  -  PHSA  Section  571  (h)  * $5,000,000 

*  Limited  to  $3,750,000  in  the  proposed  1995  appropriation  language. 

Purpose  and  Method  of  Operation 


CS AT  supports  demonstrations  of  new  and  irmovative  drug  abuse  treatment  approaches,  derived  from 
proven  research  or  sound  empirical  evidence,  in  replicable  circumstances,  that  are  known  to  be  cost- 
effective  methods  of  curbing  addiction  and  addiction-related  behaviors,  such  as  the  spread  of 
HIV/AIDS.  The  inmiediate  objectives  are  to  increase  the  number  of  persons  being  treated,  reduce 
their  relapses,  improve  overall  patient  health  and  socio-economic  functioning,  and  evaluate  the  cost 
effectiveness. 

Funding  levels  for  the  last  five  years  were  as  follows: 

Funding  hit, 

1990  •  $109,178,000  ~ 

1991  *  137,085,000  — 

1992  *  148,256,000 

1993     196,559,000 

1994     222,009,000  — 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 

Target  Cities  (Crisis  Areas')  Demonstrations:  The  Target  Cities  Initiative  is  a  series  of 
intergovenmiental  cooperative  agreements  designed  to  improve  treatment  systems  in  metropolitan 
areas  and  to  link  and  integrate  alcohol  and  other  drug  services  with  disease  prevention,  primary 
health,  mental  health,  labor,  education,  and  the  justice  system.  Through  the  establishment  of  central 
intake,  assessment,  and  referral  systems,  this  initiative  facilitates  better  treatment-patient  matching 
and  more  rapid  referral  to  treatment  services.  Common  intake  instruments  are  being  utilized  in  all 
of  the  first  round  Target  Qties  which  enables  an  intake  worker  to  make  a  more  accurate  initial 


'  FY  93  does  not  include  $22,610,000  earmarked  for  Residential  Treatment  Programs  for 
Pregnant  and  Postpartum  Women  from  the  Substance  Abuse  Block  Grant  Set-Aside 
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assessment  of  the  patient  and  consequently,  a  more  appropriate  referral.  The  installation  of 
management  infonnation  systems  will  better  enable  the  intake  units  to  match  patients  to  treatment 
as  well  as  to  track  their  progress. 

Residential  Treatment  for  Pregnant  and  Postpartum  Women:  Residential  Treatment  for  Pregnant 
and  Postpartum  Women  supports  comprehensive  treatment  services  in  residential  settings  for 
pregnant  and  postpartum  women  and  their  children.  Elements  of  this  initiative  include  housing  that 
permits  children  to  live  with  their  mothers,  primary  health  care,  prenatal  and  postnatal  health  care, 
pediatric  health  care,  and  education  and  counseling  related  to  AIDS,  STDs,  domestic  violence,  sexual 
abuse,  and  psychological,  legal,  and  employment  issues.  Matching  funds  are  required  and  must  be 
not  less  than  $1  for  each  $9  of  Federal  funds  provided  in  years  one  and  two,  and  not  less  than  $1  for 
each  $3  of  Federal  funds  provided  in  all  subsequent  years  for  each  new  award.  In  1993,  specific 
financial  support  was  targeted  to  programs  designed  to  reduce  fetal  alcohol  syndrome  among  Native 
American  and  Alaskan  Native  women.  In  1994,  all  twenty-three  existing  grants  were  continued,  and 
added  emphasis  was  directed  toward  women  and  children  within  the  Foster  Care/Child  Welfare 
System,  or  at  risk  of  involvement  with  this  system. 


Residential  Treatment  for  Women  and  Children:  Residential  Treatment  for  Women  and  Children 
supports  comprehensive  substance  abuse  treatment  services  in  residential  settings  for  alcohol  and 
other  drug  abusing  women  and  their  children.  Substance  abusing  women  are  considered  "hard  to 
reach,"  and  many  localized  community  efforts  have  not  addressed  the  full  range  of  their  needs.  This 
initiative  achieves  service  integration  through  linking  primary  health  care,  pediatric  care,  substance 
abuse,  mental  health,  housing,  counseling,  legal,  and  employment  services,  emphasizing  services  for 
women  residing  in  public  housing  communities,  homeless  women,  women  in  rural  areas,  and  women 
with  infectious  diseases.  In  1994,  we  will  particularly  emphasize  provision  of  services  for  women  and 
children  within  the  Foster  Care/Child  Welfare  System,  or  are  at  risk  of  involvement  with  this  system. 

Campus  Demonstration:  In  an  e£Fort  to  determine  the  most  effective  substance  abuse  treatment 
methods,  CSAT  established  the  Campus  demonstration  initiative  in  1991.  The  two  campus  projects, 
one  in  Secaucus,  New  Jersey,  and  the  other  in  Houston,  Texas,  provide  a  range  of  state-of-the-art 
treatment  methods  and  associated  social  services  in  settings  where  several  treatment  providers  jointly 
utilize  central  intake,  food,  recreational,  and  commissary  facilities.  This  demonstration  model  allowed 
for  the  provision  of  treatment  services  in  an  atmosphere  that  permitted  the  comparison  and 
evaluation  of  alternative  approaches  to  treatment  Federal  funding  support  to  Campus  projects  will 
be  phased  out  during  1994. 

Criminal  Justice  Initiative:  This  initiative  supports  and  evaluates  projects  which  provide  substance 
abuse  treatment  to  the  incarcerated  as  well  as  other  persons  involved  at  some  stage  with  the  criminal 
justice  system,  including  adolescents  and  juveniles.  Criminal  Justice  demonstration  projects  offer  a 
wide  range  of  diversion-to-treatment  concepts,  and  treatment  for  "high-risk"  probation/parole  clients. 
The  most  innovative  projects  involve  intensive  day  treatment  centers  and  case 
management/supervision  models.  Under  these  models,  linkages  are  developed  to  ancillary  community 
resources  including  family  involvement,  educationyjob  placement,  mental  health  services,  housing  and 
related  social  services. 
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In  1993,  CSAT  began  a  new  demonstration  initiative  supporting  community-based  treatment  projects 
that  focus  on  diversion  to  treatment  and  supervisionytreatment  of  "high  risk"  probation  and  parole 
clients.  Jurisdictions  which  are  under  court  order  to  reduce  inmate  populations  or  that  utilize 
deferred  prosecution  with  a  direct  referral  to  treatment  are  particular  areas  of  emphasis. 

Critical  Populations:  Treatment  initiatives  for  Critical  Populations  target  outpatient  treatment 
services  to  a  variety  of  populations  including  women  and  their  children,  such  as  those  in  or  at-risk 
of  being  in  the  child  welfare  system,  adolescents,  racial  and  ethnic  minorities,  public  housing  residents, 
and  persons  in  rural  areas,  including  migrant  workers.  In  providing  substance  abuse  treatment 
services,  these  demonstrations  improve  physical,  emotional,  and  social  functioning,  increase 
educational  levels  and  vocational  development,  and  reduce  relapse  rates. 

Comprehensive  Communitv  Treatment  Programs:  The  Comprehensive  Conmiunity  Treatment 
Programs  (CCTP)  offer  a  wide  array  of  substance  abuse  treatment  initiatives  designed  to  improve  the 
effectiveness  and  comprehensiveness  of  treatment  services.  Several  new  initiatives  were  begun  in 
1993  and  continue  in  1994.  These  include:  the  National  Capital  Area  Treatment  Demonstration 
initiative,  which  was  designed  to  develop  and  implement  a  common  intake  and  referral  system  for 
substance  abuse  treatment  within  the  Washington,  D.C.,  metropolitan  area;  the  Rural,  Remote,  and 
Culturally  Distinct  Populations  initiative  supports  systems  of  substance  abuse  and/or  dependence 
intervention,  treatment,  and  recovery  services  for  individuals  with  culturally  distinct  characteristics; 
demonstrations  for  homeless  co-morbid  populations;  development  of  a  case  management  and  referral 
system  for  disabled  individuals;  and,  in  conjunction  with  NIDA,  a  research  project  looking  into  the 
linkage  of  primary  health  care,  substance  abuse,  and  HIV/AIDS  treatment  systems.  Finally,  funds  are 
included  to  contribute  to  the  support  of  the  State  Needs  Assessments,  an  integral  part  of  the  State 
Systems  Development  Program  and  a  State  requirement  under  new  Block  Grant  legislation.  In  order 
for  States  to  quaUfy  for  their  block  grant,  they  must  conduct  a  needs  assessment  and  include  the 
results  in  their  application. 

AIDS  Demonstrations:  AIDS  Outreach  Demonstrations  support  treatment  and  outreach  services  for 
substance  abusers  in  an  effort  to  combat  addiction  and  reduce  the  spread  of  HTV/AIDS  among 
substance  abusers  and  their  sexual  partners.  This  community-based  initiative  will  be  phased  out  in 
1994,  to  be  replaced  in  1995  by  other  initiatives  which  will  include  components  intended  to  help 
communities  estabUsh  intervention  services,  organize  existing  resources,  and  add  basic  components 
that  do  not  currently  exist  for  substance  abusers  and  other  target  populations  who  are  at  risk  for 
HIV/AIDS. 

CSAT  is  collaborating  with  the  Bureau  of  Primary  Health  Care  in  implementing  an  AIDS  Linkage 
Demonstration  designed  to  strengthen  the  linkages  and  integration  between  the  primary  health  care, 
alcohol,  substance  abuse,  HTV/AIDS,  and  mental  health  treatment  systems.  This  initiative  supports 
activities  to  create  comprehensive,  community-based  model  programs  to  better  serve  the  needs  of 
injecting  drug  users,  other  high  risk  substance  abusers,  their  sexual  partners,  and  particularly 
substance  abusers  who  are  members  of  critical  populations. 
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Consolidation  Proposal . 


The  1995  request  reflects  a  new  legislative  proposal  to  consolidate  the  multiple  Center  demonstration 
authorities  into  a  single  one  for  the  CSAT,  consistent  with  the  principles  of  the  National  Performance 
Review.  This  will  reduce  the  number  of  discrete  grant  announcements  to  be  issued  by  the  CSAT, 
simplify  application  procedures  for  prospective  grantees,  and  improve  the  efGciency  of  the  grant 
review  process.  The  display  of  major  budget  line  items  and  the  activities  within  these  lines  have  been 
redefined  to  be  consistent  with  the  legislative  proposal  and  programmatic  definitions. 


Demonstration  Activities 


1993' 

1994 

1995 

Actual 

Appropriation 

Estimate 

___ 

$200,223,000 



— 

(35,000,000) 

$34,848,000 

$34,848,000 

(28,197,000) 

26,028,000 

54,228,000 

(54,228,000) 

18,395,000 

9,395,000 

(_.) 

32,990,000 

33,990,000 

(23,530,000) 

44,681,000 

43,681,000 

(23,561,000) 

21,273,000 

27,523,000 

(27,523,000) 

18.344.000 

18.344.000 

(8,184,000) 

$196,559,000 

$222,009,000 

$200,223,000 

Consolidated 

Treatment  Demonstrations 

Hard  Core  Demos   

Target  Cities 

Women  and  Chfldren  . . . 

Campus    

Criminal  Justice 

Critical  Populations 

CCTP 

AIDS  Demonstrations  . . . 
Total,  Demonstrations  . . . 


Rationale  for  the  Bu^et  Request 

The  1995  request  provides  a  total  of  $200,223,000  for  Treatment  Demonstrations,  which  represents 
$21,786,000  less  than  the  1994  appropriation  resulting  &om  the  phase  out  of  the  Campus  Project  and 
the  redirection  of  funds  to  the  Substance  Abuse  Block  grant  for  the  Hard  Core  Treatment  Initiative. 
This  request  includes  $165,223,000  for  the  continuation  of  the  existing  grants  for  the  Demonstration 
programs,  and  $35,000,000  redirected  for  the  Hard  Core  Treatment  Demonstration  program.  In 
addition,  $21,786,000  no  longer  required  for  continuation  support  of  expiring  grantees  is  reallocated 
to  the  Block  Grant  program  to  support  the  Hard  Core  Treatment  Initiative. 

A  total  of  $35,000,000  will  be  redirected  from  existing  CSAT  demonstration  programs  and  focused 
on  projects  to  develop  and  test  models  for  integrating  service  systems  for  persons  with  severe 
addictions  into  primary  health  and  specialty  substance  abuse  treatment  systems.  Health  care  reform 
will  facilitate  the  rapid  development  of  primary  health  care  systems.  Managed  care  systems  have 
either  avoided  or  excluded  persons  with  severe  addictive  disorders,  or  have  had  little  treatment 
success.  Demonstrations  are  needed  of  different  models  of  integrating  substance  abuse  services  into 
managed  care  systems,  and  the  impact  of  different  linkage  systems  on  treatment  outcomes. 


'  FY  93  does  not  include  $22,610,000  earmarked  for  Residential  Treatment  Programs  for 
Pregnant  and  Postpartum  Women  from  the  Substance  Abuse  Block  Grant  Set-Aside 
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B.  Addiction  Treatment  Training  and  AIDS  Training 

Authorizing  Legislation  -  Section  512  of  the  Public  Health  Service  Act 

1993  1994  1995  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

Training...      —        $8,241,000      -        $8,241,000      —        $8,241,000      ~  — 

1995  Authorization: 

PHSA  Section  512  (d) Expired 

Purpose  and  Method  of  Operation . 


Addiction  Treatment  Counselor  Training: 

Addiction  Training  Centers  (ATCs),  initiated  in  1993,  are  designed  to  develop  and  maintain  a 
network  responsible  for  cultivating  a  cadre  of  health  and  allied  health  practitioners  devoted  to  the 
practice  of  addiction  treatment  and  recovery.  This  initiative  allows  coordination  among  universities. 
State  and  local  government  programs,  and  the  non-profit  addiction  treatment  Geld  to  link  publicly- 
funded  addiction  treatment  and  recovery  programs  with  institutions  that  train  health  and  allied  health 
care  practitioners.  Eleven  centers  prepare  students  and  trainees  for  addiction  treatment  careers, 
ensuring  the  continued  development  and  implementation  of  ongoing  human  resources  development 
and  continuing  education  programs.  Of  the  eleven  centers,  at  least  two  of  them  will  provide  graduate 
level  training  for  rural  and  frontier  States;  e.g.,  the  University  of  Nevada  at  Reno  has  a  regional  ATC 
consortium  which  includes  Montana,  Utah  and  Alaska  with  the  potential  to  include  Wyoming.  Since 
the  begirming  of  all  CSAT-supported  addiction  counselor  training  programs,  more  than  4,400  trainees 
have  received  classroom  instruction  and  300  training  opportunities  for  practicing  counselors  not  yet 
credentialed  have  been  provided. 

AIDS  Health  Care  Worker  Training: 

This  initiative  increases  the  focus  on  the  relationship  between  substance  abuse,  HIV/AIDS, 
tuberculosis  and  sexually  transmitted  disease  in  an  effort  to  support  knowledge  development  and 
competency-based  training  in  provision  of  treatment  services. 

Funding  levels  for  the  last  five  years  were  as  follows: 

Funding  tit. 

1990  *    $11,876,000  — 

1991  *    9,947,000 

1992  •    8,646,000  — 

1993     8,241,000  ~ 

1994     8,241,000  ~ 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
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Addiction  Treatment  Training  and  AIDS  Training  Activities 


1993 
Actual 

1994 
Appropriation 

$5,429,000 

2.812.000 

$8,241,000 

1995 
Estimate 

$5,429,000 

2.812.000 

$8,241,000 

$5,429,000 

2.812.000 

$8,241,000 

Addiction  Treatment 

Training 

AIDS  Training 

Total    


Rationale  for  the  Budget  Request 

The  1995  budget  request  proposes  to  continue  funding  for  training  at  the  same  level  as  1994. 
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C  Treatment  Capacity  Expansion  Program  (CEP) 

Authorizing  Legislation  -  Section  1971  of  the  Public  Health  Service  Act 


1993 

Actual 

1994 

Appropriation 

FIE                  BA 

1995 
Estimate 

Increase  or 
Decrease 

FTE                   BA 

flE 

BA 

FIE                   BA 

CEP   ~      $15,300,000 

_. 

$10,000,000 

_. 

$6,786  ,000 

~             -$3,214 

1995  Authorization: 

PHSA  Section  1971  (j) 

Kmirerf 

Purpose  and  Method  of  Operation . 

The  Capacity  Expansion  Program  (CEP)  was  designed  to  expand  the  availability  of  drug  treatment 
services  in  areas  of  need  as  identified  in  State  needs  assessment  data  and  Statewide  treatment  plans 
being  developed  under  the  SSDP.  The  program  was  specifically  authorized  by  the  1992  ADAMHA 
Reorganization  Act  and  funded  entirely  fi'om  special  forfeiture  funds  in  1993.  Matching  funds  are 
required  for  new  grants  in  1993  and  thereafter  and  must  be  not  less  than  $1  for  each  $9  of  Federal 
funds  provided  in  the  first  three  years,  and  not  less  than  $1  for  each  $3  of  Federal  funds  provided 
in  ail  subsequent  years. 

States  identify  the  need  for  expanded  services  for  high-risk  populations.  Special  emphasis  is  focussed 
on  identifying  the  unique  needs  of  racial  and  ethnic  minorities,  pregnant  and  postpartum  women  and 
their  substance-exposed  infants,  women  and  children  involved  or  at  risk  of  involvement  with  the  child 
welfare  system,  the  homeless,  residents  of  public  housing,  and  adolescents  (particularly  those  involved 
with  the  criminal  justice  system). 

Ftmding  levels  for  the  last  five  years  were  as  follows: 

Funding  FTE 

1990*  $25,800,000  — 

1991  •  38,545,000  ~ 

1992*  9,000,000  ~- 

1993     15,300,000  ~ 

1994     10,000,000  — 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
(FY  1990-91  reflect  funding  to  support  Waiting  List/Waiting  Period  Reduction  grants.) 

Rationale  for  the  Budget  Request 


The  1995  budget  request  provides  funds  for  the  continuation  of  the  final  year  of  the  existing  grants 
imder  the  Capacify  Expansion  Program.  All  17  grantees  will  receive  support  during  the  year. 
Resources  no  longer  necessary  to  continue  expiring  grantees  ($3,214,000)  are  redirected  to  the  Block 
Grant  program  to  support  the  new  Hard  Core  Treatment  Initiative. 
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D.   Substance  Abuse  Prevention  and  Treatment  Block  Grant 

Authorizing  Legislation  -  Section  1935  of  the  Public  Health  Service  Act 

1993  1994  1995  Increase  or 

Actual Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

Block  Grant      18  $1,130,509,000      18  $1,177,107,000      18  $1,487,107,000      —+$310,000,000 

1995  Authorization: 

PHSA  Section  1935  (a) Expired 

Note:  FY  1993  actual  excludes  transfers  by  the  States  to  the  Mental  Health  Block  Grant  in  the  net 
amount  of  $22,210,783,  as  allowed  by  Section  205  (b)  of  P.L.  102-321. 

Purpose  and  Method  of  Operation 


The  Substance  Abuse  Prevention  and  Treatment  Block  Grant  funds  are  distributed  to  each  State  via 
a  Congressionally-mandated  formula.  These  funds  are  made  available  to  the  States  for  the  purposes 
of  supporting  prevention  and  treatment  services  for  alcohol  and  other  drug  abuse.  Twenty  (20) 
percent  of  the  Block  Grant  is  earmarked  for  prevention  activities. 

The  law  requires  that  States  comply  with  various  funding  agreements,  including  the  provision  of 
services  for  women  and  intravenous  drug  users,  the  provision  of  HIV  and  TB  screening,  counseling 
and  treatment  services,  and  the  submission  of  Statewide  needs  assessments.  For  States  to  qualify  for 
their  block  grant,  they  must  conduct  an  assessment  of  the  prevalence  of  substance  abuse  and  the  need 
for  treatment.  This  information  must  be  included  in  the  State  Plans  that  are  submitted  as  part  of  the 
annual  Block  Grant  application,  and  approval  of  the  plan  is  necessary  before  a  grant  may  be  awarded. 

The  law  also  continues  a  5  percent  set-aside  requirement  to  be  used  for  technical  assistance,  data 
collection,  and  program  evaluations.  A  portion  of  the  set-aside  is  used  to  support  the  State  Systems 
Development  Program  (SSDP),  which  was  initially  implemented  in  1991.  SSDP  is  designed  to 
develop  accountability  mechanisms  to  ensure  effective  delivery  of  quality  treatment  services.  This 
program  is  the  key  to  Federal  efforts  to  guide  and  monitor  addiction  treatment  services  on  a  national 
scale,  while  still  allowing  the  States  latitude  to  design  solutions  to  local  treatment  problems. 

Funding  levels  for  the  last  Gve  years  were  as  follows: 

Funding  FTE 

1990*    934,333,000  — 

1991  •    999,396,000  — 

1992*    1,079,840,000  18 

1993  •• 1,130,509,000  18 

1994  •* 1,177,107,000  18 

*  Comparable  figure  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
**  Excludes  net  transfers  between  Mental  Health  and  Substance  Abuse  Block  Grants. 
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Stats/Tenitoiy 

Alabama 

Alaska. 

Arizona. 

Arfcanaas _. 

Califomia.... 

Colorado.... 

Connecticut 

Delaware 

District  of  Columbia. 
Florida. 

Qeorgla. 

Hawaii 

Idaho 

llUnois 

Indiana. 

Iowa 

Kansas 

KsfTtucky 

Louisiana. 

Maine 

Maryland 

Massachusetts 

Michigan _ 

Minnesota. 

MinrMsota  Indians... 

Mississippi 

Missouri _ 

Montana. 

Nebraska.- 

Nevada.. 

New  Hampshire 

New  Jersey 

New  Mexico 

Now  York 

North  Carolina. 

North  Dakota. 

Ohto 

Oklahoma.... 

Oregon 

Pennsylvania. 


1993 
Appropriation 


Actual 


1/ 


1994 

Appropriation 


199S 

Base  Sub  Abuse 

Bk>ckQrant 


$310Mil»on 
Hard  Core  2/ 


1995 

Total 

Estimate 


$14,888,807 

2,170,796 

15,366,146 

7,237,983 

152,246,288 

14.417,044 

13,161,344 

3,251,660 

3,887,424 

50,095,842 

23,095,777 

5,323,812 

3,472,482 

49,729,759 

24,493,336 

9,769,497 

8,151,104 

13,030,104 

17,581,345 

4,340,420 

22,226,407 
28,591,146 
43,669,542 
16,076,460 
396,226 

8,613,930 
18,224,260 
2,797,342 
4,779,701 
5,538,937 

4,200,819 
37,452,980 

5,621,023 
82,292,542 
23,749,873 

2,055,388 
49,842,310 
11,292,960 
11,210,572 
49,068,406 


$12,398,438 

2,226,666 

15,366,146 

5,737,983 

152,246,288 

14,417,044 

13,855,083 

3,251,680 

3,887,424 

50,095,842 

21,753,003 

5,323,812 

3,472,482 

49,729,759 

18,993,336 

9,769,497 

7,839,769 

13,030,104 

17,581,345 

3,809,162 

22,226,407 
26,079,965 
43,669,542 
16,076,460 
396,226 

7,124,951 
18,224,260 
2,494,122 
4,779,701 
5,538,937 

2,635,804 
37,452,980 

4,604,330 
90,018,196 
23,324,236 

2,055,388 
45,142,310 
10,799,408 
11210,572 
49,068,406 


$15,573,739 

2,170,796 

16,034,641 

7,812^21 

158,833^851 

15,732,344 

13,168,024 

3,372,547 

3,887,424 

50.095,842 

24,921,154 

5,665,904 

3,860,116 

51,292,265 

26,304,297 

10,315,738 

8,755,783 

13,958,725 

18,773,887 

4,340,420 

22,989,174 
28,591,146 
46,177,047 
16,975,490 
418,384 

9.296.888 
18.487,928 
3,046,537 
5,122,221 
5,679,574 

4.200,819 
37,452,980 

5,621.023 
82.292.542 
25,316.302 

2.176,914 
53,085,411 
12,205,898 
11,992.734 
49.158.719 


$15,835,508 

1,941,018 

16,304,157 

7,943,532 

161,503,591 

15,996,779 

13,389,357 

3,429,234 

3,339,877 

47,238,099 

25,340,038 

5,761,13 

3,924,998 

52,154,405 

26,746,429 

10,489,129 

8,902.954 

14.193,349 

19,089,446 

4,394,419 

23,375,585 
28,853,371 
46,953,208 
17560,812 
425,425 

9,453,154 
18,798,680 
3,097,744 
5208.318 
5,775,039 

3,857228 
33.509,416 

5,687,798 
78,490,504 
25,741,828 

2213,504 
53,977,891 
12.410.856 
12.194.313 
49,984,997 


$4,258,198 

521,943 

4,384219 

2,136,031 

43,428,623 

4,301,564 

3,600,424 

922,128 

898,099 

12,702,415 

6,813,985 
1,549,181 
1,055.439 
14,024,419 
7,192,166 

2,820,547 
2,394,021 
3,816,619 
5,133,188 
1,181,668 

6285,739 

7,758,727 

12,625,807 

4,641 ,465 

114,398 

2,541,971 
5,055,001 
832.989 
1.400.527 
1.552.919 

1,037216 
9,010.746 
1.529.460 
21.106246 
6.922,027 

595,215 

14,514,704 

3,337,303 

3279,074 

13,441,061 


$20,093,706 

2,462,962 

20,688,376 

10,079,562 

204,932,214 

20,298,344 

16,989,780 

4,351,3(2 

4,237,977 

59,940,514 

32,154,022 

7,310,320 

4,980,437 

66,178,824 

33,938,595 

13,309,676 
11296,975 
18,009,967 
24,222,634 
5,576,086 

29,661,324 
36,612,098 
59,579,015 
21,902,277 
539,822 

11,995,125 

23,853,681 

3,930,733 

6,608,844 

7,327,998 

4,894.444 
42,520,162 

7,217258 
99,596,750 
32,663,855 

2,808.719 
68,492,394 
15,748,159 
15,473,387 
63,426,068 
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1995  1995                         1995 

1993                         1993                         1994                BaaeSubAbuw  $310  Minion                  Total 

State/Tefritory AppropriaMon Actual  ^^ Appropriation Btock  Grant  Hard  Core  ^ Estimate 

Rhode  Island 5,824,784                 4,952,784                 5,824.784                 4,330,917  1.164,5Ee                 5,495.509 

South  Carolina. 13,054,088                12,829.637                13,886.088                14.119,501  3,796.761                 17,916,282 

South  Dakota... 2,984,646                 1,887,213                 2,984,646                 2,128,516  572,362                 2,700,879 

Tenneaaae 16,919,528               15,342,812               18,140,637               18.445,552  4.960.044               23,405,596 

Texas 70,164,653               70,164,653               75,181,608               76,445,289  20,556,284               97,001,572 

Utah 8,500,272                  8.500,272                  8.562,656                  8,706,580  2,341,216                11,047,796 

VennonL 3,110,892                 1,900,825                 3,110,892                 2,163.655  581.811                 2.745,466 

Virginia. 24,233,472                24,233,472                25,632,420                26,063,259  7,008.460                33.071,719 

Washington 23,188,841                23,188,841                24,807,591               25.224.567  6,782,934               32,007,501 

WestVlrginla. 6,545,009                 5,489.633                 7,036.752                 7.155,029  1,924,001                  9.079,029 

Wisconsin 18,674,361                18,674,361                19,761,129               20.09332  5.403.122               25.496,404 

Wyoming 1,261,466                 1,261.466                 1,391,414                 1,414,801  380,443                 1,795,244 

American  Samoa....                 180,808                   180,808                   188,749                   195,511  52,573                  248,084 

Ouam 514.720                    514.720                    537,326                    556,574  149,664                    706,238 

N.  Mariana  Islands...                  167,557                    167.557                    174,916                    181,182  48.720                    229.902 

Puerto  Rioo 13.614,985               13,614,985               14,212,967               14,722,073  3,958.794               18,680,867 

Paulau 58,456                       58,456                       61,024                       63,210  16,997                       80,207 

Marshall  Islands 172,929                    172,929                    180,525                    186,992  50,282                    237.274 

Micronesia. 409,385                    409,385                    427,365                    442,673  119,036                    561,709 

Virgin  Islands 990,912     520,912     990,912 425,560 114,434 539,994 

Total  Intrastate/Tetritory 

Alk>tments 1,073,983,550          1,051,772,767          1,118,251,650          1,118,251,650  300.700.000          1,418,951,650 

Set-Aside 56,525,450                56,525,450                58,855,360                58,855.350  9.300.000                68.155,350 

Total $1,130,509,000        $1,108,298,217        $1,177,107,000        $1,177,107,000  $310,000,000        $1,487,107,000 

^^   The  FY  1993  actual  reflects  net  transfers  by  the  States  of  $22,210,873  to  the  MIH  Block  Grant,  as  allowed  by 
Section  205  (b),  P.L.  102-321. 

^   These  funds  will  be  used  exclusively  to  provide  treatment  for  hardcore  users.  States  will  have  considerable  latitude 
and  flexibility  to  use  these  new  resources  to  meet  local  priorities  for  the  hardcore  population.  To  focus  these  new 

funds  on  treatment  services,  they  will  not  be  subject  to  several  of  the  existing  mandates  of  the  current  block  grant. 


Funds  are  allocated  to  each  State  according  to  a  statutory  formula  based  on  the  State's  population, 
the  State's  total  taxable  resources,  and  a  "cost  of  services  index"  for  each  State,  with  award  levels 
subject  to  a  residual  "hold-harmless"  provision.  The  State  is  eUgible  to  receive  the  greater  of  the 
amount  calculated  by  the  formula  or  79.6  percent  of  the  1992  ADMS  allotment  Territories  are  to 
receive  a  share  of  1.5  percent  of  the  total  available  for  block  grant  awards. 
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Rationale  for  the  Budget  Request . 


The  1995  request  continues  funding  for  this  activity  at  the  1994  level  plus  an  additional  $310,000,000 
to  focus  states  on  priority  treatment  services  to  hard  core  users.  The  request  continues  to  provide 
support  for  the  18  tits  providing  direct  technical  assistance  to  States  which  are  supported  by  the 
block  grant  set-aside  funds.  Thirteen  States  and  Territories  participated  in  the  SSDP  in  1992;  four 
participated  in  1993;  fourteen  will  participate  in  1994;  and,  twenty-nine  more  will  be  added  in  1995, 
which  will  complete  the  first  cycle  of  needs  assessments  for  all  States  and  Territories. 

The  new  funds  of  $310,000,000  would  be  allotted  to  the  Sutes  (including  the  District  of  Columbia 
and  the  Territories)  in  the  same  proportion  that  they  receive  base  Substance  Abuse  Block  Grant 
funds;  however,  the  additional  $310,000,000  will  have  an  exclusive  focus  on  the  treatment  of  hard 
core  populations.  States  will  be  required  to  address  hard  core  indicators  in  their  applications  and 
plans,  and  to  adhere  to  current  provisions  governing  access  and  quality  of  care  on  the  public  health 
model.  Monitoring,  oversight,  and  reporting  requirements  will  help  guarantee  that  these  funds  are 
targeted  on  the  hard  core  population,  and  that  they  will  be  used  to  meet  the  treatment  needs  of 
persons  where  abuse  poses  significant  health  and  safety  threat  to  themselves  and  to  society. 

Up  to  two  percent  of  the  States'  allocation  firom  the  additional  $310,000,000  could  be  used  to 
strengthen  and  extend  State  and  local  data  collections  systems  to  build  their  capabilities  to  determine 
need,  track  trends,  in  prevalence,  monitor  service  capacity,  utilization,  and  outcomes  for  hard  core 
addicts.  States  would  be  able  to  build  data  and  program  monitoring  systems  and  add  human 
resources.  The  Hard  Core  Treatment  Initiative  would  also  permit  SAMHSA  to  use  a  three  percent 
set-aside  to  provide  technical  assistance  to  States  and  local  service  providers  to  develop  flexible,  low 
cost,  high  utility  data  systems  for  tracking  hard  core  addicts  that  also  meet  State  and  Federal  needs 
for  comparability  across  regions  and  States.  The  latter  will  focus  mainly  on  providing  additional 
resources  for  the  State  Systems  Development  Program  (the  SSDP). 

Two  legislative  changes  will  impact  the  Substance  Abuse  Block  Grant  program  in  1995.  The  "hold 
harmless"  provision  will  terminate,  thus  changing  State  allocation  percentages,  and  the  provision 
permitting  transfers  to  and  from  the  Mental  Health  Block  Grant  will  expire.  Since  the  latter  usually 
resulted  in  a  new  Qow  of  grant  dollars  out  of  the  substance  abuse  area,  more  funds  are  expected  to 
be  available  nationwide  in  1995. 
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Buildings  and  Facilities 

Authorizing  Legislation:  Section  301  of  the  Public  Health  Service  Act 

1993  1994  1995  Increase  or 

Actual  Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

Total -  $952,000      -  $952,000      -  -      -         -$952,000 

1995  Authorization: 

PHSA  Section  301    Indefinite 


Purpose  and  Method  of  Operation . 


The  District  of  Columbia  is  -squired  to  prepare  a  master  plan  for  the  St  Elizabeths  Hospital  real 
property,  buildings,  improvements,  and  personal  property  not  transferred  to  the  District  on  October 
1, 1987.  The  District  Government  has  submitted  their  proposed  master  plan  required  by  P.L.  98-621 
and  is  awaiting  Congressional  action  on  their  proposal.  Thus,  preservation  of  these  buildings  has 
been  a  Federal  responsibility. 

Funding  levels  for  the  last  five  fiscal  years  are  as  follows: 

Funding  t'l\i 

1990*    — 

1991  •    ~ 

1992*    ~ 

1993     $952,000  ~ 

1994     $952,000  - 

*  Comparable  for  SAMHSA  based  on  the  ADAMHA  Reorganization  Act,  P.  L.  102-321. 
Rationale  for  the  Budget  Request 


The  reduction  of  $952,000  for  buildings  and  facilities  reflects  the  impact  of  the  legislative  proposal 
being  developed  to  transfer  to  the  District  of  Columbia  all  buildings  on  the  Saint  Elizabeths  Campus 
other  than  those  required  by  the  Federal  Government  for  continuing  mental  health  research  and  for 
providing  mental  health  care  to  refugees  detained  by  the  Immigration  and  Naturalization  Service. 
No  continuing  Federal  support  would  be  necessary. 
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Program  Management 

Authorizing  Legislation:  Section  301  of  the  Public  Health  Service  Act  and  PX.  98-621. 

1993  1994  1995  Increase  or 

Actual  Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  EH.  BA 

Prog.  Mgmt     739      $57,820,000    725      $61^6,000    680      $61^6,000     -45 

1995  Authorization: 

Program  Management  -  PHSA  Section  301 IndeGnite 

S.E.H.  Workers'  Compensation  Fund  -  PX.  98-621 Indefinite 

Purpose  and  Method  of  Operation 


Funding  for  direct  operations  for  each  of  the  Centers  and  for  the  Office  of  the  Administrator  (OA) 
is  consolidated  within  this  single  line  item.  This  activity  includes  support  for  all  agency  staff  except 
those  positions  providing  data  collection,  evaluation  or  direct  tedmioil  assistance  to  the  States,  which 
are  supported  by  the  block  grant  set-aside  funds. 

The  Program  Management  activity  includes  resources  for  coordinating,  directing,  and  managing  the 
agency's  programs.  Program  Management  funds  support  salaries,  benefits,  space,  supplies,  equipment, 
and  overhead  required  to  plan,  supervise,  and  administer  the  programs  of  the  Center  for  Mental 
Health  Services,  the  Center  for  Substance  Abuse  Prevention,  the  Center  for  Substance  Abuse 
Treatment,  and  the  Office  of  the  Administrator.  Also  included  in  the  Program  Management  funds 
are  the  costs  of  accommodating  employees  with  disabilittes. 

In  addition  to  the  costs  associated  with  the  management  of  the  grant  and  contract  programs  of  the 
Centers,  funds  are  also  required  for  direct  support  of  certain  program  activities,  including  the 
neuropsychiatric  care  and  treatment  of  mochant  seamen;  the  monitoring  of  the  Commimity  Mental 
Health  Centers  obligations;  coordination  of  program  activities  with  the  District  of  Columbia;  the 
Mental  Health  Refugee  program;  the  Disaster  Assistance  Program;  comprehensive  technical 
performance  reviews  for  the  Substance  Abuse  Block  grants,  \^uch  are  a  critical  component  of  the 
State  Systems  Development  Program  (SSDP);  a  Block  Grant  technical  review  contract  to  evaluate 
provider  systems;  and  the  reviews  of  States'  program  pe^rmance  and  plans  for  the  Block  Grants. 

Program  Management  funds  also  support  the  Office  of  Applied  Studies  (OAS),  which  is  part  of  the 
Office  of  the  Administrator.  OAS  is  responsible  for  acquiring  relevant  data  on  substance  abuse, 
including  incidence  and  prevalence  studies,  data  analysis,  and  data  dissemination.  This  Office  ensures 
that  the  Agency's  data  programs  remain  sound,  well-coordinated,  and  responsive  to  the  needs  of 
managers  at  all  levels. 

Activities  in  the  Office  of  the  Administrator  provide  overall  management  and  leadership  for  agency- 
wide  policy  concerning  substance  abuse  and  mental  health  services  to  fliore  effectively  meet  the  needs 
of  people,  through  improvement  in  treatment  service  systems.  The  OA  responds  to  policy  and  data 
requests  &om  outside  organizations  and  provides  adininistrative  and  management  support  to  the 
entire  agency  through  its  centralized  services.  These  include  prasonnd  services,  equal  employment 
opportunity,  space  and  property  management,  and  telecommunications  and  ADP  activities.  The  latter 
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includes  support  for  the  Agency's  Local  Area  Network  (LAN)  system  and  personal  computer  support 
for  all  SAMHSA  employees.  Included  within  the  OA  are  staff  who  coordinate  contract  and  grant 
review  and  award  policies,  agency  program  planning,  and  other  administrative  and  technical  staff. 

The  OfBce  of  the  Administrator  provides  leadership  and  guidiince  in  developing  and  implementing 
the  agency  plans  to  meet  women's  substance  and  mental  health  services  needs  among  the  three 
SAMHSA  components  and  provides  overall  direction  for  the  SAMHSA  HIV/AIDS  programs. 
The  OA  also  provides  support  and  overall  direction  for  the  Agency's  role  in  alcohol  prevention  and 
treatment  which  includes  special  emphasis  on  fetal  alcohol  syndrome/fetal  alcohol  effect. 

Funding  and  comparable  tits  for  the  past  five  fiscal  years  are  as  follows: 

Funding  tit. 

1990*    $39,713,000  554 

1991  •  49,477,000      638 

1992  •  54,611,000     690 

1993  57,820,000     739 

1994  61,2%,000     725 

*  Comparable  figures  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
Rationale  for  the  Budget  Request 


The  request  of  $61,2%,000  and  680  FTEs  reflects  a  decrease  of  45  FTEs,  including  25  direct  FTEs 
due  to  administrative  management  and  program  consolidation,  and  20  reimbursable  FTEs  from  St 
Elizabeths  Hospital  to  reach  the  target  ceiling  for  the  agency.  The  reduction  in  direct  FTEs,  which 
will  affect  all  SAMHSA  components,  will  be  allocated  to  those  administrative  and  program  areas 
where  consolidations  or  other  efficiencies  can  be  achieved.  The  reimbursable  reduction  will  decrease 
the  number  of  Public  Health  Service  Commissioned  Officers  who  are  detailed  to  the  District  of 
Columbia.   It  is  expected  that  all  reductions  will  be  achieved  through  attrition. 


Full-Tune  Equivalent  Table 

1993  1994  1995 

Actual  Approp.  Estimate 
FTEs: 

Direct   623  633  608 

Reimbursable 116  92  72 

Total,  FTEs* 739  725  680 


•  Excludes  23  FTEs  funded  by  the  Block  Grants. 


In  order  to  cover  built-in  increases,  a  reduction  of  $28,000  is  required  in  other  program  activities. 
These  may  include  data  collection  and  analysis  and  other  program  contracts  described  above,  as  well 
as  contracts  supporting  administrative  operations  such  as  computer  programming. 
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Increases: 


Built-in: 

Annualization  of  January  1994  locality  pay     +$440,000 

Annualization  of  Commissioned  Corps  pay  raise  at  22%   +7,000 

Within  grade  increase +572,000 

January  1995  Pay  Increase  @  1.6%    +499,000 

Increased  Rental  Payments  to  GSA +157.000 

Subtotal,  Built-in  increases +1,675,000 


Decreases: 


Built-in: 

One  less  day  of  pay  -151,000 

Prop-am: 

Absorption  of  built-in  costs  through  program  reductioiis -28,000 

Reduction  of  25  direct  funded  FTEs -1.496.000 

Total,  Decreases -1.675.000 

Net  Change — 


694 


SUBSTANCE  ABUSE  AND  MENTAL  HEALTH  SERVICES  ADMINISTRATION 

Drug  Budget  Summary    -    FY  1995 

(dollars  in  millions) 

laaSX  RSOMB02E 


79 


ACTIVITY 


FY  1993  FY  1994  FY  1995         Increase/ 

Actual        Appropriation  Estimate        Decrease 


Drug  Resources 
by  Function 

Prevention 

Treatment 

Total  

Drug  Resources 
by  Decision  Unit 

CSAP: 


$418.9 
880.1 


1.299.0 


$435.5 
9254 


1,360.9 


$437.2 
1.211.0 


1.648.2 


$1.8 
285.5 


287.3 


Prevention  Demonstrations 

Transfer  from  Forfeiture  Fund  (Non-Add) 

Public  Education  and  Dissemination 

Training 

Subtotal,  CSAP 244.2 

CSAT: 

Treatment  Demonstrations 196.6 

Set- Aside  (Non-Add) (22.6) 

Transfer  from  Forfeiture  Fund  (Non-Add) (9.7) 

Addiction  Treatment  Training  and  AIDS  Training 8.2 

Treatment  Capacity  Expansion  Program 15.3 

Transfer  from  Forfeiture  Fund  (Non-Add) (15.3) 

Substance  Abuse  Block  Grant  2/ 803.5 

Hard  Core  Treatment  Initiative  (Non-Add) (0.0) 

Transfer  from  Forfeiture  Fund  (Non-Add) (0.0) 

Subtotal,  CSAT 1.023.6 

Program  Management 31.2 

TOTAL  SAMHSA $1 .299.0 

Drug  Only  Funding 1.089.1 

Block  Grant  -  Alcohol  Primary/Drug  Secondary 161 .1 

Block  Grant  -  Alcohol  Under  Age  21 48.9 

Total,  Substance  Abuse 1.299.0 

Total  FTE 405 

Total  Agency  Budget $2,038.5 

Drug  Percentage 63.72% 


218.0 

228.1 

223.1 

-5.0 

(8.7) 

(10.0) 

(0.0) 

(-10.0) 

11.7 

10.8 

13.8 

3.0 

14.5 

14.5 

16.5 

2.0 

253.5 


253.5 


oja 
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200.2  1/ 

-21.8 

(0.0) 

(0.0) 

(0.0) 

5.0 

(0.0) 

(-5.0) 

8.2 

8.2 

0.0 

10.0 

6.8 

-3.2 

(0.0) 

(0.0) 

(0.0) 

834.3 

1,146.6 

312.3 

(0.0) 

(310.0) 

(310.0) 

(0.0) 

(45.0) 

(45.0) 

1.074.6 

1,361.8 

287.3 

32.9 

32.9 

0.0 

$1,360.9 

$1,648.2 

$287.3 

1,140.8 

1,429.6 

288.8 

168.9 

167.7 

-1.1 

51.2 

50.9 

-0.3 

1,360.9 

1,648.2 

287.3 

382 

382  3/ 

382 

$2,150.2 

$2,434.2 

$284.0 

63.29% 

67.71% 

1/  Includes  $35,000,000  for  the  Hard  Core  Treatment  Demonstration. 
2/  Substance  Abuse  Block  Grant  does  not  Include  Alcohol  only  portion,  nor  does 
It  reflect  the  1993  net  transfer  of  $22.2  million  to  the  Mental  Health  Block  Grant. 
3/  1995  FTE  reduction  to  be  distributed  at  a  later  date. 


TOTALS  MAY  NOT  ADD  DUE  TO  ROUNDING 
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1995  DRUG  BUDGET  SUMMARY 


Program  Summary 

•  All  programs  administered  by  CSAT  and  CSAP  are  considered  drug-related  activities. 
Approximately  71.1  percent  of  the  Substance  Abuse  Prevention  and  Treatment  Block  Grant 
(SABG)  is  considered  drug-related;  the  remaining  percentage  is  alcohol-only.  These 
percentages  do  not  include  the  Hard  Core  Treatment  Initiative,  which,  although  funded 
through  the  SABG,  is  considered  100%  drug-related.  In  addition,  most  activities  performed 
by  the  OfGce  of  Applied  Studies  (OAS)  are  drug-related. 

•  Sunmiary  of  the  Drug  Budget  programs: 

CSAT  is  responsible  for  all  treatment  programs,  including:  Target  Gties,  Pregnant 
and  Postpartum  Women  Residential  Programs,  Residential  Programs  for  Women  and 
Children,  Campus  Projects  (to  be  phased-out  in  1994),  Criminal  Justice  Programs, 
Critical  Populations  Programs,  Comprehensive  Community  Treatment  Programs, 
AIDS  Linkage  and  Outreach,  Addiction  Treatment  Training  and  AIDS  Training, 
Capacity  Expansion  Program,  and  overall  administration  of  the  Substance  Abuse 
Prevention  and  Treatment  Block  Grant  (SABG).  CSAT  has  also  been  designated  to 
administer  the  mandated  model  comprehensive  program  for  treatment  of  substance 
abuse  in  the  national  capital  area.  The  1995  budget  request  consolidates  all 
demonstration  activities  into  a  single  program. 

CSAP  is  responsible  for  all  prevention  programs,  including:  High  Risk  Youth 
Demonstrations,  PPWI  Demonstrations,  Other  Demonstrations,  Community 
Prevention,  and  Training  programs.  CSAP  continues  to  administer  continuation 
grants  for  pregnant  and  postpartum  women,  but  new  grant  responsibility  has  been 
reassigned  to  CSAT.  The  1995  budget  request  consolidates  all  demonstration 
activities  into  a  single  program.  Public  information  and  dissemination  activities  are 
also  consolidated  into  a  single  program. 

OAS  is  responsible  for  data  collection  and  policy  analysis  for  substance  abuse, 
including  DAWN,  the  Household  Survey,  NDATUS,  DSRS  (now  ADDS),  SADAP, 
and  Client  Data  Systems.  Most  of  these  activities  are  supported  from  the  SABG 
block  grant  set-aside.  In  addition,  OAS  provides  oversight  to  the  SAMHSA  service 
systems  evaluation  program. 


696 

81 

Budget  Summaiy 

1994  Base  Program 

•  The  1994  base  contains  $435J  million  for  prevention  services: 

$168.4  million  &om  the  Substance  Abuse  Prevention  and  Treatment  Block  Grant, 
including: 

-  $112.6  million  for  drug  services, 

~  $44.0  million  for  co-morbid  (drug  and  alcohol)  services,  and 

-  $11.8  million  for  set-aside  activities; 

$225.3  million  for  Prevention  Demonstrations; 

$10.8  million  for  Public  Education  and  Dissemination; 

$14.5  million  for  Training;  and 

$16.5  million  for  Program  Management 

•  The  1994  base  contains  $925.4  million  for  treatment  services: 

$665.9  million  &om  the  Substance  Abuse  Prevention  and  Treatment  Block  Grant, 
including: 

-  $442.7  million  for  drug  services, 

~  $176.1  million  for  co-morbid  (drug  and  alcohol)  services,  and 

-  $47.1  million  for  set-aside  activities; 

$222.0  million  for  Treatment  Demonstrations; 

$10.0  million  for  the  Capacity  Expansion  Program; 

$8.2  million  for  Training; 

$16.4  million  for  Program  Management;  and 

$2.8  million  for  a  portion  of  existing  CSAP  PPWI  grants  considered  to  constitute 
residential  treatment 
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Agency  Overview  ofl99S 


A  total  of  S1.6  billion  is  requested  for  drug-related  activities,  including  S4373  million  for  prevention 
and  $1.2  billion  for  treatment  This  represents  an  increase  of  $2873  million,  including  an  increase 
of  $345.0  million  to  fund  treatment  services  focusing  on  hard  core  populations,  oCEset  by  a  decrease 
of  $60.0  million  in  ongoing  treatment  demonstration  activities.  Overall  funding  for  demonstration 
activities  is  reduced  by  $25.0  million  which  is  redirected  to  the  block  grant  In  addition,  $7.5  million 
of  block  grant  set-aside  funds  earmarked  in  1994  for  State  grants  are  restored  to  CSAT  and  OAS  in 
1995  for  technical  assistance  and  data  collection  activities,  increasing  total  drug  funding  by  an 
additional  $2.3  million. 

•  Consolidation  of  Demonstration  Authorities  for  Substance  Abuse  Treatment  and  Substance 
Abuse  Prevention 

The  first  component  of  the  proposal  is  the  consolidation  of  the  multiple  Center 
demonstration  authorities  into  a  single  one  for  each  Center,  to  be  accomplished  through  a 
legislative  proposal  This  will  reduce  the  number  of  discrete  grant  announcements  for  drug 
control  programs  issued  by  SAMHSA,  simplify  application  procedures  for  prospective  CSAT 
and  CSAP  grantees,  and  improve  the  efficiency  of  the  grant  review  process.  Priority 
populations  and  issue  areas,  such  as  individuals  in  the  criminal  justice  system  and  the 
provision  of  services  under  Health  Care  Reform,  will  continue  to  be  identified  and  supported 
within  the  consolidated  program.  Activity  tables  are  included  in  this  budget  which  project  the 
distribution  of  funding  among  priority  areas  within  the  treatment  and  prevention 
demonstration  programs. 

•  Funding  for  Hard  Core  Treatment  Initiative 

A  total  of  $345,000,000  is  requested  for  the  treatment  of  hard  core  addicts.  Of  this  amount, 
$310,000,000  will  be  awarded  to  the  States  through  the  block  grant  and  $35,000,000  will  be 
awarded  on  a  competitive  basis. 

The  additional  $310,000,000  will  be  awarded  using  the  current  State  block  formula,  but  with 
an  exclusive  focus  on  treatment  of  hard  core  populations.  States  will  have  considerable 
latitude  to  flexibly  use  these  new  resources  to  meet  local  priorities.  States  will  be  required 
to  address  hard  core  indicators  in  their  applications  and  plans,  and  to  adhere  to  current 
provisions  governing  access  and  quality  of  care  on  the  public  health  model  Monitoring, 
oversight,  and  reporting  requirements  will  help  guarantee  that  these  funds  are  targeted  on 
the  hard  core  population. 

Up  to  two  percent  of  the  States'  allocation  could  be  used  to  strengthen  and  extend  State  and 
local  data  collections  systems  to  build  their  capabilities  to  determine  need,  track  trends,  in 
prevalence,  monitor  service  capacity,  utilization,  and  outcomes  for  hard  core  addicts.  States 
would  be  able  to  build  data  and  program  monitoring  systems  and  human  resources.  The  Hard 
Core  Treatment  Initiative  would  also  permit  SAMHSA  to  use  a  3  percent  set-aside  to  provide 
technical  assistance  to  States  and  local  service  providers  to  develop  flexible,  low  cost  Ugh 
utility  data  systems  for  tracking  hard  core  addicts  that  also  meet  State  and  Federal  needs  for 
comparability  across  regions  and  States. 

A  total  of  $35,000,000  would  be  redirected  &om  existing  CSAT  demonstration  programs  and 
focused  on  projects  to  develop  and  test  models  for  integrating  service  systems  for  persons 
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with  severe  addictions  into  primary  health  and  specialty  substance  abuse  treatment  systems. 
Health  care  reform  will  facilitate  the  rapid  development  of  primary  health  care  systems. 
Managed  care  systems  have  either  avoided  or  excluded  persons  with  severe  addictive 
disorders,  or  have  had  little  treatment  success.  Demonstrations  are  needed  of  di£ferent 
models  of  integrating  substance  abuse  services  into  managed  care  systems,  and  the  impact  of 
different  linkage  systems  on  treatment  outcomes. 


Funding  for  Women's  Activities 

A  total  of  $20,939,000  will  be  used  to  fund  initiatives  which  focus  on  women,  including: 
$10,000,000  to  continue  and  expand  prevention  activities  which  focus  on  adolescent  women; 
$4,000,000  for  intervention  strategies  specifically  targeted  on  women  in  life  transitions; 
$1,939,000  to  redesign  the  CSAP  National  Resource  Center  to  become  the  National  Women's 
Resource  Center  and  expand  its  perspective  to  include  women  of  all  ages  and  conditions; 
$3,000,000  to  develop  and  implement  a  women's  education  campaign  to  prevent  alcohol  and 
other  drug  use  during  pregnancy;  and,  $2,000,000  to  train  health  providers  to  instruct  female 
patients  on  the  risks  of  combining  alcohol  and  other  drugs  and  prescription  drugs. 

Treatment  Slots 

The  1995  Budget  will  fund  up  to  118,698  treatment  slots.  This  represents  an  increase  of  up 
to  30,884  slots  above  the  1994  appropriation.  This  increase  reflects  an  additional  36,453  slots 
for  the  Hard  Core  Treatment  Iriitiative,  offset  by  a  reduction  of  5,569  slots  resulting  from 
inflation  and  the  redirection  of  funding  to  the  Hard  Core  Treatment  Initiative.  These  slots 
will  result  in  the  treatment  of  up  to  an  additional  60,092  persons,  reflecting  an  additional 
74,182  persons  funded  from  the  Hard  Core  Treatment  Initiative  offset  by  a  reduction  of 
14,089  from  other  programs.  Estimates  for  the  Hard  Core  Treatment  Initiative  may  vary 
depending  on  the  mix  of  treatment  modalities  to  be  offered  by  the  States  through  the  block 
grant  and  by  SAMHSA  in  the  new  hard  core  demonstration  grants. 

Block  Grant  Transfers 

Section  205  (b)  of  P.L.  102-321  authorizes  States  to  request  the  transfer  of  funds  between 
the  Mental  Health  and  the  Substance  Abuse  block  grants.  A  total  of  $22,210,783  was 
transferred  from  the  Substance  Abuse  to  the  Mental  Health  Block  Grant  in  1993.  This  will 
result  in  a  reduction  in  funding  for  the  Drug  Control  Budget  in  1993  once  the  1993  estimates 
are  adjusted  to  reflect  actual  expenditure  experience.  This  provision  is  also  in  place  for  1994 
but  is  discontinued  for  subsequent  years. 
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1995  Highlights  by  Center 

•         Center  for  Substance  Abuse  Prevention 

The  Center  for  Substance  Abuse  Prevention  requests  a  total  of  $2533  million,  the  same  level 
provided  in  the  1S>94  appropriation. 

Funding  for  CSAP  Prevention  Activities 

(doUais  in  thousands) 

1993 
Actual 
Prevention  Demonstrations: 

High  Risk  Youth  . . .  $56^11 

Violence   0 

Women 50,212 

Community 104,741 

Workplace UOO 

Evaluation 5.423 

Sub-Total 217,987 

Public  Education  and  Dissemination: 

Dissemination   7,196 

Public  Education  . . .  4.548 

Sub-Total 11,744 

Training: 14.512 

CSAP  Total $244^3  $253,471  $253,471 


1994 

1995 

Appropriation 

Estimate 

$5735 

$57,157 

2,000 

2,046 

47,440 

42,532 

114,741 

114,741 

1300 

1,300 

5.343 

5.343 

?,?i?.119 

223,119 

7,173 

7,173 

3.667 

6.667 

10,840 

13,840 

14,512 

16.512 

700 
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Center  for  Substance  Abuse  Treatment 


The  Center  for  Substance  Abuse  Treatment  requests  a  total  of  $1,361.8  million,  an  increase 
of  $287.3  million,  or  a  net  37.7  percent  increase  over  the  1994  Appropriation.  SAMHSA's 
1995  treatment  programs  will  support  a  total  of  up  to  118,698  drug  treatment  slots.  This  is 
30,884  more  slots  than  were  funded  by  the  1994  appropriation.  Most  of  this  increase  is  in 
the  new  Hard  Core  Treatment  Initiative. 


Funding  for  CSAT  Treatment  Activities 

(dollars  in  thousands) 


1993 
Actual 


Treatment  Demonstrations: 

Target  Cities $34,848 

Women  and  Children  26,028 

Campus 18,395 

Criminal  Justice  ....  32,990 

Critical  Pops   44,681 

CCTP   21,273 

AIDS  Demos 18,344 

Hard  Core  Demo  . . .  0 

Sub-Total 196,559 


1994 
Appropriation 

$34,848 
54,228 
9,395 
33,990 
43,681 
27,523 
18,344 

0 

222,009 


1995 
Estimate 

$28,197 

54,228 

0 

23,530 

23,561 

27,523 

8,184 

35.000 

200,223 


Addiction  Treatment 
and  AIDS  Training: 


8,241 


8,241 


8,241 


Treatment  Capacity 
Expansion  Program: 


15.300 


10.000 


6.786 


CSAT  Total 


$220,100 


$240,250 


$215,250 
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Substance  Abuse  Block  Grant  Components 

(dollars  in  thousands) 


1993 

1994 

1995 

Actual 

Appropriation 

Estimate 

Federal  Set-Aside   .. 

$56^25 

$51323  • 

$58,855 

Prevention  Activities 

107^98 

112,578 

111,825 

Treatment  Activities 

402,744 

422,169 

419344 

State  Administration 

26.850 

28.145 

27.956 

Sub-Total 

593,517 

614,215 

617,980 

Comorbid  Sub  Abuse 

161,098 

168,868 

167,738 

Under  21  Alcohol   . . 

48.866 

51.223 

50.880 

Sub-Total 

209,964 

220,091 

218,618 

Hard  Core  Treatment 

Initiative  ** 

0 

0 

300,700 

Hard  Core  Set-Aside 

0 

0 

9.300 

Sub-Total 

0 

0 

310,000 

Total 

$803,481 

$834,306 

$1,146,599 

*    Excludes  earmark  of  $7,532,000  for  State  allotments. 
**  Does  not  include  the  $35,000,000  Hard  Core  Treatment  Demonstration. 


Substance  Abuse  Block  Grant  Set-Aside  Funds  by  Activity 

(dollars  in  thousands) 

1994  1995 

Appropriation       Estimate 


SABG  Set-Aside 

Hard  Core  Trmt  Initiative  Set-Aside 
Total  Set-Aside 

Activities: 

Data  Collection 

Technical  Assistance 

Sub-Total 

Prevention  Earmark   

Total  Set-Aside   


$51323 

0 

51323 


23.190 
16J62 
39,552 
11.771 

$51,323 


$58,855 

9.300 

68,155 


25,690 
30.694 
56,384 
11.771 

$68,155 


*    Excludes  earmark  of  $7,532,000  for  Sute  allotments. 
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Federal  Treatment  Slot  Summary 
PHS  Budget  Summaiy 
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1993 

1994 

1995 

Increase/ 

Actual 

Appropriation 

Estimate 

Decrease 

SAMHSA 

Drug  Abuse  Slots: 

Block  Grant 

73,137 

74,649 

72,060 

2,589 

Demonstrations 

13,176 

11,445 

9,065 

-        2,380 

Capacity  Expansion  . . . 

2.651 

1.720 

1.120 

600 

Subtotal 

88,964 

87,814 

82,245 

5,569 

(Persons  Served)  . . 

(229,527) 

(222,169) 

(208,080) 

-  (14,089) 

Hard  Core  Treatment  Initiative 

&  Hard  Core  Demonstration: 

Slot  Estimate 

0 

0 

36,453 

+    36,453 

(Persons  Served)  . . 

(0) 

(0) 

(74,182) 

+  (74,182) 

Total  Slots     

Persons  Served 


88,964 
229,527 


87,814 
222,169 


118,698 
282,261 


+    30,884 
+    60,092 


NIDA 


Drug  Abuse  Slots: 

Clinical  Trials 

Persons  Served 


11,370 
29,335 


11,580 
29,297 


11,550 
29,221 


30 
76 


Total  PHS  Slots  . 
Persons  Served 


100^34 
258,861 


99,394 
251,467 


130,248 
311,482 


+  30,854 
+  60,016 


TOTALS  MAY  NOT  ADD  DUE  TO  ROUNDING 
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Substance  Abuse  and  Mental  Health  Services  Administration 

HIV/AIDS  Activities 

(Dollars  in  thousands) 


i         1993 
1        Actual 

1994 
Appropriation 

1995 
Estimate 

MentaJ  Healtti  Services 

Mental  Health  Demonstrations: 
AIDS  Demonstrations 

$1,500 

$1,500 

Subtot^  Ment^y  Health  Demonstrations 

1,500 
2.943 

1.500 
2.943 

Training  and  AIDS  Training $2,987 

Total.  CMHS :,,,^„,,,,,,,7^MfL 

Substance  Abuse  Prevention 

Prevention  Demonstrations: 
Hich  Risk  Youth v                 

:-:--::...™::.»#.443, 

1,000 

1,000 

Subtotal,  Prevention  Demonstrations 

1.000 

1.000 

Total,  CSAP 

1,000 

791 

7,809 
10,535 

1,000 

791 
8,184 

Substance  Abuse  Treatment  1/ 

Treatment  Demonstrations: 

Comprehensive  Community  Trmt.  Prog 791 

AIDS  Demonstrations: 

Unkage ^                 7,809 

Outreach 10,535 

Subtotal  AIDS  Demonstrations 18,344 

18,344 

8,184 

Subtotal  Treatment  Demonstrations 19.135 

19,135 
2,812 

8.975 

2,812 
15,035 
(15.035) 

Addk^ion  Treatment  Tma  &  AIDS  Tma 2,812 

Substance  Abuse  Block  Grant 

Hard  Core  Treatment  Initiative  (Non-Add) 

Total.  CSAT 21^7 

Program  Management 721 

21.947 
721 

26322 

721 

TOTAL  SAMHSA $25,655 

$28,111 
(6) 

$32,986 

(6) 

Total  F7Es(non -add) (6) 

*    Reflects  the  activities  that  will  tie  consolidated  within  the  Centers'  new  demonstration  proposal 
for  FY  1995. 

^'  A  portion  of  the  new  Hard  Core  Treatment  Initiative  is  expected  to  be  used  to  address  the 
prevention,  screening,  and  transmission  of  HIV/AIDS.  This  initiative  is  in  part  supported  with 
funds  transferred  from  the  Treatment  Demonstrations. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
HIV/AIDS  by  Functional  Category 

(Dollars  in  thousands) 


1993  1994  1995 

Functional  Categories Actual  Appropriation        Estimate 

II.  Risk  Assessment  and  Prevention: 

C.  Information  and  Education/Preventive  Services: 
1 .  High  risk  or  infected  persons: 
a.  Health  education/risk  reduction $2,500 $2,500 

Subtotal,  High  Risk  or  Infected  Persons 2,500  2,500 

5.  Health-care  workers  and  providers $2,987 2,943  2,943 


Subtotal,  Information  and  EducyPreventive  Sews 2,987 5.443  5,443 


Total,  Risk  Assessment  and  Prevention 2,987                5,443                5,443 

IV.  Clink:al  Health  Servk;es  Research  and  Delivery: 
A.  Servk^s: 

3.  Substance  abuse  treatment  improvement  program  22,668 22,668 27,543 

Subtotal,  Servk:es 22,668 22,668 27,543 

Total,  Clincal  Health  Servk;es  Res.  and  Delivery 22,668              22,668              27,543 


Total,  SAMHSA $25,655  $28,111  $32,986 
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Mental  Health 
Prevention  . . . 
Treatment  1/  . 
Prog.  Mgmt  . . 


1993 

Actual 

$2,987,000 

21,947,000 
721.000 

1994 

Appropriation 

$4,443,000 

1,000,000 

21,947,000 

721.000 

$28,111,000 

1995 
Estimate 

$4,443,000 

1,000,000 

26,8?,?,,000 

721.000 

$32,986,000 

Increase  or 
Decrease 

+$4,875,000 

$25,655,000 

+$4,875,000 

(FTEs) 


(6) 


(6) 


(6) 


(--) 


1/  A  portion  of  the  new  Hard  Core  Treatment  Initiative  will  be  used  to  address  the  prevention, 
screening,  and  transmission  of  HIV/AIDS.  This  initiative  is  in  part  supported  with  funds  transferred 
from  the  Treatment  Demonstrations. 


In  the  past  decade,  ADAMHA  played  a  leadership  role  in  the  prevention  of  HIV  infection  through 
the  support  of  research  and  effective  demonstration  programs  related  to  prevention  and  treatment 
of  highly  reinforced  drug  abuse  and  sexual  behaviors  which  place  individuals  at  risk  for  HIV  infection. 
ADANniA  was  the  focal  point  in  the  Department  for  substance  abuse  treatment  through  statutorily 
mandated  service  programs.  These  functions  are  now  supported  by  the  Substance  Abuse  and  Mental 
Health  Services  Administration  (SAMHSA).  Currently,  the  delivery  of  substance  abuse  treatment 
involves  approximately  8,000  service  provider  organizations. 

The  relationship  between  substance  abuse  and  the  transmission  of  HTV  infection  and  the  mental 
health  consequence  of  HIV  infection  continue  to  be  critical  concerns  for  SAMHSA  It  is  estimated 
that  there  are  approximately  1.5  million  injecting  drug  users  in  the  United  States,  many  of  whom  use 
more  than  one  drug.  In  total,  it  is  estimated  that  there  are  more  than  21  million  alcohol  and  other 
drug  (AOD)  abusers.  The  sexual  partners  of  these  substance  abusers  are  at  risk  for  contracting  the 
HTV  infection  as  a  result  of  their  contact  with  the  substance  abusers. 

SAMHSA  supports  programs  to  train  mental  health  and  substance  abuse  service  providet^  to  address 
the  treatment  and  prevention  needs  of  HIV  infected  persons  and  those  at  risk  of  HIV  infection.  The 
Center  for  Mental  Health  Services  (CMHS)  grant  program  provides  training  in  HIV  neuropsychiatric 
assessment  and  intervention  for  health  and  mental  health  care  providers. 

Funding  and  staffing  levels  for  the  HIV/AIDS  Activities  for  the  last  five  fiscal  years  are  as  follows: 

Funding  tit, 

1990*    $49,865,000  10 

1991  •    30,118,000  13 

1992  »    26,025,000  6 

1993     25,655,000  6 

1994 28,111,000  6 

*  Comparable  figures  based  on  the  ADAMHA  Reorganization  Act,  P.L.  102-321. 
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Center  for  Mental  Health  Services 


In  1995,  the  AIDS  Mental  Health  Care  Provider  Education  Program  continues  efforts  aimed  at 
developing  effective  mental  health  services  for  at-risk  and  infected  persons,  including  persons  who 
are  seriously  mentally  ill. 

Mental  disorders  related  to  HIV  iiifection,  such  as  dementia  and  major  depressive  illness  are 
challenging  the  nation's  mental  health  care  provider  educational  system  in  new  and  complex  ways. 
Because  the  infection  has  had  major  impact  on  already  stigmatized  populations  and  disproportionately 
effects  minority  persons  and  communities,  the  challenge  is  especially  difficult.  The  CMHS  ADDS 
Mental  Health  Care  Provider  Education  program  provides  education  and  training  for  mental  health 
care  providers  in  the  neuropsychiatric  and  psychosocial  aspects  of  HIV  spectrum  infection.  For  many 
providers,  HIV  infection  is  their  first  experience  with  otherwise  healthy  young  people  who  are  dying. 
Increased  knowledge  about  human  sexuality  is  essential  to  enhance  the  skills  of  other  providers. 
CMHS's  training  program  is  based  on  the  premise  that  education  and  prevention  are  currently  the 
most  effective  methods  to  respond  to  HIV/AIDS. 

Trainees  include  the  traditional  mental  health  care  provider  groups:  psychiatrists,  psychiatric  nurses, 
psychiatric  social  workers,  psychologists,  and  marriage  and  family  counselors.  In  addition,  training  is 
provided  to  medical  students,  primary  care  residents,  and  nontraditional  mental  health  care  providers 
such  as  clergy,  police,  and  alternative  health  care  providers.  CMHS's  training  program  has  placed 
special  emphasis  on  meeting  the  needs  of  minorities,  women,  and  children. 

The  HIV/AIDS  demonstrations,  initiated  in  FY  1994,  address  the  needs  of  people  who  experience 
severe  psychological  distress  as  a  result  of  being  told  that  they  are  HIV  positive  and  who  experience 
the  possible  psychological  and  neuropsychiatric  sequelae  of  their  fflV/ADDS  illness.  Awards  to  public 
and  nonprofit  private  entities  are  for  the  development,  establishment,  or  expansion  of  programs  to 
provide  counseling  and  mental  health  treatment  to  such  individuals,  their  families,  and  others. 

The  mV/AIDS  demonstrations  identify  workable  models  to  promote  new  methods  and  organization 
structures  for  State  and  community  services  systems.  The  demonstrations  also  support  vital  services 
to  populations  in  need,  such  as  seriously  mentally  ill  individuals,  homeless  individuals  and  families, 
minority  communities,  rural  residents,  and  children  and  adolescents. 


Center  for  Substance  Abuse  Prevention . 


The  passage  through  adolescence  includes  a  new  and  dangerous  challenge:  avoiding  infection  with 
the  human  immimodeficiency  virus  (HIV).  Adolescents  represent  an  age  population  seriously 
impacted  by  the  epidemic.  While  youngsters  13  to  19  years  of  age  account  for  less  than  two  percent 
of  AIDS  cases,  the  number  of  infected  individuals  is  doubling  every  year. 

Additionally,  over  35  percent  of  AIDS  cases  reported  to  date,  were  diagnosed  when  the  patients  were 
20  to  29  years  old.  Given  the  10  year  median  incubation  period,  many  of  these  individuals  were 
infected  with  the  virus  as  teenagers.  Adolescents  who  use  substances  such  as  alcohol  and  other  drugs 
are  more  likely  to  become  sexually  active  at  an  earlier  age  than  their  non-using  counterparts.  Many 
factors  that  increase  the  risk  of  adolescent  use  of  illicit  substances  are  similar  to  those  favoring  the 
transmission  of  HIV/AIDS. 
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CSAP  proposes  to  continue  efforts  initiated  in  FY  1994  wfaidi  will  include  active  outreach  and  risk 
reduction  activities  within  select  High  Risk  Youth  grants  for  HIV/AIDS  and  require  that  evaluation 
of  these  components  be  included  in  their  overall  program  evaluations.  These  efforts  will  support  skill 
development  including,  pre/post  HIV  test  counseling,  outreach  to  resistant  populations,  and  provision 
of  services  to  those  who  have  experienced  loss  due  to  AIDS.  Through  in-house  efforts,  CSAP  would 
promote  knowledge  transfer  which  includes  the  interrelatedness  of  alcohol  and  other  drugs  and  the 
spread  of  HIV/AIDS  and  the  role  of  gender,  age,  and  culture^ocioeconomic  factors  and  HIV/AIDS. 

The  extent  to  which  participants  have  developed  increased  knovdedge  about  HIV/AIDS  will  be 
assessed  as  will  behavioral  intentions  to  change  high  risk  sexual  practices.  A  long  term  follow  up  will 
be  conducted  to  assess  differences  in  the  rate  of  HFV  inddenoe  between  those  participating  in  the 
prevention  program  and  those  not  participating  in  the  program. 

Center  for  Substance  Abuse  Treatment 


Data  indicate  that  over  32.4  percent  of  adult  cases  of  AIDS  are  linked  directly  or  indirectly  to  drug 
use.  Among  women,  approximately  71  percent  of  all  female  transmission  of  AIDS  can  be  attributed 
to  injecting  drug  use  or  heterosexual  contact  with  an  injecting  drug  user.  Forty-six  percent  of  all 
cases  of  AIDS  in  children  less  than  age  13  are  due  to  injecting  drug  use  by  the  mother  or  actual 
contact  with  an  injecting  drug  user.  These  indicators  confirm  the  alarming  fact  that  the  epidemiology 
of  the  HIV  epidemic  has  changed  and  that  both  injecting  and  non-injecting  drug  users,  especially 
women  and  adolescents,  are  among  the  fastest  growing  segments  of  the  U.S.  population  to  become 
infected  with  the  HIV. 

SAMHSA  is  the  focal  point  in  the  Department  for  substance  abuse  treatment  through  statutorily 
mandated  service  programs.  The  substance  abuse  treatment  system  represents  some  8,000  service 
providers.  For  those  who  use  drugs,  except  within  the  criminal  justice  system,  these  programs 
represent  the  initial  and  perha[)S  only  point  of  contact  with  the  drug  abuser  who  is  at  risk  for  HIV 
infection.  These  community-based  programs  are  uniquely  positioned  to  serve  as  providers  of 
prevention  education  and  risk  reduction,  counseling,  testing,  and  prophylaxis  services  to  substance 
abusers  and  their  collaterals.  More  importantly,  these  programs  do  not  require  unusually  protracted 
timeframes  from  initial  funding  to  full  operation.  They  aJready  exist  within  the  broader  community 
infrastructure  and  have  a  longstanding  track  record  in  addrcaaing  the  problems  of  the  substance 
abuser.  These  programs  have  had  many  years  of  expeiiraice  in  working  with  these  populations  and 
have  become  adept  at  outreach  in  these  communities. 

For  these  community-based  treatment  providers,  outreach  has  been  a  fimdamental  ingredient  of  the 
overall  program  strategy  to  get  the  substance  abuser  into  treatment  Most  of  these  programs  already 
have  aggressive  outreach  efforts  and  many  are  already  engaged  in  various  forms  of  community-wide 
HIV  education,  particularly  in  metropolitan  areas  deemed  to  be  at  the  highest  risk.  Most  importantly, 
these  programs  do  not  require  extensive  planning  or  developmental  funding  in  order  to  begin 
community-level  operations.  The  rate  of  increase  in  cases  of  AIDS  among  sexual  partners  of  drug 
abusers,  women,  adolescents  and  non-injecting  drug  abusos  argues  for  initiating  this  effort  in  the 
most  expeditious  manner  possible.  The  existing  treatment  infrastructure  not  only  has  the  capacity, 
but  the  ability  to  implement  a  program  of  EffV  risk  reduction  within  a  very  short  timeframe. 

For  the  substance  abuser,  prevention  education  and  the  adoption  of  risk-reducing  behavior  represents 
only  one  facet  of  a  broader  strategy  to  reduce  HIV  exposure.  The  'Comprehensive  Treatment 
Model"  assumes  that  the  primary  care  needs  of  the  substance  abuser,  including  screening  and 
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prophylaxis  for  HIV,  other  STDs,  TB,  and  other  primary  care  illnesses,  will  be  provided  upon  entry 
into  the  program.  For  the  substance  abuser  seeking  treatment,  "one  stop  shopping"  is  a  more 
preferable  strategy  to  referral  to  multiple  sites  for  primary  care  screening  and  treatment  For  those 
who  are  HIV  positive  but  asymptomatic,  substance  abuse  treatment  and  on-site  prophylaxis  are  critical 
to  reduce  the  risk  of  transmission  to  others.  For  those  symptomatic  with  PCP,  CMV,  TB  and  MDR- 
TB,  and  other  opportunistic  infections,  concurrent  treatment  of  both  substance  abuse  and  HIV- 
related  disease  can  reduce  further  exposure  to  HTV  and  the  likelihood  of  transmission  to  other  drug 
users  and  collaterals. 

The  CSAT/HRSA  Linkage  initiative  was  transferred  from  NIDA  to  CSAT  in  1993.  This  program 
is  a  cooperative  effort  involving  CSAT  and  the  Bureau  of  Primary  Health  Care  in  the  Health 
Resources  and  Services  Administration  (HRSA).  Grants  are  awarded  to  substance  abuse  programs 
to  develop  comprehensive  care  demonstrations  that  link  HIV/AIDS  programs  to  the  mental  health 
and  primary  health  care  systems.  The  goal  of  this  initiative  is  to  ensure  availability,  accessibility,  and 
affordability  of  comprehensive,  high-quality  treatment  for  those  individuals  infected  with  HTV  who 
are  in  need  of  primary  health  care  and  ADM  services.  The  array  of  services  includes  screening  and 
treatment  for  infectious  disease,  HIV/AIDS  counseling,  primary  health  care,  outpatient  addiction 
counseling,  and  family/collateral  counseling. 

The  AIDS  Health  Care  Worker  Training  Program  is  designed  to  increase  the  focus  on  the 
relationship  between  substance  abuse,  HIV/AIDS,  tuberculosis,  and  sexually  transmitted  disease  in 
an  effort  to  support  knowledge  development  and  competency-based  training  in  the  provision  of 
treatment  services. 

CSAT  is  currently  reviewing  the  extent  to  which  States  are  using  their  Substance  Abuse  Block  Grant 
funds  for  HIV/AIDS  intervention  activities.  The  law  requires  that  States  (e.g.,  any  state  with  10  or 
more  cases  of  AIDS  per  100,000  individuals)  increase  their  HIV/AIDS  spending  by  at  least  2  percent, 
but  not  more  than  5  percent,  of  their  block  grant  allotment  on  early  intervention  services,  including 
pretest  counseling,  testing,  post-test  counseling,  and  certain  therapeutic  measures.  The  1994  block 
grant  applications  should  contain  information  on  the  amounts  spent  by  States  during  1993  and  the 
amounts  they  plan  to  spend  during  1994.  We  shall  also  continue  to  place  a  high  priority  on  outreach 
activities  under  our  consolidated  demonstration  proposal. 


Rationale  for  the  Budget  Request 


The  FY  1995  budget  request  reflects  a  slight  increase  of  $4,875,000  over  the  FY  1994  level.  This 
reflects  a  decrease  of  $10,160,000  associated  with  the  expiration  of  the  AIDS  Outreach 
demonstrations,  offiset  by  an  increase  of  $15,035,000  in  AIDS  funding  associated  with  the  new  Hard 
Core  Initiative  in  the  Substance  Abuse  Block  Grant  The  funding  for  the  AIDS  Outreach 
Demonstrations  was  redirected  to  the  Hard  Core  Initiative.  In  total,  we  estimate  that  approximately 
$15,035,000  of  the  Hard  Core  block  grant  funding  will  be  used  for  HIV/AIDS  since  these  funds  will 
be  used  for  a  population  with  a  higher  incidence  and  risk  of  HIV/AIDS.  The  Center  will  monitor 
several  program  areas  for  the  hard  core  users  and  will  monitor  the  expenditure  of  block  grant  funds 
consistent  with  authorizing  legislation. 
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Substance  Abuse  and  Mental  Health  Services  Administration 
Detail  of  Full -Time  Equivalent  Employment  (FTE) 


1993  1994  1995 

Actual       Appropriation    Estimate 


Center  for  Mental  Health  Services 

5 

5 

5 

Center  for  Substance  Abuse  Prevention 



Center  for  Substance  Abuse  Treatment 

18 

18 

18 

Proaram  lUlanaaement  

739 

725 

680 

Total.  SAMHSA 

762 

748 

703 

Average  GS/GM  Grade 

1990 1/ 

1991 1/ 

1992 1/ 

1993 10.91 

1994 10.91 

1995 10.91 


1/  No  data  available  for  SAMHSA  prior  to  the  ADAMHA  reorganization. 


Thursday,  April  28,  1994. 
PUBLIC  HEALTH  SERVICE 

OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 

witnesses 

philip  r.  lee,  m.d.,  assistant  secretary  for  health 

hon.  m.  joycelyn  elders,  m.d.,  surgeon  general 

jo  ivey  boufford,  m.d.,  principal  deputy  assistant  secretary 

for  health 
anthony  l.  itteilag,  deputy  assistant  secretary  for  health 

management  operations 
w.  harell  little,  director,  division  of  phs  budget,  office  of 

the  assistant  secretary  for  health 
dennis  p.  williams,  deputy  assistant  secretary,  budget,  de- 
partment of  health  and  human  services 

Introduction  of  Witnesses 

Mr.  Smith.  Next,  we  have  the  Assistant  Secretary  for  Health 
Philip  Lee,  with  us. 

Dr.  Lee.  Mr.  Chairman,  it  is  a  pleasure  to  be  here  before  the 
Committee  this  afternoon.  Let  me  introduce  those  who  are  accom- 
panying me.  On  my  immediate  left  is  Dr.  Joycelyn  Elders,  the  Sur- 
geon General.  On  my  far  left  is  Dr.  Jo  Ivey  Boufford,  Principal 
Deputy  Assistant  Secretary  for  Health.  On  my  immediate  right  is 
Mr.  Harell  Little,  the  Director  of  the  Division  of  PHS  Budget  and 
on  his  right  is  Mr.  Dennis  Williams,  the  Deputy  Assistant  Sec- 
retary for  Budget,  Department  of  Health  and  Human  Services. 

Opening  Statement 

With  your  permission,  Mr.  Chairman,  I  would  like  to  say  a  few 
words  on  behalf  of  myself  and  all  of  the  Public  Health  Service  in 
tribute  to  the  late  Chairman  of  this  Committee,  Mr.  Natcher. 

Mr.  Natcher  played  a  pivotal  role  in  shaping  the  programs  of  the 
Public  Health  Service.  From  the  time  he  assumed  the  chairman- 
ship of  this  Committee  in  1979,  the  budget  for  the  Public  Health 
Service  programs  under  the  jurisdiction  of  this  Committee  has 
grown  from  $6.8  billion  to  $19  billion  dollars. 

As  Chairman  of  this  Committee,  Mr.  Natcher  was  a  tireless  ad- 
vocate for  biomedical  research,  better  health  services  for  the  Amer- 
ican people,  and  for  greatly  expanded  efforts  in  preventing  disease 
among  all  segments  of  our  population. 

Under  his  leadership,  this  Committee's  support  has  made  pos- 
sible unprecedented  accomplishments  in  biomedical  research,  im- 
proved and  expanded  health  services,  and  placed  a  greater  empha- 
sis on  disease  prevention  and  health  promotion. 
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CDC  has  played  a  leading  role  in  a  greatly  expanded  prevention 
effort  which  now  includes  breast  and  cervical  cancer  screening,  dia- 
betes control  programs,  injury  prevention  and  control,  drug  and 
poison  prevention  and  increased  immunization. 

Appropriations  for  the  National  Institutes  of  Health  rose  from 
$3.1  billion  in  1979  to  $11  billion  dollars.  During  this  period,  count- 
less advances  have  been  made  in  the  understanding  and  treatment 
of  human  disease.  It  would  take  weeks  to  recite  the  accomplish- 
ments that  have  occurred  as  a  result  of  the  support  of  this  Commit- 
tee for  research. 

The  American  people  owe  a  great  debt  to  Mr.  Natcher,  as  do  all 
of  us  in  public  health  and,  particularly,  in  the  Public  Health  Serv- 
ice. We  are  deeply  grateful  for  his  leadership  and  for  the  role  that 
this  Committee  has  played  in  its  support  for  the  programs  of  the 
Public  Health  Service  and  our  efforts  to  improve  the  health  of  the 
American  people. 

I  would  like,  now,  to  briefly  summarize  my  statement. 

For  the  Public  Health  Service,  we  are  requesting  $19  billion  in 
discretionary  budget  authority  for  agencies  under  this  Committee's 
jurisdiction.  Our  budget  request  represents  an  increase  of  $717  mil- 
lion or  3.9  percent  over  fiscal  year  1994.  Although  this  is  a  modest 
increase,  if  you  look  at  the  1994  and  the  1995  proposal,  this  rep- 
resents a  13  percent  increase  over  fiscal  year  1993. 

Let  me  just  say  a  word  about  NIH.  You  have  heard  already  from 
Dr.  Varmus  describing  his  enthusiasm  about  the  work  at  NIH  and 
the  advances  in  research.  Returning  to  the  Department  after  serv- 
ing previously  as  the  Assistant  Secretary  for  Health  in  the  Johnson 
Administration,  I  am  tremendously  pleased  with  the  progress  that 
has  been  made  in  basic  and  clinical  research,  and  the  opportunities 
that  we  now  have  to  advance  the  health  of  the  American  people. 

It  really  is  phenomenal,  and  I  think  we  are  on  the  verge  of  an- 
other golden  age,  as  a  result  of  these  investments  which  have  been 
made  year  after  year  by  this  Committee  and  by  the  Congress. 

We  have  requested  $553  million  for  NIH  or  an  increase  of  4.9 
percent,  for  biomedical  research.  Of  that,  $282  million  will  support 
the  basic  sciences  that  have  been  fundamental  for  NIH  activities. 
Another  priority  area  for  the  Administration  has  been  immuniza- 
tion, and  we  are  requesting  $46  million  for  childhood  immuniza- 
tion. This  may  be  seen  in  the  context  of  the  request  to  transfer 
$424  million  from  Medicaid  to  the  Centers  for  Disease  Control  and 
Prevention  to  implement  the  Vaccines  for  Children  Initiative.  This 
is  a  $314  million  increase  to  CDC  for  childhood  immunization. 

Because  of  the  proposal  to  transfer  Medicaid  funds,  and  because 
we  surveyed  the  needs  of  the  States,  we  felt  that  we  could  reduce 
the  discretionary  appropriated  funds  by  $110  million  for  the  direct 
purchase  of  vaccines  under  Section  317  of  the  Public  Health  Serv- 
ice Act.  In  response  to  a  request  with  respect  to  this  proposal,  we 
have  received  new  information  from  the  States.  We  are  examining 
this  and  will  be  reporting  to  you  on  the  results  of  those  analyses. 
We  feel  comfortable  with  the  proposal  that  we  have  today  and  that 
it  will  be  sufficient  to  cover  the  vaccine  needs  of  the  States. 

We  are  requesting  an  additional  $93  million  for  Ryan  White  HIV 
AIDS  services.  We  are  requesting  $345  million  for  a  new  substance 
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abuse  program.  This  will  provide  increased  treatment  slots  for 
about  74,000  hard-core  substance  abuse  individuals. 

While  it  is  not  before  this  Committee,  at  this  time  I  would  like 
to  note  that  in  the  Fiscal  Year  1995  President's  budget,  there  is 
$1.1  billion  for  health  care  reform  affecting  Public  Health  Service 
programs  under  Title  III.  This  is  proposed  as  a  direct  appropriation 
within  the  paygo  provisions  for  Fiscal  Year  1995.  Health  care  re- 
form has  been  perhaps  the  highest  priority  of  the  Administration, 
and  certainly  it  has  been  a  very  high  priority  for  my  office  during 
the  past  year. 

Let  me  comment  about  the  Office  of  the  Assistant  Secretary  for 
Health  and  the  role  of  our  office  in  the  leadership  in  the  Public 
Health  Service.  This  is  indeed  a  challenging  time  for  the  Public 
Health  Service.  The  Assistant  Secretary  for  Health  has  two  major 
responsibilities:  leadership  and  direction  of  activities  of  the  Public 
Health  Service  and  all  of  its  agencies,  and  the  operation  of  several 
programs  with  a  variety  of  missions. 

The  Office  of  the  Assistant  Secretary  for  Health  provides  the  ex- 
ecutive leadership,  coordination,  and  direction  to  assure  that  pro- 
grams are  carried  out  in  accordance  with  overall  policies  and  legis- 
lative directives.  To  do  this,  the  Assistant  Secretary's  office  focuses 
on  developing  policies  and  establishing  priorities  within  the  Public 
Health  Service;  coordinating  the  implementation  of  priority  initia- 
tives across  the  PHS;  providing  technical  direction  and  facilitating 
the  work  of  individual  agencies;  ensuring  the  collaboration  across 
agencies  and  within  the  Department  on  crosscutting  programs  and 
monitoring  performance  and  accountability  for  achieving  overall 
PHS  goals. 

We  regularly  assume  coordinating  roles  assigned  by  Congress, 
such  as  the  establishment,  chairing  and  staffing  of  the  Interagency 
Committee  on  Chronic  Fatigue  Syndrome,  which  I  chair,  and  the 
preparation  of  the  reports  related  to  that;  preparation  of  and  the 
fostering  of  strong  collaboration  between  CDC  and  NIH  and  their 
respective  grantees  in  the  areas  of  primary  HIV  prevention;  and 
the  establishment  of  the  National  Task  Force  on  AIDS  Drug  Devel- 
opment. 

We  also  work  closely  with  the  Secretary,  the  White  House,  in- 
cluding the  Office  of  Management  and  Budget,  the  Office  of  Science 
and  Technology  Policy  and  the  National  AIDS  Policy  Coordinator, 
and  the  group  involved  in  health  care  reform  in  the  White  House 
and  those  on  the  Domestic  Policy  Council  staff  and  with  Congress 
and  with  outside  organizations  regarding  policy. 

The  Assistant  Secretary  for  Health  also  manages  the  overall 
Public  Health  Service  effort  in  response  to  the  Vice  President's  Na- 
tional Performance  Review  and  the  Department's  Continuous  Im- 
provement Programs. 

In  the  Fiscal  Year  1995  budget  we  are  requesting  $70  million  for 
the  programs  and  staff  offices  located  in  OASH  and  $159  million 
for  the  mandatory  retirement  pay  and  medical  benefits  for  commis- 
sioned officers  account.  Because  the  projected  pay  raises  and  the 
other  inflationary  costs  are  being  absorbed  in  Fiscal  Year  1995  as 
they  were  in  1994,  the  overall  budget  request  for  the  office  portrays 
a  decrease  in  the  level  of  service  compared  to  the  Fiscal  Year  1994 
level. 


716 

One  of  the  primary  health  goals  of  the  Administration  is  health 
care  reform.  The  combination  of  rising  costs  of  health  care,  the  lack 
of  health  insurance,  and  the  fear  of  losing  health  care  and  health 
insurance  is  a  real  concern  for  millions  of  Am.ericans. 

As  the  Assistant  Secretary  for  Health,  a  large  part  of  my  time, 
as  well  as  my  staff,  is  devoted  to  leading  and  coordinating  health 
care  reform  activities  throughout  the  Public  Health  Service  and 
with  the  Office  of  the  Secretary,  the  White  House,  and  other  execu- 
tive branch  offices. 

The  health  care  reform  staff,  which  assists  me  in  carrying  out  my 
health  care  reform  responsibilities,  performs  a  wide  array  of  tasks 
related  to  the  Public  Health  Initiative  and  other  aspects  of  health 
care  reform.  PHS  responsibilities  involve  data  analysis,  develop- 
ment of  information  systems  in  health  care  reform,  access  to  care, 
core  public  health  functions,  graduate  medical  education,  rural 
health,  quality  and  research.  In  Fiscal  Year  1995,  we  are  request- 
ing $3  million  for  core  staff  devoted  to  health  care  reform. 

For  the  Office  of  Minority  Health,  we  are  requesting  $20.4  mil- 
lion. This  Office  plays  a  major  role  as  the  Department's  advocate 
for  minority  communities  on  issues  affecting  the  health  of  minority 
populations.  For  the  Office  on  Women's  Health,  we  are  requesting 
|l  million  as  part  of  the  overall  PHS  investment  in  women's  health 
totaling  approximately  $1.9  billion  in  Fiscal  Year  1995. 

We  are  requesting  $6.8  million  for  the  Office  of  Adolescent 
Health  which  will  replace  the  former  Adolescent  Family  Life  Pro- 
gram. Section  1708  of  the  Public  Health  Service  Act  authorizes  the 
establishment  of  this  office  to  set  policy  for  and  oversee  a  com- 
prehensive range  of  health  and  social  services  aimed  at  protection 
and  improvement  of  the  hesdth  of  adolescents. 

The  FY  1995  President's  Budget  for  the  Health  Resources  and 
Services  Administration  includes  $199  million  for  the  Family  Plan- 
ning Program,  an  increase  of  $18  million.  This  program  is  adminis- 
tered in  the  Office  of  the  Assistant  Secretary  for  Health  by  the  Of- 
fice of  Population  Affairs. 

For  the  President's  Council  on  Physical  Fitness  and  Sports,  we 
have  requested  $1.5  million,  the  same  as  the  1994  level.  The  budg- 
et includes  $2.3  million  for  the  Office  of  Emergency  Preparedness, 
which  is  responsible  for  overseeing  the  Department-wide  planning 
and  implementation  of  responses  to  disasters.  In  addition,  we  are 
also  responsible  for  coordinating  the  Federal  Government's  health 
and  medical  services  response  to  disasters,  including  the  Disaster 
Medical  Assistance  Teams,  the  DMATs,  which  have  been  deployed 
with  great  success  in  the  Los  Angeles  earthquake. 

The  National  Vaccine  Program,  which  was  established  in  Section 
2101  of  the  Public  Health  Service  Act,  serves  as  the  primary  staff 
support  to  the  Assistant  Secretary  for  the  development  of  PHS  poli- 
cies, the  setting  of  priorities  and  the  overall  guidance  of  PHS  vac- 
cine-related efforts,  including  the  President's  Childhood  Immuniza- 
tion Initiative.  For  1995  the  budget  includes  $2.7  million  for  the 
National  Vaccine  Program. 

The  Office  of  Disease  Prevention  and  Health  Promotion  author- 
ized by  Section  1701  pursues  the  goals  of  Healthy  People  2,000,  the 
National  Health  Promotion  and  Disease  Prevention  objectives  and 
it  carries  out  a  number  of  other  related  coordinating  functions.  We 
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are  requesting  $4.8  million  dollars  for  that  office  which  maintains 
the  1994  level. 

The  Assistant  Secretary  for  Health  also  leads  in  directing  the 
overall  Public  Health  Service  efforts  against  AIDS  through  the 
staff  of  the  National  AIDS  Program  Office  and  coordinates  efforts 
with  the  Office  of  the  National  AIDS  Policy  Coordinator  in  the 
White  House.  We  are  requesting  $2.9  million  for  NAPO  to  maintain 
the  1994  level. 

We  also  direct  multiple  other  functions  such  as  the  Office  of 
International  and  Refugee  Health  Programs  and  the  Offiice  of  Re- 
search Integrity,  which  was  administratively  established  in  June 
1992.  ORI  was  authorized  by  Section  161  of  the  NIH  Reauthoriza- 
tion Act  of  1993  to  investigate  and  resolve  allegations  of  research 
misconduct  and  retaliation  against  whistleblowers  throughout  the 
PHS  and  with  respect  to  PHS  programs.  ORI  is  a  very  important 
office.  We  have  requested  $4  million  to  continue  this  operation  at 
the  1994  level. 

In  addition,  Mr.  Chairman,  we  have  staff  that  are  involved  in 
management  support  activities  for  the  Public  Health  Service  and 
those  are  very  important  functions.  We  also  have  the  retirement 
pay  and  medical  benefits  for  commissioned  officers,  which  we  ad- 
minister through  the  Offiice  of  the  Assistant  Secretary. 

This  concludes  my  opening  remarks  and  we  would  be  pleased  to 
answer  any  questions  you  or  Members  of  the  Committee  may  have. 

[The  prepared  statement  and  biography  of  Dr.  Philip  Lee  fol- 
lows:] 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


Statement  of  the  Assistant  Secretary  for  Health 

on  the 

FY  1995  Budget  Request 

for  the  Office  of  the  Assistant  Secretary  for  Health 


Mr.  Chairman  and  Members  of  the  Committee: 

I  welcome  this  opportunity  to  testify  on  behalf  of  the 
President's  Fiscal  Year  (FY)  1995  budget  request  for  the  Public 
Health  Service  (PHS),  and  specifically,  for  the  Office  of  the 
Assistant  Secretary  for  Health  (OASH). 

For  PHS  we  are  requesting  $19.0  billion  in  discretionary 
budget  authority  for  agencies  under  this  Committee's  jurisdiction. 
This  represents  an  increase  of  $717  million,  or  3.9  percent  over 
FY  1994,  which  is  noteworthy  considering  there  is  no  overall  growth 
in  Federal  discretionary  spending  between  FY  1994  and  FY  1995. 

While  the  increases  are  modest  in  terms  of  the  longer-run 
investment  perspective,  it  was  necessary  to  make  difficult  choices 
to  gain  these  increases  and  to  maintain  many  of  our  programs  at  the 
FY  1994  level. 

Mr.  Chairman,  it  is  also  important  to  note  that  because  of  the 
support  that  you  and  your  colleagues  provided  in  FY  1994,  our 
request  is  a  14  percent  increase  over  the  FY  1993  level. 

We  will  use  these  funds  efficiently  to  sustain  the  FY  1994 
investments,  and  to  further  expand  several  of  our  highest  priorities 
including: 

•  $535  million,  or  a  4.9  percent  increase,  for  biomedical 
research  activities  to  help  improve  the  health  and  quality  of 
life  of  the  U.S.  population.   This  request  will  help  keep  NTH, 
this  Nation's  premier  health  research  agency,  at  the  forefront 
of  medical  technology  development.   The  basic  research 
increase  included  in  this  request  totals  $282  million.   The 
basic  science  pursued  by  NIH  is  fundamental  to  the  discoveries 
and  breakthroughs  that  enable  us  to  extend  the  human  life  span 
through  the  prevention  of  such  deadly  diseases  as  cancer  and 
tuberculosis. 

In  addition,  the  request  provides  increases  for  select  high 

priority  areas,  such  as:   breast  cancer  research 

($87  million);  AIDS  research  ($78  million);  high  performance 

computing  ($24  million);  human  genome  research  ($23  million); 

and  expansion  of  NIH's  Minority  Health  Initiative 

($10  million),  among  other  priorities. 

•  $46  million  for  childhood  immunization.   Investing  in  the 
health  of  our  children  is  one  of  the  President's  highest 
priorities.  Age-appropriate  immunizations  save  lives. 
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prevent  disabilities,  and  reduce  future  medical  costs  for  our 
most  precious  resource  --  our  children.   Childhood 
immunizations  are  one  of  our  most  effective  prevention 
strategies,  and  our  most  important  childhood  disease 
prevention  priority  in  this  budget  request.   However,  two 
major  barriers  to  on-time  immunizations  are  access  to  services 
and  the  cost  of  the  vaccines. 

This  request  includes  an  increase  of  $A6  million  to  continue 
rebuilding  the  Nation's  immunization  infrastructure,  to  allow 
public  health  clinics  and  other  providers  to  hire  more 
personnel,  extend  clinic  hours,  and  improve  access  to 
services.   The  President's  budget  also  requests  $424  million 
in  Medicaid  funding  for  transfer  to  CDC  to  implement  the 
Vaccines  for  Children  program.   This  transfer  would  provide 
CDC  with  a  net  increase  of  $314  million  to  provide  vaccines 
for  many  children  not  currently  covered  by  insurance  or 
Medicaid; 

•  Because  of  the  proposal  to  transfer  Medicaid  funds,  and 
because  we  surveyed  the  needs  of  the  States,  we  felt  that  we 
could  reduce  discretionary  appropriated  funds  by  $110  million 
for  the  direct  purchase  of  vaccines  under  Section  317  of  the 
PHS  Act.   In  response  to  a  request  with  respect  to  this 
proposal,  we  have  received  new  reports  from  the  States,  and  we 
are  examining  ways  in  which  we  can  make  sure  that  we  meet 
State  needs.  We  will  be  reporting  back  to  you  very  soon  on 
this. 

•  $93  million  for  Ryan  White  HIV/AIDS  services.  As  the  number 
of  AIDS  cases  increases,  we  must  support  the  associated 
expanding  need  in  primary  care  services  to  a  more  diverse 
population  that  includes  people  in  rural  areas,  as  well  as 
women,  children,  and  adolescents.   The  requested  increase  will 
provide  $39  million  in  emergency  funding  for  3  to  7  additional 
cities,  $30  million  for  additional  comprehensive  care  grants 
to  support  HIV  planning,  services  and  assistance,  $19  million 
for  early  intervention  grants,  and  $5  million  for  pediatric 
demonstration  projects  to  develop  models  of  comprehensive  care 
systems;  and 

•  $345  million  for  a  new  substance  abuse  program  that  would 
provide  treatment  slots  for  about  74,000  hardcore  substance 
abusers.   This  increase  will  target  chronic,  hardcore 
substance  abusers,  the  heaviest  users  who  put  great  strains  on 
our  society  in  the  form  of  increased  crime,  health  costs  and 
homelessness. 

In  addition  to  the  budget  request  before  you  today,  the 
FY  1995  President's  budget  includes  $1.1  billion  to  support  a  major 
PHS  initiative  as  a  part  of  the  President's  Health  Security  Act 
proposal.   Title  III  of  the  Health  Security  Act  embodies  the  major 
elements  of  Health  Care  Reform  affecting  the  Public  Health  Service. 
It  includes  authorities  to  expand  biomedical  research,  health 
services  research,  medical  education,  public  health  core  activities, 
and  capacity  expansion  and  enabling  services  for  underserved 
populations.   The  development  of  these  proposals  has  been  a  high 
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priority  of  my  office  and  for  the  entire  Public  Health  Service. 
These  reforms  will  include  every  agency  of  the  Public  Health 
Service. 

CDC  will  be  playing  the  major  role  in  prevention  with  the 
funding  proposed  to  support  core  public  health  functions  at  the 
State  and  local  level.   NIH  will  be  playing  the  major  role  in 
advancing  basic  research  and  prevention  research.   The  Agency  for 
Health  Care  Policy  and  Research  will  advance  clinical  outcomes  and 
effectiveness  research  as  well  as  research  in  the  cost, 
organization,  delivery  and  financing  of  personal  health  care.   The 
Substance  Abuse  and  Mental  Health  Services  Administration  and  the 
Health  Resources  and  Services  Administration  are  both  playing 
significant  roles  under  Title  III  related  to  access  to  care  for 
rural  and  inner  city  residents  and  other  groups  previously 
underserved.   Health  care  reform  is  the  most  important  domestic 
policy  issue  before  the  Congress,  and  although  we  will  not  be 
dealing  with  this  issue  specifically  today,  it  is  something  I  wanted 
to  bring  before  you  because  these  proposals  are  critical  to  the 
long-term  success  of  health  care  reform. 

I  would  like  to  comment  on  PHS  leadership  and  the  CASH  role. 
This  is  a  very  challenging  time  for  PHS  leadership.   The  Assistant 
Secretary  for  Health  has  two  major  responsibilities:   the  leadership 
and  direction  of  the  activities  of  the  Public  Health  Service 
agencies  and  the  operation  of  several  programs  with  a  variety  of 
missions.   The  Office  of  the  Assistant  Secretary  for  Health  provides 
the  executive  leadership,  coordination,  and  direction  of  PHS  to 
ensure  that  programs  are  carried  out  in  accordance  with  overall 
policy  and  legislative  directions.   To  do  this,  the  Assistant 
Secretary's  office  focuses  on  developing  policies  and  establishing 
priorities  within  PHS;  coordinating  the  implementation  of  priority 
initiatives  across  PHS;  providing  technical  direction  to  and 
facilitating  the  work  of  individual  agencies;  ensuring  the 
collaboration  across  agencies  and  within  DHHS  on  cross-cutting 
programs;  and  monitoring  performance  and  accountability  for 
achieving  overall  PHS  goals. 

OASH  regularly  assumes  coordinating  roles  assigned  by  the 
Congress  for  efforts  involving  more  than  one  of  the  PHS  agencies, 
such  as  the  establishment  and  chairing/staf f ing  of  the  Interagency 
Committee  on  Chronic  Fatigue  Syndrome  and  preparation  of  the 
subsequent  report;  preparation  of  reports  such  as  the  one  regarding 
the  fostering  of  strong  collaborative  relationships  between  CDC  and 
NIH  and  their  respective  grantees  in  the  area  of  primary  HIV 
prevention;  and,  the  establishment  of  the  National  Task  Force  on 
AIDS  Drug  Development.    This  Task  Force  will  seek  to  identify 
barriers  and  provide  creative  options  for  the  rapid  development  and 
evaluation  of  treatments  for  HIV. 

We  also  work  closely  with  the  Secretary,  the  White  House 
including  the  Office  of  Management  and  Budget,  the  Office  of  Science 
and  Technology  Policy,  the  National  AIDS  Policy  Coordinator,  the 
group  involved  in  health  care  reform  and  the  Domestic  Policy  Council 
Staff,  the  Congress,  and  outside  organizations  regarding  policies 
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and  priorities  to  promote  the  goals  of  PHS  (as  enunciated  in  Healthy 
People  2000)  with  respect  to  improving  the  health  of  the  U.S. 
population  with  special  emphasis  on  the  disadvantaged. 

The  Assistant  Secretary  for  Health  manages  the  overall  PHS 
effort  in  response  to  the  Vice-President's  National  Performance 
Review  and  the  Department's  Continuous  Improvement  Program.   The 
Department-wide  efforts  are  coordinated  by  the  Deputy  Secretary. 
These  efforts  include  a  review  of  administrative  policies  and 
practices,  including  regulatory  practices,  delegations  of  authority 
to  the  agencies  to  improve  efficiency  and  customer  service,  and 
reviewing  personnel,  budget,  contracting  and  other  administrative 
activities . 

Hr.  Chairman,  in  the  FY  1995  budget  we  are  requesting 
$70  million  for  the  programs  and  staff  offices  located  in  OASH  and 
$159  million  for  the  mandatory  Retirement  Pay  and  Medical  Benefits 
for  Commissioned  Officers  account.   Because  the  projected  pay  raise 
and  other  inflationary  costs  are  being  absorbed  in  the  OASH  account 
in  FY  1995  (as  was  the  case  in  FY  1994),  the  overall  budget  request 
for  OASH  portrays  a  slight  decrease  in  the  level  of  services 
compared  to  the  FY  1994  level. 

Most  of  the  funding  in  the  OASH  appropriation  is  for  several 
high  priority  public  health  programs  with  a  variety  of  missions: 
the  Office  of  Minority  Health,  the  Office  on  Adolescent  Health,  the 
Office  of  Disease  Prevention  and  Health  Promotion,  the  Office  on 
Women's  Health,  the  Office  of  Research  Integrity,  the  Office  of 
Emergency  Preparedness,  the  National  Vaccine  Program  Office,  the 
National  AIDS  Program  Office,  the  President's  Council  on  Physical 
Fitness  and  Sports  and  our  work  on  health  care  reform;  while  the 
remainder  of  the  funding,  amounting  to  approximately  one  tenth  of 
one  percent  of  the  $21.4  billion  total  PHS  budget,  is  for  the 
overall  management  of  PHS. 

Mr.  Chairman,  one  of  the  primary  health  goals  of  this 
Administration  is  health  care  reform.   The  combination  of  rising 
costs  of  health  care,  the  lack  of  health  insurance,  and  the  fear  of 
losing  health  care  is  a  real  concern  for  millions  of  Americans.  As 
the  Assistant  Secretary  for  Health,  a  large  part  of  my  time,  as  well 
as  my  staff,  is  devoted  to  leading  and  coordinating  health  care 
reform  activities  throughout  PHS  and  with  the  Office  of  the 
Secretary,  HHS,  the  White  House,  and  other  Executive  Branch  offices. 
The  Health  Care  Reform  staff,  which  assists  me  in  carrying  out  my 
health  care  reform  responsibilities,  performs  a  wide-variety  of 
tasks  related  to  the  Public  Health  Initiative  and  other  aspects  of 
health  care  reform.   PHS  responsibilities  involve  us  in  data 
analysis,  access  to  care,  core  public  health  functions,  graduate 
medical  education,  rural  health,  quality  and  research.   In  FY  1995, 
we  are  requesting  $3  million  for  a  core  staff  to  continue  to  assist 
me  in  the  further  development  of  policies  and  the  complex  issues 
related  to  implementation  of  health  care  reform. 

Program  Offices 

For  the  Office  of  Minority  Health  (OMH) ,  established  under 
Title  XVII  of  the  PHS  Act,  we  are  requesting  $20.4  million  in 
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FY  1995.   Data  from  the  National  Center  for  Health  Statistics  and 
other  sources  document  the  generally  lower  health  status  and  use  of 
health  care  by  racial  and  ethnic  minorities.   While  life  expectancy 
for  all  Americans  continued  to  increase,  life  expectancy  for  Blacks 
actually  declined  each  year  during  1984-1989.   The  causes  of  death 
that  have  historically  contributed  most  to  this  disparity  are  infant 
mortality,  cardiovascular  disease,  homicide  and  cancer.   The  goal  of 
the  Office  of  Minority  Health  is  to  improve  the  health  status  of 
racial  and  minority  populations  in  the  United  States.   The  Office 
plays  a  major  role  as  the  Department's  advocate  for  minority 
communities  on  issues  which  affect  the  health  of  minority 
populations. 

For  the  Office  on  Women's  Health  (OWH),  we  are  requesting 
$1  million  as  part  of .  an  overall  PHS  investment  in  women's  health 
which  totals  approximately  $1.9  billion  in  FY  1995.   The  activities 
of  the  Office  on  Women's  Health  are  critical  to  the  coordination  of 
women's  health  programs  across  the  PHS  agencies,  and  to  redressing 
inequities  in  both  research  and  the  delivery  of  health  services  in 
order  to  improve  the  health  of  American  women.  Women's  health  is 
defined  not  only  by  the  physical  factors  associated  with  disease, 
but  also  by  economic,  behavioral,  social,  and  environmental  factors 
that  influence  health  and  well-being.   The  Office  on  Women's  Health 
is  working  and  promoting  leadership  on  all  these  fronts.   This 
Office  will  be  responsible  for  coordinating  the  implementation  of 
the  National  Action  Plan  on  Breast  Cancer.   This  plan  currently  is 
undergoing  final  refinements.   The  FY  1995  NIK  budget  includes 
$10  million  for  the  implementation  of  the  Plan. 

The  FY  1995  budget  for  the  Office  of  Population  Affairs 
includes  a  request  of  $6.8  million  for  the  Office  of  Adolescent 
Health,  which  will  replace  the  former  Adolescent  Family  Life 
Program.   Section  1708  of  the  Public  Health  Service  Act  authorizes 
the  establishment  of  the  Office  of  Adolescent  Health  in  OASH  to  set 
policy  for  and  oversee  a  comprehensive  range  of  health,  educational 
and  social  services  aimed  at  the  protection  and  improvement  of  the 
health  of  adolescents.   The  health  problems  of  adolescents  present  a 
formidable  public  health  challenge  --  one  in  five  adolescents 
suffers  from  at  least  one  serious  health  problem;  the  three  leading 
causes  of  death  among  adolescents  are  injury,  suicide  and  homicide; 
nearly  1  million  teens  become  pregnant  each  year;  and  up  to 
25  percent  of  all  adolescents  will  have  had  at  least  one  sexually 
transmitted  disease  before  leaving  high  school.  A  reprogramming 
action  is  planned  in  FY  1994  to  initiate  this  activity. 

The  FY  1995  President's  Budget  for  the  Health  Resources  and 
Services  Administration  includes  $199  million,  an  increase  of 
$18  million,  for  the  Family  Planning  Program  which  is  administered 
in  OASH  by  the  Office  of  Population  Affairs. 

The  President's  Council  on  Physical  Fitness  and  Sports 
(PCPFS),  established  by  Executive  Order  12345,  has  lead 
responsibility  for  the  physical  activity  and  fitness  objectives 
outlined  in  Healthy  People  2000.  We  are  truly  integrating  physical 
fitness  in  PHS  programs  as  well  as  supporting  the  broad  government- 
wide  and  private  sector  role.   Through  the  efforts  of  the  PCPFS  and 
its  staff,  a  new  level  of  awareness  has  taken  place  of  the 
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correlation  between  fitness  and  overall  good  health.   The  FY  1995 
request  of  $1.5  million  is  the  same  as  the  FY  1994  level. 

Coordination 

The  F/  1995  budget  includes  $2.3  million  for  the  Office  of 
Emergency  Preparedness  (OEP),  which'  is  responsible  for  overseeing 
and  coordinating  the  planning  and  implementation  of  the  Department- 
wide  responses  to  disasters.   In  addition,  the  PHS  has  the 
responsibility  to  coordinate  the  Federal  Government's  health  and 
medical  services  in  response  to  disasters.   In  the  recent  California 
earthquake,  on  behalf  of  the  Assistant  Secretary,  OEP  immediately 
deployed  Disaster  Medical  Assistance  Teams  (DMATs)  to  render  on-site 
medical  services  to  the  victims.  We  also  provided  trained  staff  to 
augment  local  efforts  in  crisis  counseling  services  to  victims,  and 
area  residents  traumatized  by  fear  of  additional,  impending 
earthquakes,  as  well  as  counseling  to  caregivers  experiencing  stress 
because  of  the  workload  in  selected  hospitals  and  clinics.   Current 
efforts  include  follow-up  activities  to  identify  needed  services  in 
areas  such  as  the  prevention  and  treatment  of  domestic  violence, 
treatment  of  homeless  persons  with  pre-existing  mental  illnesses, 
and  substance  abuse  prevention  activities.   This  Office  also  played 
a  key,  critical  role  in  the  successful  public  health  response  to  the 
1993  Midwest  floods.   The  FY  1995  request  of  $2.3  million  will 
provide  support  for  the  core  staff  responsible  for  coordinating  all 
HHS  emergency  preparedness  activities  as  well  as  the  coordination  of 
all  Federal  executive  branch  responses  for  health  and  medical 
services  and  for  responding  to  the  needs  of  victims  of  hurricanes, 
earthquakes,  and  other  disasters. 

The  National  Vaccine  Program  (NVP),  established  by 
Section  2101  of  the  PHS  Act,  serves  as  the  primary  staff  support  to 
the  Assistant  Secretary  for  the  development  of  PHS  policies,  the 
setting  of  priorities,  and  the  overall  guidance  of  PHS  vaccine- 
related  efforts,  including  the  President's  Childhood  Immunization 
Initiative.   The  FY  1995  budget  includes  $2.7  million  for  NVP,  the 
same  as  in  FY  1994. 

The  Office  of  Disease  Prevention  and  Health  Promotion  (ODPHP), 
authorized  by  Section  1701  of  the  PHS  Act,  pursues  the  goals  of 
Healthy  People  2000;   National  Health  Promotion  and  Disease 
Prevention  Objectives  --  namely,  to  increase  the  span  of  healthy 
life  for  all  Americans,  to  reduce,  and  finally  to  eliminate, 
disparities  in  health  status  among  all  Americans.   The  Office 
promotes  prevention  education  at  all  levels  of  schooling  —  from 
medical  school  curricula  to  elementary  school  health  programs.   In 
addition,  our  efforts  to  develop  and  promote  worksite  health 
promotion  programs  and  grass-roots  Healthy  People  plans  bring 
prevention  activities  directly  to  the  public.   The  FY  1995  request 
of  $4.8  million  for  ODPHP  maintains  the  FY  1994  level  of  funding. 

The  President  places  a  high  priority  on  providing  resources  to 
combat  the  AIDS  epidemic.   Our  FY  1995  PHS  budget  contains  over 
$2.7  billion  for  this  purpose,  an  increase  of  $177  million  above 
FY  1994  and  $673  million  above  FY  1993.   An  estimated  1  million 
Americans  are  already  infected,  and  a  quarter  million  have  died  from 
AIDS.  The  Assistant  Secretary  for  Health  leads  and  directs  the 
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overall  PHS  effort  against  AIDS  through  the  staff  of  the  National 
AIDS  Program  Office  (NAPO)  and  coordinates  efforts  with  the  Office 
of  the  National  AIDS  Policy  Coordinator  in  the  White  House.   The 
FY  1995  request  includes  $2.9  million  for  NAPO  to  maintain 
approximately  the  same  level  of  service  as  in  FY  1994. 

Science 

Within  the  area  of  science  and  technology,  I  chair  the 
National  Science  and  Technology  Council  Committee  on  Health,  Safety, 
and  Food  Research  and  Development.   The  overall  goal  of  this 
Committee  is  to  identify  research  and  development  strategies  to 
protect  and  improve  the  health,  safety,  and  food  security  of  all 
Americans.  Achieving  this  goal  will  greatly  improve  the  health, 
safety,  and  food  security  for  our  citizens,  and  will  also  provide 
critical  information  that  will  enhance  the  Nation's  ability  to 
address  key  national  priorities  in  areas  such  as:  health  care 
reform,  welfare  reform,  health  promotion  and  disease  and  injury 
prevention,  food  safety  and  security,  and  environmental  and 
occupational  safety  and  health. 

International  Health 

Within  OASH,  our  Office  of  International  and  Refugee  Health 
provides  overall  direction  for  all  international  and  refugee  health 
programs  and  activities  within  the  Public  Health  Service.   This 
includes  determining  overall  policies  and  coordination  of  PHS 
international  health  involvement,  representation  and  participation 
in  programs  of  multilateral  health  organizations,  bilateral 
programs,  refugee  health  issues  and  programs  and  humanitarian  and 
foreign  disaster  assistance. 

Office  of  Research  Integrity 

Another  important  OASH  effort  is  the  Office  of  Research 
Integrity  (ORI),  which  was  administratively  established  in  June  1992 
and  more  recently  was  authorized  by  Section  161  of  the  NIH 
Reauthorization  Act  of  1993  to  investigate  and  resolve  allegations 
of  research  misconduct  and  retaliation  against  whistleblowers 
throughout  PHS  and  with  respect  to  PHS  grantees.   In  FY  1993,  ORI 
responded  to  over  150  detailed  queries  about  potential  misconduct 
cases;  conducted  over  60  reviews  of  institutional  investigations; 
conducted  25  inquiries  and  investigations  of  allegations  of 
misconduct;  imposed  administrative  actions  in  15  cases;  defended 
6  cases  before  the  Departmental  Appeals  Board;  and  conducted 
detailed  legal  negotiations  on  3  cases.   In  FY  1995,  we  are 
requesting  $4  million  to  continue  this  Office  at  the  FY  1994  level. 

Management 

Mr.  Chairman,  I  would  also  like  to  mention  and  acknowledge  the 
management  support  provided  by  the  OASH  staff  offices.   These  are 
the  people  who  work  behind  the  scenes  and  help  me  to  make  sure  that 
PHS  programs  are  coordinated,  effective  and  function  with  vision  and 
purpose .  Without  the  dedication  and  hard  work  of  the  management  and 
budget  staff,  the  appropriations  justifications  and  supporting 
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material,  before  you  today,  as  well  as  a  variety  of  other  material 
throughout  the  year,  would  not  be  accomplished  in  a  high-quality 
way. 

Retirement  Pay  and  Medical  Benefits  for  Commissioned  Officers 

The  Retirement  Pay  and  Medical  Benefits  for  Commissioned 
Officers  appropriation  provides  retirement  payments  to  retired 
Public  Health  Service  Commissioned  Officers,  payments  to  survivors 
of  officers  who  elected  to  receive  a  reduced  annuity,  and  for  the 
costs  of  medical  care  of  active  duty  and  retired  officers,  their 
dependents,  and  survivors. 

Mr.  Chairman,  that  concludes  my  opening  remarks.  I  would  be 
pleased  to  answer  any  questions  that  you  and  the  Committee  members 
may  have. 
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PHILIP  R.  LEE,  M.D. 

Head  of  the  U.S.  Public  Health  Service 

and  Assistant  Secretary  for  Health 

U.S.  Department  of  Health  and  Human  Services 


Assistant  Secretary  Philip  Randolph  Lee,  M.D. ,  leads  the  U.S. 
Public  Health  Service  at  a  time  when  this  country's  major  national 
issue  is  health  care  reform  -  how  to  promote  the  health  of  the 
public  through  health  care  reform,  how  to  assure  universal  access, 
how  to  assure  quality,  how  to  contain  rapidly  rising  costs  and  how 
to  pay  for  it.   The  Public  Health  Service  programs  that  Dr.  Lee 
directs  contribute  to  virtually  all  these  objectives. 

Dr.  Lee  was  sworn  in  as  the  Assistant  Secretary  for  Health  on 
July  2,  1993,  after  being  nominated  by  President  Clinton  on 
May  18,  1993,  and  confirmed  by  the  Senate  on  July  1,  1993. 

Dr.  Lee  brings  to  his  post  more  than  four  decades  of 
involvement  in  health  care  and  public  health  policy. 

Twenty-eight  years  ago  (November  1965),  Dr.  Lee  was  sworn  in 
as  Assistant  Secretary  for  Health  and  Scientific  Affairs  under 
President  Johnson.   In  his  first  two  years  as  Assistant  Secretary, 
from  1965  to  1967,  Congress  enacted  more  health  legislation  than  all 
the  previous  Congresses  put  together.   Not  since  that  period  has  the 
public's  health  and  health  care  reform  been  such  a  huge  priority  on 
the  Nation's  agenda. 

Among  his  activities  as  Assistant  Secretary  of  the  Public 
Health  Service  in  the  1960's,  Dr.  Lee  helped  fashion  health 
manpower,  family  planning,  health  care,  consumer  protection, 
environmental  health  and  biomedical  research  policies. 

Before  his  first  appointment  to  the  top  Public  Health  Service 
role.  Dr.  Lee  served  as  Director  of  Health  Services  in  the  Agency 
for  International  Development.   Prior  to  his  government  service,  he 
was  a  staff  member  at  the  Palo  Alto  Medical  Clinic  in  California, 
and  before  that  a  fellow  at  the  Mayo  Clinic  and  Bellevue  Medical 
Center.   Dr.  Lee's  clinical  experience  enhances  his  commitment  to 
public  health  policy  and  improving  both  care  and  access  to  care. 

Dr.  Lee  has  served  with  distinction  as  Director  of  the 
Institute  of  Health  Policy  Studies,  School  of  Medicine  at  the 
University  of  California,  San  Francisco  for  the  past  twenty-one 
years.   In  these  years,  he  has,  as  a  colleague  recently  said,  worked 
with  and  influenced  hundreds  of  health  care  policymakers  and 
researchers,  many  of  whom  name  Dr.  Lee  as  their  mentor.   Since  1969, 
Dr.  Lee  has  been  a  Professor  of  Social  Medicine  at  UCSF. 

Dr.  Lee  has  frequently  advised  federal  and  state  health 
groups ,  and  served  on  numerous  advisory  boards  and  planning 
committees.   In  1985,  San  Francisco  Mayor  Dianne  Feinstein  named  him 
as  the  first  president  of  the  city's  Health  Commission,  which  was 
the  governing  body  in  the  city/county  health  department  that 
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included  public  health,  mental  health  and  substance  abuse  services, 
as  well  as  the  San  Francisco  General  Hospital  (the  major  AIDS  care 
facility  in  the  city),  and  a  1,000-bed  long-term  care  facility. 

In  1986,  when  Congress  set  up  the  Physician  Payment  Review 
Commission  to  examine  reimbursement  of  physicians  under  Medicare, 
Dr.  Lee  was  named  to  head  the  Commission.   The  Commission  worked 
closely  with  Congress  and  many  physician  groups,  consumer  groups  and 
others  in  shaping  the  physician  payment  reform  adopted  by  Congress 
in  1989.   Dr.  Lee  resigned  from  the  Commission  in  1993  after  being 
asked  by  President  Clinton  to  serve  as  Assistant  Secretary  for 
Health. 

Until  1993  and  his  confirmation  as  Assistant  Secretary, 
Dr.  Lee  served  on  the  Board  of  Trustees  of  several  California-based 
organizations  representing  a  variety  of  public  interests:   the  Henry 
J.  Kaiser  Foundation,  Jenifer  Altman  Foundation,  World  Institute  on 
Disability,  and  the  Glide  Foundation  of  the  Glide  Memorial  United 
Methodist  Church.  Also,  from  1971  to  1979  Dr.  Lee  served  on  the 
Board  of  Trustees  of  the  Carnegie  Corporation  of  New  York. 

Dr.  Lee  was  a  member  of  the  editorial  boards  of  the  health 
policy  journal  Milbank  Quarterly  and  of  the  Annals  of  Internal 
Medicine  until  assuming  his  Public  Health  Service  responsibilities. 

The  Public  Health  Service  includes  eight  agencies  that  lead 
the  world  in  health  care  for  the  underserved,  in  biomedical 
research,  in  food  and  drug  safety  and  in  disease  control.   These 
agencies  are  the  National  Institutes  of  Health,  the  Centers  for 
Disease  Control  and  Prevention,  the  Food  and  Drug  Administration, 
the  Agency  for  Toxic  Substances  and  Disease  Registry,  the  Health 
Resources  and  Services  Administration,  the  Indian  Health  Service, 
the  Substance  Abuse  and  Mental  Health  Services  Administration,  and 
the  Agency  for  Health  Care  Policy  and  Research. 

Also  located  in  the  Office  of  the  Assistant  Secretary  are  the 
Office  of  the  Surgeon  General,  the  National  Vaccine  Program  Office, 
the  Office  of  Population  Affairs,  the  Office  of  Minority  Health,  the 
Office  on  Women's  Health,  the  Office  of  Disease  Prevention  and 
Health  Promotion,  the  Office  of  International  Health,  the  Office  of 
Emergency  Preparedness,  and  the  National  AIDS  Program  Office. 

Dr.  Lee  advises  and  assists  HHS  Secretary  Donna  Shalala  on 
health  policy  and  on  all  health-related  activities  of  the 
Department.   He  has  played  an  active  role  in  the  health  care  reform 
task  force. 

Dr.  Lee  received  an  A.B.  from  Stanford  University  in  1945,  an 
M.D.  from  Stanford  in  1948,  an  M.S.  from  the  University  of  Minnesota 
in  1955,  and  an  honorary  Sc.D.  from  MacMurray  College  in  1967. 

Dr.  Lee  lives  in  Washington,  D.C.   His  wife.  Professor  Carroll 
Estes,  also  of  the  University  of  California,  is  a  world  recognized 
expert  in  aging  and  long-term  care  policy.   Dr.  Lee  has  five 
children,  a  stepdaughter  and  five  grandchildren. 
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Mr.  Smith.  We  have  several  Members  here  and  I  have  a  sus- 
picion that  the  questions  I  have  will  be  asked  anyway.  I  yield  to 
Mr.  Porter. 

CHRONIC  FATIGUE  SYNDROME 

Mr.  Porter.  Dr.  Lee,  you  mentioned — chronic  fatigue  syndrome. 
You  mentioned  in  your  opening  remarks  the  Interagency  Coordi- 
nating Committee.  And  that  has  convened  now.  Is  the  committee 
fully  constituted,  including  representatives  of  CFS  advocates  and 
private  researchers?  And  when  will  the  committee  submit  its  1994 
report  and  action  plan  to  the  Congress? 

Dr.  Lee.  The  committee  has  been  constituted.  We  have  involved 
in  our  meetings,  not  as  formal  members  of  the  committee,  but  as 
participants  in  the  meetings,  representatives  of  patient  groups, 
consumer  groups,  and  researchers  in  private  institutions  and  uni- 
versities. Their  participation  has  been  welcome. 

The  report  we  should  be  submitting — has  been  submitted. 

Mr.  Little.  It  was  submitted  on  Tuesday,  April  26. 

Dr.  Lee.  I  must  say  that  is  an  area  in  which  I  have  a  personal 
long  standing  interest.  I  chair  the  committee  and  have  been  quite 
impressed  with  the  progress  that  has  been  made  in  the  last  few 
years,  particularly  the  coordination  between  CDC  and  the  NIH  on 
the  research  agenda.  Until  we  get  some  of  these  problems  solved, 
we  do  not  have  effective  treatments,  as  you  know,  for  chronic  fa- 
tigue syndrome. 

Mr.  Porter.  Why  don't  you  review  for  us  the  administration's 
budget  request  for  CFS.  What  does  it  consist  of? 

Dr.  Lee.  There  is  a  significant  increase  over  the  last  few  years. 
CDC's  estimate  for  1995  is  $4.7  million.  And  for  NIH,  $5.6  million, 
for  a  total  of  $10.3  million.  That  compares  to  $3.1  million  in  1991 
and  $5.9  million  in  1992.  Congress  has  significantly  increased 
funding  for  chronic  fatigue  syndrome  research  in  recent  years. 

Mr.  Porter.  How  many  full-time  FTEs  are  dedicated  to  CFS  ac- 
tivities, do  you  know? 

Dr.  Lee.  We  will  have  to  give  you  that  for  the  record.  It  would 
be  at  NIH  and  CDC  primarily. 

[The  information  follows:] 

FTE's  Dedicated  to  CFS  Activities 

We  estimate  that  there  are  a  total  of  31  FTEs  devoted  to  CFS  activities.  CDC  has 
16  full  time  FTEs  which  are  dedicated  to  CFS  activities.  There  are  an  additional 
39  employees  at  CDC  who  work  on  CFS  activities  and  their  CFS  portion  would 
equate  to  an  additional  12  FTEs.  NIH  does  not  have  any  full  time  FTEs  staff  dedi- 
cated to  CFS,  however  the  National  Institute  of  Allergy  and  Infectious  Disease  esti- 
mate that  staff  time  allotted  to  CFS  activities  would  equate  to  3.3  FTEs. 

Mr.  Porter.  And  the  funding  at  CDC,  is  that  CFS-specific? 
When  you  talk  about  $4.68  million  is  that  specific  to  chronic  fa- 
tigue syndrome? 

Dr.  Lee.  Yes,  I  believe  it  is  primarily  chronic  fatigue-related.  It 
is  not  general  research  that  might  apply,  but  it  is  rather  specifi- 
cally related  to  chronic  fatigue  and  we  can  give  you  more  specific 
information  on  that,  but  in  my  recollection  of  the  last  meeting,  I 
don't  recall  other  related  research  that  would  be  included  in  that 
figure. 
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Mr.  Porter.  Finally,  on  this  subject,  the  NIH  Revitalization  Act 
requires  appropriate  individuals  with  expertise  in  CFS  or  neuro- 
muscular disease  be  appointed  to  appropriate  NIH  advisory  com- 
mittees and  boards.  What  activities  have  you  taken  to  fulfill  these 
legislative  requirements? 

Dr.  Lee.  I  will  have  to  get  that  information  for  you  and  supply 
it  for  the  record. 

Mr.  Porter.  Could  you  do  that?  All  the  advisory  boards  that  you 
can  or  have  identified,  the  process  you  are  going  to  use  to  name 
individuals  to  the  committees,  and  how  you  are  going  to  comply 
with  that. 

Dr.  Lee.  Certainly  we  will  do  that. 

[The  information  follows:] 

CFS  Representatives  on  NIH  Advisory  Committees/Boards 

Orvalene  Prewitt,  a  leader  of  the  CFS  constituency,  was  appointed  recently  to  the 
NIAID's  National  Advisory  Allergy  and  Infectious  Diseases  Council.  In  addition  to 
expertise  in  the  areas  of  health  policy,  public  policy  and  management,  this  new 
member  has  worked  extensively  in  the  public  sector  to  educate  the  community 
through  presentation  and  written  materials  in  the  area  of  CFS.  Her  knowledge  of 
the  needs  in  the  field  of  CFS  will  complement  scientific  expertise  of  other  Council 
members  in  immunology,  virology,  microbiology  and  infectious  diseases.  This  new 
member  will  be  invaluable  in  setting  reseeirch  priorities  and  will  assure  that  we  re- 
main in  touch  with  the  concerns  of  the  CFS  community. 

Additionally,  NIAID  has  worked  with  the  Division  of  Research  Grants  to  identify 
scientists  with  appropriate  expertise  to  serve  on  the  CFS  Special  Emphasis  Panel — 
the  NIH  Advisory  Committee  chartered  to  review  CFS  research  grant  proposals.  Ex- 
perts in  medicine,  virology,  immunology,  neurology,  epidemiology,  muscle  physiology 
and  statistics  are  among  those  who  have  been  invited  to  serve. 

OFFICE  OF  ADOLESCENT  HEALTH 

Mr.  Porter.  The  President  proposes  to  terminate  the  Adolescent 
Family  Life  Program  and  redirect  a  portion  of  its  funding  to  the 
new  Office  of  Adolescent  Health  under  the  direction  of  the  Surgeon 
General.  Is  this  new  office  authorized  under  current  law? 

Dr.  Lee.  Yes,  it  is.  It  has  not  been  funded  until  this  year  and 
our  proposal  this  year  is  to  fund  this  office  in  this  manner. 

Mr.  Porter.  In  briefing  Congress  on  its  proposed  public  service 
advertising  campaign  on  AIDS  earlier  this  year,  the  CDC  informed 
Congress  that  abstinence  counseling  in  combination  with  more  tra- 
ditional sex  education  has  proven  to  be  the  most  effective  strategy 
to  prevent  or  delay  teen  sexual  activity.  If  that  is  so,  why  is  the 
administration  proposing  to  terminate  abstinence  counseling  pro- 
grams? 

Dr.  Lee.  We  wouldn't  terminate  these  programs,  but  would  in- 
clude them  within  the  broader  context.  Because  of  the  problems 
recognized  by  Congress  in  its  authorization,  the  Office  of  Adoles- 
cent Health  takes  a  broader  approach.  We  would  certainly  incor- 
porate abstinence  education  within  that  approach. 

NATIONAL  museum  OF  HEALTH  AND  MEDICINE 

Mr.  Porter.  Dr.  Lee,  the  subcommittee  has  supported  efforts  to 
involve  the  Public  Health  Service  in  the  relocation  and  revitaliza- 
tion of  the  National  Museum  of  Health  and  Medicine,  and  Dr. 
Koop,  the  former  Surgeon  General,  is  leading  the  private  sector  in 
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this  project.  The  National  Museum  of  Health  and  Medicine  is  seek- 
ing to  move  to  a  site  adjacent  to  the  Hubert  Humphrey  Building. 

It  has  developed  a  program  with  other  museums  to  share  the 
health  promotion  exhibits  and  information.  This  project  will  con- 
tribute to  the  Public  Health  Service  effort  to  meet  the  Healthy  Peo- 
ple 2000  objectives  to  utilize  museums  to  improve  health  aware- 
ness and  scientific  literacy. 

I  envision  the  museum  helping  educate  Americans  on  the  value 
of  biomedical  research.  What  is  the  status  of  your  involvement  in 
this  project? 

Dr.  Lee.  I  am  quite  enthusiastic  about  the  project.  We  have  met 
with  Dr.  Koop  and  Fitzhugh  Mullen,  the  lead  person  in  the  Public 
Health  Service  with  respect  to  this.  We  have  been  looking  at  the 
location,  which  is  on  the  Raybum  side  of  the  Humphrey  Building. 
I  would  say  within  the  next  six  months,  we  would  be  able  to  reach 
some  decisions  within  the  Department  about  the  museum.  I  per- 
sonally am  strongly  in  favor  of  it. 

It  does  obviously  require  funding  and  significant  architectural 
modifications  of  the  Humphrey  Building.  For  those  reasons,  it  is 
not  something  that  we  could  do  just  with  my  enthusiastic  support. 
We  can  report  back  to  you  later  on  that  and  give  you  a  detailed 
progress  report. 

BREAST  CANCER  CLINICAL  TRIAL 

Mr.  Porter.  I  am  extremely  concerned  about  the  recent  events 
connected  with  the  falsification  of  data  on  a  major  breast  cancer 
clinical  trial.  What  actions  has  the  Office  of  Research  Integrity 
taken  in  regard  to  this  matter? 

Dr.  Lee.  That  case  is  very  serious.  We  are  deeply  concerned  and 
the  case  has  been  referred  by  the  National  Cancer  Institute  to  the 
Office  of  Research  Integrity  for  investigation.  Dr.  Lyle  Bivens  is 
here.  If  you  would  like  him  to  comment  to  the  extent  that  he  can 
on  that  case,  I  would  ask  him  to  do  so. 

Lyle,  could  you  join  us  for  a  moment. 

Dr.  Bivens.  At  the  moment,  the  Office  of  Research  Integrity  has 
requested  the  University  of  Pittsburgh  to  open  an  inquiry  into 
events  at  the  headquarters  site  for  the  National  Surgical  Adjuvant 
Breast  and  Bowel  Project,  which  is  at  Pittsburgh.  We  also  are  con- 
ducting an  investigation  of  possible  scientific  misconduct  at  another 
NSAPB  center  at  St.  Mary's  Hospital  in  Montreal. 

Dr.  Lee.  The  first  step  in  such  a  procedure  is  to  ask  the  institu- 
tion to  conduct  an  inquiry. 

Dr.  Bivens.  The  purpose  of  an  inquiry  is  to  see  if  there  is  suffi- 
cient evidence  for  a  possible  specific  misconduct  to  warrant  a  full 
investigation.  If  a  full  investigation  is  required  of  the  Pittsburgh 
situation,  the  Office  of  Research  Integrity  would  conduct  that. 

INTENTIONAL  FALSIFICATION  OF  DATA 

Mr.  Porter.  Last  week  I  asked  both  Dr.  Varmus  and  Dr.  Broder 
what  they  thought  regarding  possible  felony  criminal  punishment 
for  individuals  that  intentionally  falsify  scientific  data.  What  is 
your  thought  about  that.  Dr.  Lee? 

Dr.  Lee.  I  think  the  sanctions  barring  people  from  getting  re- 
search grants  for  perhaps  10  years  could  be  extended  to  lifetime 
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barring.  I  would  have  to  think  about  a  criminal  penalty  or  felony 
penalty  for  scientific  fraud.  I  would  be  somewhat  concerned  about 
going  that  far.  It  seems  to  me  that  it  is  a  very  serious  problem,  but 
different  from  other  felonies.  I  would  have  to  think  about  it,  and 
discuss  it  with  general  counsel  before  rendering  a  final  judgment. 

Mr.  Porter.  I  am  talking  about  intentional  falsification  of  data, 
not  some  kind  of  error. 

Dr.  Lee.  Yes,  I  agree  with  you;  it  is  a  serious  problem.  Whether 
it  should  become  a  felony,  I  am  not  certain  at  this  moment. 

Mr.  Porter.  Please  think  about  this,  because  I  think  we  ought 
to  do  whatever  we  can  that  is  reasonable  to  prevent  this  from  hap- 
pening in  the  future  because  it  undermines  all  scientific  inquiry 
and  it  hurts  the  reputation  of  the  Institutes  themselves.  It  really 
is  a  very  pernicious  matter  that  we  shouldn't  tolerate  at  all. 

Dr.  Lee.  I  agree  with  you.  I  think  it  is  a  very  serious  problem. 
I  think  the  Pittsburgh  situation,  which  we  are  investigating,  is 
very  serious.  We  take  this  problem  very  seriously  and  I  think  we 
should  ask  for  additional  sanctions. 

Mr.  Porter.  Dr.  Lee,  thank  you.  I  am  going  to  go  vote  and  come 
back. 

women's  health 

Mr.  Hoyer  [presiding].  Dr.  Lee,  welcome,  and  again  let  me  thank 
you  for  spending  some  time  in  my  district  with  the  medical  pro- 
vider community  talking  about  health  care.  It  was  very  useful  for 
them  and  useful  for  me. 

Dr.  Elders  and  others,  thank  you  for  being  here.  Let  me  ask  just 
a  couple  of  questions. 

I  want  to  ask  a  few  questions  about  women's  health. 

Now,  last  year — ^you  have  a  million  dollars  in  the  Office  of  Wom- 
en's Health  this  year,  and  a  million  dollars  last  year.  First,  let  me 
ask  you,  are  we  going  to  spend  the  million  dollars  this  year  that 
we  have  budgeted  for  1994? 

Dr.  Lee.  Yes,  we  will. 

Mr.  Hoyer.  Let  me  tell  you,  frankly,  I  heard  that  that  might  be 
a  pot  of  money  out  of  which  we  would  divert  some  funds  to  pay  for 
the  earthquake  supplemental. 

Dr.  Lee.  We  have  had  some  rescissions.  We  have  had  to  reduce 
most  of  our  program  offices  in  order  to  meet  the  rescission  require- 
ments which  were  mandated  by  the  Congress.  We  have  tried  to  do 
that  in  an  equitable  fashion.  The  money  that  remains  will  certainly 
be  spent. 

As  you  know,  we  have  new  leadership  in  that  office  with  Dr. 
Susan  Blumenthal  from  NIH,  recently  appointed  as  the  Deputy  As- 
sistant Secretary  for  Women's  Health. 

Mr.  Hoyer.  I  see  her  in  the  audience. 

Do  you  have  any  idea  how  big  the  rescission  is  going  to  be? 

Dr.  Lee.  The  rescission  is  $2,723  miUion  for  OASH  in  total.  Of 
that,  $75,000  would  be  the  reduction  in  the  Office  on  Women's 
Health. 

Mr.  Hoyer.  In  1995,  is  there  going  to  be  enough  funding  to  carry 
out  the  Office's  ambitious  agenda,  which  is  strongly  supported  by 
this  committee. 
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Dr.  Lee.  I  would  say  that  Dr.  Blumenthal  would  say,  no.  I  might 
have  to  say,  yes,  because  we  have  limited  resources.  We  had  to 
make  very  difficult  decisions  because  of  the  budgetary  caps  agreed 
to  by  the  Administration  and  Congress.  We  will  do  a  very  good  job 
with  a  million  dollars. 

Certainly  with  her  leadership,  more  could  be  spent  effectively. 
We  do,  of  course  have  significant  increases  at  NIH,  the  breast  can- 
cer initiative,  where  there  are  funds  set  aside  for  that  within  the 
Office  of  Women's  Health  at  NIH. 

ADOLESCENT  HEALTH 

Mr.  HOYER.  Dr.  Lee,  let  me  ask  one  additional  question.  I  want 
to  congratulate  you  and  Dr.  Elders  for  your  plans  to  transform  the 
Adolescent  Family  Life  Program  into  the  new  Office  of  Adolescent 
Health. 

Now,  doctor,  I  am  a  big  supporter  of  school-based  services.  I 
would  like  for  you  to  describe  how  you  are  coordinating  your  plan- 
ning with  the  Department  of  Education  to  most  effectively  target 
services  to  adolescents. 

I  think  it  is  critical  that  your  department  and  the  Department 
of  Education  come  together  in  delivering  services. 

Dr.  Lee.  We  agree  with  that  and  let  me  say  a  word  about  the 
initiative  Eind  then  I  would  like  to  ask  Dr.  Elders  to  comment.  She 
has  been  the  champion  in  the  Department  for  adolescents  and  is 
leading  a  number  of  other  programs  dealing  with  adolescents. 

In  the  Health  Security  Act  proposals  there  is  provision  for  both 
the  development  of  school-based  services  and  the  development  of  a 
K-12  health  education  curriculum  as  part  of  the  Health  Security 
Act. 

Mr.  HOYER.  Doctor,  I  am  told  I  have  one  minute  to  make  the 
vote.  Can  you  hold  that  answer?  Let  me  come  back  and  hear  the 
answer. 

Dr.  Lee.  Dr.  Elders  will  give  you  the  answer  when  you  come 
back. 

HEALTH  security  ACT 

Mr.  Smith  [presiding].  Meanwhile,  why  don't  you  tell  us  what 
you  can — I  know  that  you  were  on  the  task  force — about  the  Presi- 
dent's health  plan  and  anything  that  you  are  doing  to  support  that. 

Dr.  Lee.  Our  involvement  in  developing  and  refining  the  Health 
Security  Act  has  been  very  extensive.  We  created  an  Office  of 
Health  Care  Reform  within  my  office  because  of  the  extensive  ac- 
tivities involving  all  elements  of  the  Public  Health  Service,  particu- 
larly under  Title  III,  which  is  the  public  health  initiatives,  and  also 
includes  additional  funds  for  prevention  research  at  NIH,  and  clini- 
cal outcomes  and  effectiveness  research  and  other  health  services 
research. 

The  access  initiative  in  Title  III,  includes  increased  funding  for 
community  and  migrant  health  centers,  continued  base  support  for 
Ryan  White,  for  the  other  safety  net  programs  like  maternal  and 
child  health,  increased  funding  for  mental  health  services  and  drug 
abuse  services  enabling  services  and  funds  to  link  the  public  and 
private  sectors  for  the  chronically  mentally  ill  and  chronically  ad- 
dicted individuals. 
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The  Health  Security  Act  provides  new  benefits  for  drug  abuse 
and  mental  health  benefits.  We  need  to  strengthen  those  programs 
and  link  those  to  the  private  sector  programs  that  would  be  created 
with  the  benefit  package  included  in  the  Health  Security  Act.  The 
health  care  reform  staff  in  my  office  are  working  with  States  and 
with  the  Substance  Abuse  and  Mental  Health  Services  Administra- 
tion to  map  out  how  this  coordination  could  be  achieved.  We  are 
also  proposing  expansion  of  the  National  Health  Service  Corps  to 
assist  in  meeting  the  needs  in  rural  and  urban  inner-city  areas. 

We  are  proposing  a  capacity  expansion  program  which  would 
provide  loans,  grants  and  loan  guarantees  to  expand  capacity  in 
medically  underserved  areas.  This  effort  would  create  practice  net- 
works in  inner-city  areas  and  rural  areas  to  assure  that  when  peo- 
ple are  insured,  they  have  access  to  quality  care. 

In  many  rural  areas  there  are  no  doctors  and  no  nurse  practi- 
tioners and  access  may  be  a  matter  of  hours  in  the  wintertime  over 
very  difficult  roads.  The  capacity  expansion  initiative  will  not  only 
develop  more  services  in  rural  areas,  but  also  provides  funding  for 
enabling  services  such  as  outreaching  transportation  in  rural  areas 
to  bring  elderly  to  the  available  health  service.  Half  of  the  elderly 
in  rural  areas  do  not  own  an  automobile.  They  don't  have  access 
to  ready  transportation. 

For  people  in  the  inner  cities,  often  it  is  a  problem  of  translation. 
You  may  have  a  health  center  that  is  serving  a  largely  Hispanic 
population,  but  you  have  a  Korean  population  in  the  same  area  and 
they  have  difficulty  communicating  with  the  health  center  staff. 
The  enabling  services  grant  would  expand  translation  services,  and 
in  other  ways  assure  everyone  access  in  making  services  available. 

We  have  many  underserved  populations  now,  and  the  outcomes 
of  care  for  many  of  those  populations  now  are  not  as  good  as  those 
who  had  insurance  and  have  ready  access  to  good  quality  care. 

Finally,  Title  HI  contains  the  core  public  health  function.  We  are 
proposing  through  the  Centers  for  Disease  Control  and  Prevention 
a  major  new  grant  program  designed  to  strengthen  the  primary 
public  health  functions  of  State  and  local  health  departments. 

This  includes  surveillance  functions  to  detect  diseases  in  the 
community,  monitoring  the  water  and  food  supplies,  to  protect  the 
environment,  and  communicable  and  chronic  disease  control  pro- 
grams. The  grants  would  also  support  TB  control  in  a  community, 
and  the  development  of  public  health  laboratories  to  support  re- 
gional public  health  needs. 

There  would  also  be  funds  for  community  mobilization,  commu- 
nity health  education  around  such  issues  as  violence.  In  some  com- 
munities it  might  be  cigarette  smoking  among  teenagers  and  in  an- 
other it  might  be  diabetes  and  exercise.  Those  are  the  basic  ele- 
ments that  involve  the  Public  Health  Service  with  the  exception  of 
Title  VIII,  which  is  the  Indian  Health  Service. 

Title  VIII  does  include  provisions  for  strengthening  the  Indian 
Health  Service,  enhancing  its  capacity  to  meet  the  needs  in  a 
health  care  reform  environment.  Dr.  Boufford  and  I  have  been 
meeting  with  all  the  tribes  on  a  regional  basis  and  visiting  a  num- 
ber of  Indian  Health  Service  sites.  I  have  been  tremendously  im- 
pressed with  the  quality  of  the  care  and  the  quality  of  the  staff  in 
the  Indian  Health  Service.  It  is  important  that  we  strengthen  the 
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capacity  because  they  work  in  frontier  areas,  remote  rural  areas 
and  villages  in  Alaska.  The  only  health  personnel  there  are  the 
community  health  aides,  trained  by  the  Public  Health  Service,  con- 
nected to  Kotzebue  by  radio,  and  meeting  the  needs  of  those  vil- 
lages in  very  creative  and  remarkably  effective  ways.  In  those  re- 
mote areas,  in  addition  to  sanitation,  you  need  community  health 
workers,  a  public  health  infrastructure.  These  programs  are  part  of 
Title  VIII  in  the  Health  Security  Act. 

Those  are  basically  the  programs  in  Titles  III  and  VIII.  Several 
other  areas  where  we  are  broadly  involved  that  are  not  purely  Pub- 
lic Health  Service  include  data  and  the  development  of  information 
systems  and  a  national  network.  This  network  would  provide  infor- 
mation to  consumers  so  they  could  evaluate  one  plan  versus  an- 
other and  provide  information  to  the  practitioners  so  they  can  de- 
cide what  is  the  appropriate  care  to  provide  in  their  particular  loca- 
tion. It  would  also  provide  information  so  that  plans  could  be  eval- 
uated on  the  basis  of  achieving  public  health  objectives,  such  as  im- 
munizations. 

For  example,  we  should  be  able  to  tell  if  the  plans  are  achieving 
90  percent  immunization  which  would  be  critically  important  with 
health  care  reform.  Information  will  also  enable  consumers  to  coni- 
pare  plans  in  areas  such  as  how  are  minority  populations  or  tradi- 
tionally underserved  populations  being  served?  Are  people  being 
served  equitably  and  appropriately?  Are  we  doing  mammograms  on 
women  over  50?  Are  we  doing  Pap  smears  appropriately  in  those 
plans? 

Information  systems  are  at  the  heart  of  health  care  reform,  so 
that  we  can  answer  these  questions.  We  have  developed  very 
strong  privacy  and  confidentiality  protections  in  the  proposals  in 
the  Health  Security  Act  that  are  critically  important  if  we  are  to 
have  an  information  system  which  provides  the  information  that  is 
needed  but  doesn't  give  out  information  about  individuals  inappro- 
priately. 

Quality  of  care  is  another  area.  We  have  been  very  much  in- 
volved in  the  development  of  systems  to  assess  quality.  We  have 
been  conducting  research,  particularly  in  the  Agency  for  Health 
Care  Policy  and  Research,  that  will  provide  the  information  to  phy- 
sicians and  other  providers  to  develop  sound  quality  assurance  pro- 
grams within  health  plans.  That,  in  a  nutshell,  is  what  we  have 
been  doing.  It  has  engaged  virtually  every  part  of  the  Public  Health 
Service  and  has  involved  our  office  very  actively  in  this  process. 

Mr.  BONILLA.  Dr.  Lee,  my  first  question  is  about  plan  B.  Does 
your  office  have  a  back-up  plan  if  the  proposed  $1.1  billion  re- 
quested to  support  Title  III  of  the  President's  Health  Security  Act 
is  not  enacted  exactly  the  way  it  was  drafted  by  the  administra- 
tion? 

Dr.  Lee.  Certainly,  Congress  will  make  the  determination  on  the 
concept  of  Title  III  as  to  whether  what  we  have  proposed  is  appro- 
priate. And  secondly.  Congress  will  make  the  determination  as  to 
the  appropriate  mechanism  for  funding. 

The  fiscal  year  1995  President's  budget  proposed  a  paygo  with 
the  tobacco  tax,  if  it  is  enacted  as  a  source  of  funds.  For  1996, 
1997,  1998  it  was  left  open  for  congressional  determination  as  to 
what  is  the  most  appropriate  way  to  assure  funding  for  those  pro- 
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grams.  There  are  ongoing  discussions  as  to  what  is  the  most  appro- 
priate way  to  do  that. 

Mr.  BONILLA.  So  it  is  in  our  hands? 

Dr.  Lee.  It  is  definitely  in  the  hands  of  Congress,  in  terms  of 
what  we  have  proposed.  Of  course,  there  have  been  active  discus- 
sions with  the  committees  currently  considering  the  legislation 
around  the  school  health  initiatives,  the  core  public  health  func- 
tions and  the  access  initiatives.  Each  of  the  elements  is  being  con- 
sidered and  Congress  will  make  those  decisions. 

STDS  IN  ADOLESCENTS 

Mr.  BONILLA.  I  want  to  ask  you  about  a  statistic  that  I  heard. 
Is  it  correct  that  up  to  25  percent  of  all  adolescents  have  had  at 
least  one  sexually  transmitted  disease  before  they  leave  high 
school? 

Dr.  Lee.  The  information  that  we  have  both  in  the  published  lit- 
erature and  from  the  Centers  for  Disease  Control  and  Prevention 
would  suggest  that  that  is  a  correct  figure.  It  is  appalling.  That  is 
one  of  the  reasons  that  Dr.  Elders  has  been  so  concerned  about 
adolescents  and  adolescent  health  and  developing  programs  that 
are  much  more  responsive  to  preventing  these  problems  rather 
than  just  recording  these  statistics.  Of  course,  these  diseases  lead 
to  infertility  and  a  number  of  other  serious  problems  for  young  peo- 
ple. 

Mr.  BONILLA.  Obviously,  I  know  it  is  a  problem  that  everyone  is 
trying  to  address  and,  frankly,  it  is  hard  to  figure  out  exactly  what 
the  answer  might  be  because  it  is  complex  and  it  is  oftentimes  hard 
to  understand  how  a  government  program  can  change  behavior 
within  a  household  because  that  is  where  it  begins. 

I  don't  have  the  answers,  but  I  am  advocating  working  together 
to  find  an  answer. 

Dr.  Lee.  We  think  that  school-based  programs  in  areas  of  high 
risk,  having  those  programs  at  the  school  or  on  a  school-related  site 
will  encourage  them  to  come  in  for  preventive  counseling.  There 
are  lots  of  problems  these  kids  are  dealing  with.  Some  of  it  results 
in  sexual  activity.  If  they  can  get  advice  earlier,  we  think  we  can 
reduce  that  prevalence. 

Mr.  BONILLA.  Have  you  ever  thought  about  doing  commercials  by 
showing  graphic  pictures  of  unhealthy  behaviors  like  a  person 
dying  of  AIDS  or  someone  who  has  had  a  sexual  disease  that  has 
gotten  worse  and  somehow  ends  more  tragically  than  just  running 
the  cycle?  Have  you  thought  about  that? 

Dr.  Lee.  I  was  in  the  Navy  in  the  Korean  War  and  during  the 
Second  World  War  was  a  corpsman  for  a  period  of  time,  and  we 
had  graphic  materials  that  were  made  available  to  the  sailors  and 
to  the  officers  regarding  the  consequences  of  venereal  disease.  We 
have  done  this  with  cigarette  smoking  with  some  effect.  But  we 
know  that  the  use  of  fear  and  this  kind  of  approach  doesn't  deal 
with  the  basic  problem. 

So  although  you  want  to  make  the  information  available,  you 
also  have  to  give  the  skills  to  young  people  to  deal  with  these 
stresses.  Skill  building  is  going  to  be  an  important  part  of  the 
health  education  programs  in  the  schools,  to  give  our  youth  the  ca- 
pacity to  deal  with  the  problems.  But  some  of  those  brochures  and 


79-879  O  -  94  -  24 


736 

other  advertisements  have  been  quite  vivid  in  terms  of  lung  cancer, 
and  some  of  the  ones  on  venereal  disease  were  very  vivid. 

GENERAL  PRACTITIONERS  VERSUS  SPECIALISTS 

Mr.  BONILLA.  Again,  maybe  it  is  one  way  of  combating  this  prob- 
lem. 

My  final  question  is  in  the  Health  Security  Act  the  idea  of  having 
the  55/45  percent  among  general  practitioners  and  specialists  and 
the  target  of  possibly  having  that  implemented  by  the  target  date 
of  1998.  I  believe  you  were  quoted  recently  as  saying  that  is  the 
right  goal,  but  it  might  take  a  little  longer.  In  my  dealing  with  the 
University  of  Texas  Health  Science  Center,  a  big  institution  that 
covers  a  big  part  of  half  of  the  State,  they  are  telling  me  that  they 
are  currently  at  36  percent  in  terms  of  generalists,  but  they  can't 
find  the  professors  to  teach  the  courses. 

Are  you  finding  that  to  be  the  case  for  a  lot  of  other  medical 
schools,  as  well? 

Dr.  Lee.  At  the  University  of  California,  San  Francisco,  where  I 
have  been  on  the  faculty,  about  50  percent  of  graduates  end  up  in 
primary  care.  Public  institutions  in  general  have  done  a  better  job 
than  private  institutions.  Those  schools  that  have  a  department  of 
family  practice  or  family  medicine  tend  to  do  a  much  better  job 
starting  the  students  in  the  first  year  and  interesting  them  in  pri- 
mary care  or  generalists  careers.  We  have  had  a  number  of  very 
good  schools  like  the  University  of  Texas.  The  University  of  Wash- 
ington is  a  good  example,  as  is  UCSF,  Minnesota,  where  a  higher 
percentage  of  the  graduates  in  fact  do  go  into  primary  care  special- 
ties. 

Nationally,  we  think  we  can  do  this.  I  don't  think  that  any  single 
institution  has  to  do  this.  It  isn't  institution  by  institution.  It  is  na- 
tional. Some  institutions  will  have  80  percent. 

At  UCLA's  Department  of  Medicine,  they  are  planning  to  have 
80  percent  of  their  residency  positions  in  generalist  training  be- 
cause their  graduates  in  subspecialties  like  cardiology  are  not  able 
to  get  jobs  in  that  area.  The  market  is  driving  some  of  this,  but 
for  any  given  institution,  there  would  not  be  the  55/45  requirement. 
And  I  think  a  more  realistic  goal  would  be  2003  or  2004.  Certainly 
1998  is  not  a  feasible  goal. 

NATIONAL  BREAST  CANCER  ACTION  PLAN 

Mrs.  LOWEY.  Thank  you  Mr.  Chairman. 

Dr.  Lee,  the  Secretary  has  given  the  Office  of  Women's  Health 
in  your  Agency  the  task  of  coordinating  the  implementation  of  the 
Breast  Cancer  Action  Plan.  While  I  know  that  the  plan  has  not 
been  finalized,  can  you  tell  us  something  about  the  office's  plans  for 
canying  out  this  responsibility  this  year  and  also  in  fiscal  year 
1995? 

Dr.  Lee.  We  will  have  Dr.  Susan  Blumenthal,  our  Deputy  Assist- 
ant Secretary  for  Women's  Health  tell  you  directly. 

Dr.  Blumenthal.  Thank  you  for  your  championing  of  women's 
health  issues. 

The  National  Breast  Cancer  Action  Plan  was  bom  out  of  the  2.6 
million  petitions  that  were  sent  to  the  President  at  the  White 
House  expressing  women's  concerns  for  increased  research,  edu- 
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cation  and  improving  health  care  services  related  to  breast  cancer. 
As  a  result  of  that  meeting,  Secretary  Shalala  convened  a  con- 
ference where  she  brought  together  consumer  representatives, 
health  care  professionals,  scientists  and  Federal  representatives,  to 
develop  an  action-based  framework  from  which  to  develop  a  series 
of  collaborative  activities. 

This  is  not  a  Federal  plan.  It  represents  a  national  effort,  a  pub- 
lic/private partnership.  And  the  Office  on  Women's  Health  will  be 
coordinating  that  effort.  We  have  convened  representatives  from  all 
of  the  agencies  within  the  Department  of  Health  and  Human  Serv- 
ices, and  asked  them  to  look  at  what  activities  they  are  currently 
pursuing,  what  they  might  plan,  and  what  collaborative  programs 
might  be  undertaken  between  them  to  advance  our  knowledge 
about  breast  cancer  and  to  improve  prevention  and  treatment  of 
this  disease. 

We  are  currently  completing  an  inventory  of  agency  activities 
and  matching  them  to  the  action  plan.  Similarly,  the  Secretary 
held  a  meeting  with  other  Federal  departments  including  the  De- 
partment of  Defense,  Departments  of  Education  and  Labor,  and  the 
Environmental  Protection  Agency,  to  discuss  what  activities  they 
are  currently  pursuing  related  to  breast  cancer  and  what  they 
might  do  in  response  to  this  national  effort.  And,  again,  we  will  be 
compiling  the  results  of  their  reports  to  us. 

We  will  also  bring  back  the  co-chairs  of  the  conference  from  De- 
cember to  get  their  responses  and  their  ideas  for  how  we  could  fur- 
ther our  implementation  and  strategy.  We  will  also  be  developing 
governmental  Interagency  Coordinating  Committee  on  Breast  Can- 
cer so  that  the  various  agencies  in  the  government  can  commu- 
nicate with  each  other  and  collaborate.  We  also  are  considering 
forming  a  national  steering  committee,  to  monitor  progress  in 
meeting  many  of  the  action  steps  outlined  in  the  plan.  It  would  in- 
volve representatives  of  consumer  health  care,  professional  groups, 
Federal  agencies  and  private  industry. 

TITLE  X 

Mrs.  LOWEY.  Thank  you. 

And  I  also  want  to  applaud  the  proposed  increase  for  the  Title 
X  program.  As  we  know,  that  program  provides  essential  support 
to  numbers  of  community-based  clinics  which  are  critical  primary 
care  providers  in  many  of  our  communities.  I  know  from  reaching 
out  to  these  clinics  that  85  percent  of  the  young  women  who  go  to 
them  get  their  first  contact  with  health  care  from  these  clinics.  So 
I  want  to  thank  you  for  that. 

Dr.  Lee.  We  are  still  well  below  the  1980  level  for  appropriation 
adjusted  for  inflation.  We  would  have  to  be  asking  you  for  $280 
million  this  year.  This  indicates  the  erosion  of  purchasing  power 
due  to  inflation,  coupled  with  no  increases  in  the  budget  for  a  pe- 
riod of  time.  The  one  saving  grace  on  that  has  been  the  increased 
Medicaid  funding  for  family  planning  services  which  continues  to 
increase.  These  clinics  play  an  absolutely  critical  role  in  access  be- 
yond family  planning — STDs,  early  detection,  treatment,  education, 
and  total  prevention. 

Mrs.  LowEY.  I  am  glad  you  brought  that  up.  There  certainly  is 
rising  demand  and  in  light  of  the  appropriation,  what  does  it  mean 
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for  the  ability  of  the  existing  system  to  be  able  to  respond  to  that 
rising  demand  and  still  provide  quality  care? 

Dr.  Lee.  This  increased  funding,  which  is  of  course  welcomed  by 
the  clinics,  will  permit  increased  numbers  to  be  served,  perhaps  as 
many  as  300,000  additional  individuals.  It  also  permits  the  clinics 
to  retain  more  of  their  nurse  practitioners  and  to  have  a  more  con- 
tinuous training  program  to  keep  people  up  to  date  on  subjects 
such  as  STDs.  It  also  allows  them  to  do  a  more  comprehensive  job 
when  somebody  comes  in,  not  just  for  family  planning,  but  screen- 
ing for  Chlamydia  so  that  we  will  be  providing  better  services. 

Clearly,  when  you  compare  us  to  Europe,  what  they  do,  we  are 
far  below  where  we  need  to  be.  But  with  health  care  reform,  with 
family  planning  included,  we  will  begin  to  make  some  real 
progress.  These  clinics  will  play  a  critical  role  as  essential  commu- 
nity providers  once  we  have  everyone  insured. 

women's  health 

Mrs.  LOWEY.  Thank  you. 

Do  you  see  a  role  for  your  Department  in  modifying  medical 
school  curricula  to  give  equal  emphasis  to  women's  health  con- 
cerns? 

Dr.  Lee.  Yes,  we  certainly  do  see  a  role.  I  would  like  to  have 
Susan  comment  on  this  also.  There  is  a  fme  line  between  the  Fed- 
eral Government  influencing  and  giving  incentives  as  opposed  to 
imposing.  Having  been  a  member  of  a  faculty  of  a  medical  school 
for  a  number  of  years,  one  doesn't  take  kindly  to  being  directed  to 
do  this  or  that.  But  it  is  an  area  that  is  now  being  actively  inves- 
tigated. 

We  hope  to  submit  a  report  this  fall,  rather  than  earlier,  because 
of  the  in-depth  nature  of  the  study. 

Susan? 

Dr.  Blumenthal.  I  think  it  has  been  recognized  that  in  the 
training  of  health  care  professionals,  there  has  not  been  great  at- 
tention given  to  the  unique  concerns  of  women,  both  in  the  way 
diseases  may  manifest  differently,  and  may  be  treated  or  prevented 
differently  in  both  men  and  women.  As  a  result,  the  Office  on 
Women's  Health  will  be  working  with  HRSA  and  NIH  to  develop 
a  gender-sensitive  curriculum  for  the  training  of  medical  students 
and  that  might  then  be  expanded  in  the  future  to  include  the  train- 
ing of  other  health  care  professionals. 

When  I  went  to  medical  school,  we  learned  about  the  180-pound 
male  and  all  the  diseases  that  affected  him.  We  learned  about  his 
anatomy  and  physiology,  but  never  once  did  he  experience  ovarian 
cancer  or  go  through  menopause.  What  we  learned  from  the  male 
paradigm,  we  generalized  to  women.  That  needs  to  change.  I  agree 
with  what  Dr.  Lee  said,  but  we  definitely  are  going  to  be  studying 
this  issue  and  submitting  a  report  to  you. 

OFFICE  OF  research  INTEGRITY 

Mrs.  LowEY.  Thank  you. 

With  regard  to  the  Office  of  Research  Integrity,  how  will  this 
newly  authorized  agency  respond  to  the  serious  integrity  concerns 
that  have  arisen,  particularly  with  regard  to  the  NIH?  And  given 
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recent  problems,  wouldn't  an  investment  above  last  year's  level  be 
appropriate? 

Dr.  Lee.  It  would  be. 

Mrs.  LOWEY.  You  don't  know  where  to  get  it  from? 

Dr.  Lee.  We  simply  had  to  make  these  decisions  because  of  the 
very  severe  limitations  that  were  placed  on  our  available  funds. 
And  you  face  the  same  problem.  The  Office  of  Research  Integrity 
does  a  tremendous  job  with  the  resources  they  have;  however,  it  is 
very  difficult  with  the  amount  of  money  and  staff  available,  to  re- 
spond fully,  particularly  as  rapidly  as  we  would  like  to  respond.  It 
means  that  a  number  of  cases  take  longer  to  resolve  than  would 
otherwise  be  the  case,  and  that,  of  course,  is  really  not  fair  to  the 
people  who  are  being  investigated. 

Mrs.  LowEY.  Thank  you,  Mr.  Chairman. 

Mr.  Smith.  Did  you  have  some  more  questions? 

SCHOOL  HEALTH  SERVICES 

Mr.  HOYER.  I  had  a  question  pending.  It  dealt  with  the  integra- 
tion of  Community  Health  Services  between  Health  and  Human 
Services. 

Dr.  Elders.  We  have  been  working  since  I  have  been  here  with 
the  Department  of  Education  and  HHS,  to  try  and  look  at  ways 
that  we  could  integrate  school  health  services  as  well  as  providing 
school-based  clinics  or  health  services  available  on-site.  We  cer- 
tainly agree  with  you  that  the  facilities  are  there,  the  administra- 
tion is  there,  the  location  is  there.  The  whole  community  knows 
where  these  services  are,  and  the  children  are  there.  What  we  real- 
ly need  to  do  is  take  the  services  to  the  location  where  our  adoles- 
cents are. 

In  the  health  care  reform  proposal,  there  is  $50  million  for  com- 
prehensive health  education.  But  the  most  important  part  of  that 
is  not  necessarily  the  $50  million.  If  they  ask  for  a  waiver  to  allow 
these  funds  to  be  used  by  both  Health  and  Education  to  combine 
all  of  the  funds  from  the  multiple  pots  that  we  are  now  using,  I 
think  that  we — that  Education  and  Health — could  fund  a  com- 
prehensive health  education  program. 

Mr.  HOYER.  Doctor,  have  we  identified  all  the  myriad  programs 
across  federal  departmental  lines  that  provide  health  services  for 
children  and  youth? 

Are  we  trying  to  make  it  easier  for  States  and  local  organizations 
to  get  access  to  those  funds? 

Dr.  Elders.  Yes,  sir,  we  are  really  looking  at  a  cross  of  some 
funds  from  USDA,  our  AIDS  money  and  our  drug  monies.  Some  of 
our  drug  money  can't  be  used  to  talk  about  tobacco  education.  I 
think  there  was  a  waiver  to  allow  all  of  the  funds  to  be  pooled  for 
education  to  support  a  comprehensive  health  education  program  at 
the  schools  rather  than  directing  it  to  specific  diseases. 

Mr.  HOYER.  And,  doctor,  I  agree  with  that.  But  my  question  is 
not  limited  to  education. 

The  more  comprehensive  and  interdisciplinary  we  make  Federal 
programs  to  better  the  lives  of  children  from  zero  to  sixth  grade, 
both  in  terms  of  health  and  social  services,  I  think,  the  more  suc- 
cessful we  will  be  in  providing  those  services  within  the  context  of 
shrinking  resources.  It  is  not  just  education  I  am  talking  about;  I 
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am  talking  about  the  actual  delivery  of  social  and  health  services 
as  well. 

Dr.  Elders.  Sir,  nobody  could  agree  with  you  more  than  I  do.  We 
tried  very  hard  to  do  some  of  those  things.  I  think  we  could  have 
Head  Start  programs  or  early  childhood  education  programs  as  a 
part  of  the  school,  to  move  many  of  our  Public  Health  Service  pro- 
grams into  the  schools.  As  you  said,  every  community  has  a  school. 
If  we  could  go  in  and  optimize  the  use  of  these  buildings  to  provide 
services  for  all  of  the  people,  especially  all  of  the  children  in  our 
community,  we  could  do  a  lot  more  things,  even  within  our  limited 
funding. 

Mr.  HOYER.  Let  me  close  with  one  additional  question.  We  have 
not  talked  about  child  care.  I  believe  schools  essentially  need  to  be 
open  6  a.m.  to  8  p.m.,  minimum.  That  is  the  way  people  are  living 
and  working  today.  I  have  a  daughter  who  has  a  7-year-old  child. 
My  daughter  luckily  has  a  child  care  center  in  close  proximity  to 
the  elementary  school.  She  works  downtown.  If  she  had  to  go  to 
Prince  George's  County  to  pick  her  daughter  up,  it  would  be  very 
difficult  given  her  work  schedule.  And  she  has  a  lot  more  family 
support  than  a  lot  of  other  young  parents. 

I  don't  think  we  understand  how  decentralized  we  have  made 
services  for  children  and  their  families  in  a  situation  that  needs 
centralization.  Child  care  is  another  important  example  of  this. 

Dr.  Elders.  It  all  should  be  a  part  of  the  school  buildings  that 
we  already  have.  The  reason  they  can't  do  it  is  their  present  fund- 
ing. 

Mr.  HOYER.  Organizationally,  we  have  had  a  continuing  conflict 
with  school  administrators  who  very  much  perceive  themselves  as 
in  charge  of  every  aspect  of  the  schoolhouse.  I  don't  blame  them 
one  bit.  I  went  to  a  school  health  facility  in  Anne  Arundel  County — 
I  had  the  principal,  the  head  of  the  Public  Health  Department  in 
the  county,  the  school  nurse,  and  one  other  Health  Department 
staffer  as  well,  in  the  health  room,  talking  about  the  services  they 
provide.  And  I,  all  of  a  sudden,  said:  **Whose  room  is  this?"  There 
was  dead  silence  for  about  30  seconds. 

Finally,  the  principal  said:  "I  guess  it  is  mine."  Ultimately,  she 
was  trying  to  figure  out  how  not  to  step  on  anybody's  toes,  but  it 
was,  after  all,  her  school.  And  she  was  the  captain  of  the  ship,  so 
it  was  hers. 

Another  example  of  joint  ownership  of  a  program  in  a  school  can 
be  Head  Start.  We  have  a  dichotomy  in  Head  Start  between  those 
who  thought  of  it  as  a  social  service  program  and  those  who 
thought  it  was  an  education  program.  We  don't  have  the  resources 
to  have  those  fights  anjonore.  We  need  to  bring  them  together.  And 
that  is  much  of  what  you  do.  It  is  an  important  component. 

Mr.  Chairman,  I  am  sorry  for  taking  so  much  time.  And  I  didn't 
just  ask  a  question,  but  we  have  a  comprehensive  health  care  pro- 
posal. I  hope  this  administration  can,  in  a  bipartisan  way,  work  to 
bring  these  services  together  as  a  part  of  that  proposal  and  overall 
administration  policies. 

No  social  problem  occurs  in  isolation,  and  nor  should  our  solu- 
tions. Jesse  Jackson  says:  If  a  parent  who  doesn't  have  job  skills 
would  go  to  school  with  the  child,  and  be  educated  with  the  child. 
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the  child  would  see  how  important  the  parent  thinks  education  is. 
There  is  great  symmetry. 

Dr.  Elders.  We  certainly  agree  with  you  and  your  concept.  I  was 
in  Los  Angeles  just  Tuesday  where  the  business  community,  the 
school  community,  and  the  health  department  had  come  together 
and  funded  three  school-based  clinics  and  child  care,  with  the  en- 
tire range  of  services.  They  were  looking  at  how  they  could  do  more 
and  expand  it.  They  felt  that  they  needed  it  in  every  school. 

And  in  Chicago  just  last  night,  they  were  talking  about  how  we 
must  train  more  early-childhood  educators.  They  are  pulling  to- 
gether the  corporate  funds  to  say,  we  have  got  to  do  this.  We  can't 
afford  not  to.  And  their  question  for  me  was,  "What  is  the  Federal 
Government  doing  to  bring  these  kinds  of  services  together  to  make 
a  difference?" 

So  we  certainly  agree  with  you. 

Mr.  HOYER.  I  think  they  are  ahead  of  us  out  there. 

Dr.  Elders.  I  feel  that  they  are. 

Mr.  HOYER.  Thank  you,  Mr.  Chairman. 

Mr.  Smith.  Mr.  Porter? 

DEPUTY  ASSISTANT  SECRETARIES 

Mr.  Porter.  Thank  you,  Mr.  Chairman. 

Dr.  Lee,  this  is  not  a  hostile  question,  but  it  is  a  serious  question. 
I  understand  that  you  have  14  Deputy  Assistant  Secretaries  in  the 
Office  of  the  Assistant  Secretary  of  Health.  They  include  the  Prin- 
cipal Deputy  Assistant  Secretary  for  Health,  the  Health  Policy  De- 
velopment Deputy  Assistant  Secretary,  and  those  for  Health 
Science,  Health  Management  and  Budget,  Health  Disease  Preven- 
tion and  Health  Promotion,  Women's  Health,  Legislation,  Health 
Communications,  Population  Affairs,  Designated,  Health  Inter- 
agency Relations,  Health  Work  Force  and  Special  Initiatives,  Mi- 
nority Health,  and  International  and  Health  Refugee  Health. 

Could  you  provide  that  list  with  grade  and  salary  information  for 
the  record,  to  start  with? 

[The  information  follows:] 
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DEPUTY  ASSISTANT  SECRETARIES  FOR  HEALTH 


There  are  proposed  to  be  14  Deputy  Assistant  Secretary  for 
Health  positions  (7  appointed,  5  designated,  2  vacant)  as  follows: 


Position 

Appointed; 


Grade 


Salary 


Principal  Deputy  Assistant  Secretary  for 
Health 

Deputy  Assistant  Secretary  for  Health 
Policy  Development 

Deputy  Assistant  Secretary  for  Health 
(Science) 

Deputy  Assistant  Secretary  for  Health 
(Management  and  Budget) 

Deputy  Assistant  Secretary  for  Health 
(Disease  Prevention/Health  Promotion 
and  Planning  and  Evaluation) 

Deputy  Assistant  Secretary  for  Women's 
Health 

Deputy  Assistant  Secretary  for 
Legislation 

Deputy  Assistant  Secretary  for  Health 
(Communications ) 

Designated; 

Deputy  Assistant  Secretary  for  Population 
Affairs 

Deputy  Assistant  Secretary  for  Health 

Deputy  Assistant  Secretary  for  Health 
(Interagency  Relations) 

Deputy  Assistant  Secretary  for  Health 
(Wor)cforce  and  Special  Initiatives) 

Vacant ; 

Deputy  Assistant  Secretary  for  Minority 
Health 

Deputy  Assistant  Secretary  for  International 
and  Refugee  Health 


ES-06 

$134,594 

ES-02 

121,520 

IPA 

144,500 

ES-06 

120,594 

CO-08 

89,895 

CO-07 

64,267 

ES-03 

106,106 

ES-01 

96,830 

To  be  determined 
To  be  determined 

To  be  determined 

To  be  determined 

To  be  determined 
To  be  determined 
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Mr.  Porter.  And  secondly,  could  you  answer  this  question:  At  a 
time  when  the  Department  is  cutting  program  staff  to  meet  the  di- 
rective to  cut  252,000  FTEs,  is  this  a  reasonable  number  of  depu- 
ties? 

Dr.  Lee.  I  think  that  it  is.  We  have  deleted  three  deputy  posi- 
tions. The  increase  has  been  entirely  in  the  area  of  health  reform. 
One  of  those  deputies,  for  example,  deals  with  the  issues  of  work 
force,  in  terms  of  current  Federal  funding  which  is  in  the  billions 
of  dollars.  Total  funding  now  being  considered  in  the  Health  Secu- 
rity Act  to  fund  graduate  medical  education  and  academic  health 
centers,  is  in  the  range  of  $10  to  $14  biUion.  That  particular  deputy 
assistant  secretary  was  involved  in  the  development  of  those  op- 
tions and  is  now  working  almost  full-time  responding  to  requests 
from  congressional  committees  for  assistance  in  analysis  on  those 
issues. 

The  Deputy  for  Policy  Development  is  concerned  with  the  issues 
of  health  information  systems  which  are  central  to  the  health  care 
reform.  A  third  of  those  deputies  is  dealing  with  the  relationship 
of  the  public  health  programs,  such  as  community  health  centers 
and  migrant  health  centers,  with  the  Health  Care  Financing  Ad- 
ministration, issues  around  adolescents,  as  they  relate  to  health 
care  reform. 

It  is  my  feeling  that  we  need  very  high-quality  people.  We  have 
a  limited  number  of  people.  In  the  Public  Health  Initiative  alone, 
we  have  significant  investments  if  the  Congress  approves  these 
programs.  And  in  order  to  coordinate  the  activities,  develop  the 
ideas,  work  with  people  in  the  government,  outside  the  govern- 
ment, this  level  of  staffing  is  quite  appropriate. 

The  position  of  a  Principal  Deputy  for  Operations,  Dr.  Boufford, 
is  an  existing  position.  We  have  one  deputy  who  oversees  the 
health  care  reform,  and  the  other  three  deputies  already  men- 
tioned, again  because  of  the  increased  involvement  with  the  White 
House  and  the  Department,  working  with  Congress  on  the  health 
care  reform  issue.  This  is  the  most  complex  legislation  I  think  that 
Congress  has  dealt  with,  at  least  in  domestic  policy,  that  I  can  ever 
recall.  And  I  was  involved  in  the  Department  and  outside  during 
the  Medicare-Medicaid  period. 

Health  care  reform  is  far  more  complex  and  difficult;  that  is  the 
reason  for  those  additions.  Many  of  our  deputies  are  to  run  existing 
program  areas.  They  were  authorized  deputy  positions. 

And  we  are  looking  at  downsizing  our  office.  We  will  be  in  the 
process  of  doing  that  over  the  coming  year. 

Mr.  Porter.  That  is  my  next  question. 

Dr.  Lee.  We  are  looking  at  significant  modifications  in  the  func- 
tions of  the  office  and  how  we  delegate  those  functions. 

SPECIAL  ASSISTANTS 

Mr.  Porter.  My  next  question:  1,200  FTEs  seems  to  be  a  very 
high  number.  How  many  special  assistants,  grades  15  and  above 
are  employed  in  your  office?  Do  you  know  that? 

Dr.  Lee.  I  think  we  have  five  or  six.  We  will  give  you  that  for 
the  record. 
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Mr.  Porter.  Could  you  provide  that?  And  what  they  do.  And  I 
assume  that  in  your  professional  opinion,  they  are  vital  to  the  oper- 
ation of  the  Department,  even  in  this  current  fiscal  climate? 

[The  information  follows:] 
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SPECIAL  ASSISTANTS 


There  are  six  special  assistants  grade  15  or  above  In  the 
Office  of  the  Assistant  Secretary  for  Health.   They  are  as  follows: 

Executive  Assistant  to  the  Principal  Deputy  Assistant  Secretary  for 
Health  -  Serves  as  an  Executive  Assistant  to  the  Principal  Deputy 
Assistant  for  Health  (DASH)  providing  direct  staff  support  in 
carrying  out  a  wide  range  of  assignments  which  require  coordination 
among  OASH  staff  offices,  PHS  agencies  and  other  Departmental 
officials.  Assists  in  accomplishment  of  all  duties  of  the  DASH, 
focusing  on  special  areas;  assists  and/or  represents  the  DASH  in 
interdepartmental  deliberations  on  special  issues  or  projects; 
conducts  special  studies  or  analyses  on  major  issues  or  concerns  of 
the  DASH;  and  represents  the  DASH  in  discussions  both  within  PHS  and 
the  Department  and  other  Federal  departments  on  issues  of  particular 
concern  to  the  DASH.  Also  provides  close  liaison  function  between 
the  DASH,  senior  Departmental  officials,  OASH  staff  offices  and  PHS 
agencies;  and  represents  the  DASH  at  briefings  and  meetings  to 
insure  compatibility  in  achieving  the  goals  and  objectives  of  PHS 
and  that  the  DASH'S  views  are  appropriately  represented. 

Executive  Assistant  to  the  Deputy  Assistant  Secretary  for  Health  - 
Serves  as  an  executive  assistant  and  close  confidant  to  the  Deputy 
Assistant  for  Health  (DASH)  and  performs  a  variety  of  special  and 
confidential  assignments.  Assists  in  the  accomplishment  of  all 
duties  of  the  DASH  with  emphasis  on  service  as  a  personal  advisor  to 
the  DASH  on  a  range  of  extremely  complex  and  sensitive  issues; 
represents  the  DASH  in  interdepartmental  deliberations  on  special 
issues;  conducts  special  studies  and  analyses  and  chairs  special 
task  forces  or  work  groups;  provides  liaison  between  the  DASH  and 
other  Departmental  officials  and  responds  to  inquiries  from  special 
interest  groups  and  national  organizations. 

Executive  Assistant  to  the  Deputy  Assistant  Secretary  for  Health 
(Management  and  Budget)  -  Provides  coordination  and  implementation 
of  management  policies  which  cut  across  agency  lines  and  have 
implications  beyond  the  PHS;  participates  with  the  DASH  and  the 
Assistant  Secretary  for  Health  in  the  development  and  implementation 
of  new  and  revised  management  policies  and  procedures  and  systems  to 
deal  with  new  program  requirements  and  functional  changes;  provides 
operational  support  and  liaison  for  the  Assistant  Secretary,  the 
Deputy  Assistant  Secretary,  and  the  Surgeon  General  to  coordinate 
and  integrate  management  activities  conducted  at  those  levels  and 
the  health  agencies;  promotes  smooth  communication  flow  among  and 
between  agencies  and  offices  of  OASH  concerning  management  and 
budget  requirements  imposed  upon  the  health  agencies,  potential 
program  needs,  and  major  substantive  issues.  Also  prepares  and 
coordinates  technical  papers,  program  reports  and  other  documents 
which  either  constitute  in  themselves  or  form  the  basis  for 
recommendations  for  specific  PHS  actions  on  management  and  budget 
issues;  and  directs  special  studies  and  work  groups  on  major 
management  or  health  program  issues. 
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Special  Assistant  to  the  Director,  Office  of  Management  - 
Serves  as  the  Special  Assistant  to  the  Director,  Office  of 
Management  In  maintaining  positive  and  continuing  surveillance  over 
the  management  of  resources  within  PHS.  Assists  and  represents  the 
Director,  OM  In  providing  leadership  and  coordination  to  the  PHS 
agencies  In  the  areas  of  financial  management,  personnel  management, 
organizational  management,  and  administrative  services;  providing 
leadership  and  coordination  for  implementing  Department-wide 
administrative  management  policies,  goals,  and  plans  and  developing 
and  assisting  in  establishing  PHS-wlde  administrative  management 
objectives,  programs,  systems,  standards,  services  and  procedures; 
participating  in  program  and  legislative  planning  and  analyzing 
program  operations  to  identify  management  implications  and  ensure 
responsible  administrative  planning;  providing  leadership, 
stimulation  and  review  of  agency  administrative  management 
activities  for  the  purpose  of  assuring  compliance  with  laws, 
regulations,  policies,  procedures,  and  sound  management  policies  to 
Improve  the  efficiency,  effectiveness  and  performance  of  management. 

Special  Assistant  to  the  Director,  Office  of  Resource  Management  - 
Provides  expert  advice,  consultation,  and  assistance  to  the 
Director,  ORM  on  a  wide  range  of  issues  related  to  the  planning, 
organization,  operation,  and  administration  of  the  Office.  Analyzes 
issues  of  special  Interest  to  the  Director,  Issues  requiring  urgent 
action,  and  Issues  that  cross  organizational  lines;  develops 
research  plans,  identifies  sources  of  expertise,  organizes 
conferences,  and  initiates  other  actions  as  necessary;  researches 
and  analyzes  the  most  difficult  problems,  complex  and  critical 
issues  and  significant  situations  t^ich  concern  major  and/or 
controversial  matters  which  will  impact  the  immediate  and  long-range 
activities  of  ORM. 

Senior  Assistant  to  the  Surgeon  General  -  Acts  as  advisor  to  the 
Surgeon  General  on  all  aspects  of  current  and  future  policy  issues 
presented  for  opinion  or  decision,  including  any  socio-economic, 
political  or  legal  implications.  Researches  and  analyses  the  most 
difficult  problems,  complex  cases,  critical  Issues  and  significant 
or  precedent-setting  situations  which  concern  critical  or 
controversial  matters;  prepares  and  presents  memoranda,  briefings, 
and  other  material  concerning  substantive  issues,  findings, 
conclusions,  and  proposed  solutions;  reviews  and  analyzes  policy 
documents  forwarded  to  the  Surgeon  General  from  various  sources  and 
makes  reconmiendatlons  for  action;  participates  in  meetings  and 
conferences  with  top-level  agency  officials  and  Interacts  with  other 
Federal  agency  officials.  Office  of  Management  and  Budget,  the  White 
House,  Congressional  representatives  and  others  to  identify  and 
discuss  problems  and  Issues  or  mutual  concern  and  interest.  Also 
works  closely  with  the  Surgeon  General  and  the  General  Counsel  on 
the  direction  and  advocacy  of  legal  Issues  and  programs  surrounding 
the  administration  of  health  goals  and  supporting  policies  and 
objectives. 
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Dr.  Lee.  Yes,  the  Public  Health  Service  is  a  very  complex  operat- 
ing division.  We  have  multiple  agencies.  One  of  our  major  tasks  is 
recruiting  people  like  Harold  Varmus  at  NIH,  David  Satcher  at 
CDC,  to  those  leadership  positions. 

But  a  number  of  those  positions,  about  a  third  of  them,  are  these 
program  offices  and  about  two-thirds  are  related  to  management 
functions  or  functions  that  we  perform  for  all  the  rest  the  agencies; 
for  example,  writing  the  checks  for  all  the  grants  in  the  Depart- 
ment. 

We  perform  personnel  functions  for  the  whole  Public  Health 
Service  Commissioned  Corps.  There  are  approximately  95  FTEs  to 
perform  the  functions  of  the  Commissioned  Corps  Personnel  Office. ' 

OFFICE  OF  HEALTH  CARE  REFORM 

Mr.  Porter.  It  just  seems  to  me  that  there  is  an  awful  lot  of 
Deputy  Assistant  Secretaries,  particularly  when  we  have  to  cut 
252,000  FTEs  under  the  Reinvention  of  Government  proposal. 

Looking  at  health  care  reform — ^this  is  my  last  question — ^your 
budget  requests  22  FTEs  and  $3  million  for  health  care  reform  ac- 
tivities, including,  "analytic  and  managerial  support  for  the  overall 
Public  Health  Service  effort  in  support  of  health  care  legislation." 
Other  departments  have  requested  resources  for  health  care  reform 
as  well. 

I  am  interested  in  knowing  specifically  what  the  resources  would 
be  used  for.  What  aspects  of  the  reform  is  the  $3  million  and  the 
22  FTEs  allocated? 

Dr.  Lee.  In  the  area  of  data  and  health  information  systems,  we 
have  an  office  that  is  playing  a  central  role  coordinating  both  the 
Public  Health  Service  input  and  working  with  the  Office  of  the  As- 
sistant Secretary  for  Planning  and  Evaluation,  the  White  House, 
the  Office  of  Management  and  Budget  particularly,  and  the  Gen- 
eral Counsel's  Office  to  develop  the  information  that  is  needed  to 
create  a  health  information  system  and  health  care  reform. 

I  mentioned  the  work  that  Dr.  Brian  Biles  is  doing  on  the  grad- 
uate education  and  the  work  force  issues.  The  third  area  was  on 
the  adolescent  issues,  the  work  that  Bob  Valdez  is  doing  for  us, 
working  with  the  Health  Care  Financing  Administration,  to  coordi- 
nate policies  with  respect  to  health  care  reform.  Of  course,  each  of 
those  works  with  various  staff  within  the  Public  Health  Service. 
Bill  Corr,  Dr.  Elders,  and  I  spend  a  tremendous  amount  of  time 
meeting  with  outside  organizations  to  get  their  input  into  the  re- 
form. 

It  is  a  very  time-consuming  task.  I  would  be  glad  to  give  you  the 
detailed  breakdown  of  how  many  staff  there  are  for  each  of  those 
deputy  positions  and  a  thumbnail  description  of  each  of  those  of- 
fices in  a  more  detailed  way  for  the  record  as  well. 

[The  information  follows:] 
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HEALTH  CARE  REFORM  STAFF 


The  responsibilities  of  Health  Care  Reform  staff  include 
providing  the  analytic  and  managerial  support  for  the  overall  FHS 
effort  in  support  of  health  care  reform  legislation.   This  includes 
analysis  and  refinement  of  the  portions  of  the  Health  Security  bill 
that  are  of  special  relevance  to  the  Public  Health  Service  (The 
Title  III  provisions,  as  well  as  aspects  of  the  plan  pertaining  to 
graduate  medical  education,  the  Indian  Health  Service,  quality 
assurance  and  health  information  systems.) 

Staff  provide  analysis  and  coordination  with  the  Office  of  the 
Assistant  Secretary  for  Legislation,  respond  to  information  and 
assistance  requests  from  members  of  Congress  and  their  staffs. 

Staff  meet  with  and  respond  to  inquiries  from  various  interest 
groups  and  members  of  the  public  for  information  about  the  proposed 
legislation,  and  on  behalf  of  the  Assistant  Secretary  for  Health, 
consult  with  officials  of  state  and  local  governments  as  well  as 
provider  and  other  affected  interest  groups  to  clarify  the  potential 
impact  of  the  proposed  legislation. 

In  concert  with  the  PHS  agencies,  the  staff  is  providing 
leadership  and  coordination  for  the  implementation  of  health  care 
reform  provisions  specific  to  the  Public  Health  Service. 

Following  enactment  of  legislation,  the  staff  will  assist  the 
ASH  in  the  complex  process  of  designing  the  implementation  of  PHS 
programs,  consulting  with  interested  parties  on  issues  relating  to 
implementation,  and  providing  leadership  for  the  multiple  aspects  of 
reform  legislation  that  will  require  coordination  between  two  or 
more  PHS  agencies,  PHS  and  HCFA,  within  HHS  and  with  other 
departments  of  government. 

To  accomplish  the  above  objectives,  the  functions  of  the 
Office  fall  within  the  following  four  general  areas: 

1.  Director,  Office  of  Health  Care  Reform  -  Manages  the  office 
and  serves  as  Departmental  representative  for  Health  Care 
Reform  activities. 

2.  Deputy  Assistant  Secretary  for  Health  (Inter-Agency  Relations) 
-  Responsible  for  issues  and  programs  that  cut  across  PHS  and 
HCFA. 

3.  Deputy  Assistant  Secretary  for  Health  (Policy  Development)  - 
Responsible  for  the  development  and  design  of  health 
information  systems. 

4.  Deputy  Assistant  Secretary  for  Health  (Workforce  and  Special 
Initiatives)  -  Responsible  for  workforce  issues,  academic 
health  centers,  and  special  initiatives. 
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The  following  is  a  detailed  listing  of  staff  and  responsibilities 
for  each: 

Office  of  the  Director.  Health  Care  Reform 

Director.  Office  of  Health  Care  Reform 

The  Office  of  Health  Care  Reform  provides  the  focal  point 
within  PHS  for  activities  related  to  health  care  reform, 
including  coordination  of  interactions  on  health  care  reform 
with  the  PHS  agencies,  development  with  the  agencies  of 
evaluations  and  analyses  of  the  impact  of  various  potential 
changes  on  current  PHS  programs. 

The  Director  manages  the  office,  representing  PHS  within  the 
Department,  to  outside  groups,  in  interactions  with  Congress 
and  OMB.   Following  enactment  of  health  reform  legislation, 
this  office  will  be  the  coordination  point  for  implementing 
the  public  health  components  of  health  care  reform. 

Secretary 

Provides  administrative  support  for  the  office,  handles 
incoming  correspondence  and  telephone  inquiries,  tracks 
response  to  Congressional  inquiries  and  other  types  of 
priority  communications,  reviews  correspondence  generated  in 
the  office  to  assure  consistency  with  PHS  and  departmental 
requirements,  sets  up  meetings,  handles  travel  and  other 
logistical  arrangements  and  carries  out  other  general  office 
duties. 

Analyst 

Has  primary  responsibility  for  analysis  of  issues  relating  to 
the  benefits  issues,  particularly  as  they  affect  the 
populations  served  by  PHS  grant  programs  (maternal  and  child 
health,  vulnerable  populations  such  as  low-income  and  migrant 
communities),  quality  indicators,  and  health  services  research 
under  health  reform.   Following  enactment  of  health  reform, 
will  assist  the  Director  in  coordination  of  implementation 
planning  in  these  areas. 

Analyst 

Has  primary  responsibility  for  analysis  of  issues  affecting 
underserved  areas  and  populations  under  health  reform.  This 
includes  analysis  of  essential  community  providers,  medically 
underserved  areas  and  populations,  and  public  hospitals. 
Following  enactment  of  health  reform,  will  assist  the  Director 
in  coordination  of  implementation  planning  in  these  areas. 

Analyst 

Assists  Director  with  office  management  and  manages  cross- 
cutting  health  reform  activities.   Has  primary  responsibility 
for  analysis  of  issues  relating  to  Native  Americans /Alaskan 
Indians  under  health  care  reform.  Manages  the  development  and 
coordination  of  evaluation  activities  relating  to  current  PHS 
programs  and  health  care  reform,  including  coordination  with 
the  agency  evaluation  officers .   Following  enactment  of  health 
reform,  will  assist  the  Director  in  coordination 
responsibilities  in  these  areas. 
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Analyst 

Has  primary  responsibility  for  analysis  of  issues  relating  to 
prescription  drugs  and  aspects  of  quality  of  care  indicators 
under  health  care  reform.  Also  coordinates  preparation  of 
testimony  and  briefing  materials,  tracking  legislative 
developments  and  facilitating  contacts  with  outside  groups . 

2  Secretaries 

Provide  administrative  and  clerical  support  for  the  staff, 
handle  incoming  correspondence  (the  office  coordinates  all 
health  care  reform  correspondence  for  the  Assistant  Secretary 
for  Health)  and  telephone  inquiries,  track  priority 
correspondence  and  assignments,  maintain  official  files  for 
the  office  and  handle  and  coordinate  requests  for  meetings. 


Inter-Agency  Relations 

Deputy  Assistant  Secretary  for  Health  (Inter-Agency  Relations) 
Provides  leadership  and  direction  for  both  PES  and  HCFA  on 
those  issues  and  program  areas  that  cut  across  the 
responsibilities  of  the  two  agencies.   Priority  areas  of 
concern  Include:   the  treatment  of  undocumented  persons, 
migrants  and  other  vulnerable  populations  in  health  care 
reform,  the  Medicaid  "wrap"  for  child  Medicaid  beneficiaries 
who  would  lose  benefits  under  health  care  reform.   Following 
enactment  of  health  care  reform  legislation,  this  office  will 
provide  the  focal  point  for  coordinating  PHS  and  HCFA 
implementation  in  cross-cutting  program  areas. 

Secretary 

Provides  administrative  and  clerical  support  for  the  DASH-IR 
and  staff,  handles  incoming  correspondence  and  telephone 
inquiries,  tracks  priority  correspondence  and  assignments, 
maintains  official  files  for  the  office,  sets  up  meetings,  and 
carries  out  other  general  office  duties. 

Analyst 

Has  primary  responsibility  for  analysis  of  issues  relating  to 
children  (Medicaid -VRAP ) ,  children  with  special  needs,  school 
based  prevention  and  health  services  programs.  Following 
enactment  of  health  reform,  will  assist  DASH  in  coordination 
of  implementation  planning  in  these  areas. 

Expert 

Provides  expert  assistance  in  the  analysis  of  issues  relating 
to  migrant  workers  and  undocumented  persons  under  health  care 
reform.   Following  enactment  of  health  reform,  will  assist  the 
DASH  in  coordination  responsibilities  in  these  areas . 

Policy  Development 

Deputy  Assistant  Secretary  for  Health  (Policy  Development) 
Serves  as  the  principal  advisor  to  the  ASH  in  selected  key 
areas  of  public  health  and  health  reform.   Provides  policy 
leadership  and  direction  in  PHS  for:   the  development  and 
design  of  the  information  system  under  health  care  reform  as 
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well  as  privacy  and  confidentiality  issues  in  health 
information  systems;  public  health  objectives  in  health 
reform;  and  the  relationship  of  core  public  health  functions 
to  personal  health  care  in  achieving  and  monitoring  public 
health  objectives.   Following  enactment  of  health  reform,  the 
DASH-PD  would  have  primary  responsibility  for  identification 
and  analysis  of  issues  relating  to  implementation  in  these 
areas  as  well  as  leadership  in  development  of  a  broad  range  of 
policies  critical  to  implementation. 

Secretary 

Provides  administrative  and  clerical  support  for  the  DASH-PD 
and  the  staff,  handles  incoming  correspondence  and  telephone 
inquiries,  tracks  priority  correspondence  and  assignments, 
maintains  official  files  for  the  office  and  handles  and 
coordinates  requests  for  meetings  with  the  DASH-PD. 

Analyst 

Has  primary  responsibility  for  the  analyses  and  coordination 
of  the  interface  of  core  public  health  functions  and  the 
personal  health  care  system  in  achieving  public  health 
objectives,  the  development  of  methods  to  measure  achievement 
of  public  health  objectives  for  the  nation's  population  and 
for  the  liaison  activities  between  the  DASH-PD  and  managed 
care  plans,  providers,  and  Federal  and  State  regulators. 
Following  enactment  of  health  reform,  will  assist  the  DASH-PD 
in  the  analysis  of  issues  relating  to  implementation  in  these 
policy  areas. 

Analyst 

Has  primary  responsibility  for  analysis  of  issues  relating  to 
the  conceptualization  and  design  of  the  data  and  information 
systems  framework  under  health  reform,  with  emphasis  on 
meeting  public  health  information  needs  in  the  framework  of 
reform.   Following  enactment  of  health  reform,  will  assist 
DASH-PD  in  coordination  of  implementation  planning  in  these 
areas. 

Analyst 

Has  primary  responsibility  for  analysis  of  issues  relating  to 
privacy  and  confidentiality  protections  for  health  records  in 
the  information  framework  for  health  reform,  with  emphasis  on 
data  for  public  health,  research  and  statistical  uses. 
Following  enactment  of  health  reform,  will  assist  the  DASH-PD 
in  coordination  of  implementation  planning  in  these  areas. 

Analyst 

Has  responsibility  for  analysis  for  issues  relating  to  State 
health  care  reform  activities  and  their  relationship  and 
impact  on  meeting  public  health  State  and  community  needs 
under  health  reform.   Assists  DASH-PD  on  other  projects  and 
activities  relating  to  current  PHS  programs  and  HCR. 
Following  enactment  of  health  reform,  will  assist  the  DASH-PD 
in  analysis  relating  to  implementation  in  these  policy  areas. 
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Workforce /Academic  Centers/  Special  Initiatives 

Deputy  Assistant  Secretary  for  Health  (Workforce  and  Special 
Initiatives) 

Provides  leadership  and  direction  for  PHS  and  the  Department 
on  health  reform  workforce  Issues  relating  to  the  graduate 
medical  education  system  and  the  research,  education  and 
specialized  treatment  activities  of  academic  health  centers 
and  teaching  hospitals  under  health  care  reform.   Provides 
policy  leadership  for  the  education  and  training  initiatives 
of  minority,  primary  care  physicians,  and  nurse  practitioners 
under  health  care  reform.   Following  enactment  of  health 
reform  the  DASH  will  be  responsible  for  providing  leadership 
on  the  implementation  of  workforce  and  academic  health  center 
provisions. 

Staff  Assistant 

Staff  assistant  to  the  DASH,  serving  as  a  secretary  and 

personal  assistant.   Provides  administrative  support,  tracks 

assignments,  controls  correspondence,  and  handles  telephone 

inquiries,  sets  up  meetings,  handles  travel  and  other 

logistical  arrangements,  and  carries  out  other  general  office 

duties. 

Senior  Associate 

Primary  responsibility  for  analysis  related  to  the  development 
of  a  national  allocation  system  to  manage  the  number  and 
specialty  distribution  of  residency  training  positions  under 
health  reform.   Following  enactment  of  health  reform,  will 
provide  support  for  implementation  of  workforce  policies. 

Staff  Fellow 

Primary  responsibility  for  analysis  of  financing  issues 
related  to  proposed  reforms  affecting  payments  for  graduate 
medical  education,  support  for  academic  medicine  and 
biomedical  research,  and  ftinding  for  teaching  hospitals  under 
health  reform.   Following  enactment  of  health  reform,  will 
provide  support  for  implementation  in  these  areas. 

Analyst 

Primary  responsibility  for  preparation  of  briefing  documents, 
production  of  graphic  and  tabular  materials,  gathering  data, 
tracking  of  legislative  developments,  and  facilitating 
contacts  with  outside  groups.   Following  enactment  of  health 
reform,  will  provide  support  to  the  DASH  in  these  areas. 
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Mr.  Porter.  Are  you  expecting  that  this  Congress  will  pass  some 
health  care  reform  legislation  this  year? 

Dr.  Lee.  I  expect  that  Congress  will  do  that. 

Mr.  Porter.  I  have  got  a  bet  with  Secretary  Reich  that  we  won't. 
Would  you  like  to  get  into  the  bet? 

Dr.  Lee.  I  don't  know  if  that  represents  any  conflict  of  interest. 
But  I  believe  that  there  is  a  window  of  opportunity.  It  is  a  unique 
opportunity.  It  is  a  very  tough  job  for  Congress.  And  we  are  work- 
ing with  the  Congress  very  actively  to  provide  you  with  the  infor- 
mation you  need  to  make  these  very  tough  decisions. 

Mr.  Porter.  I  believe  that  if  the  President  would  say  today  that 
he  understands  that  his  bill  is  not  going  to  be  passed — not  one  of 
the  bills  as  they  are  written  are  going  to  be  passed — and  he  wants 
to,  on  a  bipartisan  basis,  sit  us  down  at  the  table  and  work  it  out, 
I  think  we  can  get  legislation  this  year.  I  think  if  he  is  going  to 
insist  on  an  all-court  press  to  pass  his  version  of  it,  which  is  what 
he  is  doing  right  now,  I  think  every  day  he  does  that  we  are  losing 
a  day  that  we  could  devote  toward  getting  the  work  done  before 
breaking  for  the  November  election.  That  is  my  editorial  message 
to  you. 

Dr.  Lee.  We  will  convey  that  message,  thank  you  very  much. 

Mr.  Smith.  That  concludes  this  panel. 

Dr.  Lee.  Thank  you  very  much,  Mr.  Chairman. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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OASH  STAFFING  LEVEL 

Mr.  Smith:   How  many  personnel  in  total  are  currently  assigned 
to  the  Office  of  the  Assistant  Secretary  for  Health?   Include  all 
reimbursable  positions  in  your  answer. 

Dr.  Lee:   The  Office  of  the  Assistant  Secretary  for  Health 
will  fund  1,141  FTEs  from  all  sources  in  FY  1994. 

Mr.  Smith:  For  the  record,  provide  the  actual  staffing  levels 
for  fiscal  years  1990  to  1993. 

Dr.  Lee:   The  actual  OASH  FTE  levels  for  FY  1990  to  FY  1993 
follows: 

FY  1990    FY  1991    FY  1992    FY  1993 

Total,  OASH  855        947      1,027      1,105 

NOTE:     The  FTE  levels  for  FY  1990  through  FY  1992  do  not 

include  FTEs  associated  with  the  Payment  Management 
System  funded  through  the  Office  of  the  Secretary 
Working  Capital  Fund  for  those  years.   In  FY  1993, 
47  FTEs  were  transferred  to  OASH  for  this  activity. 


Mr.  Smith:  From  budget  materials  submitted  by  the  Department 
we  see  that  overall  staffing  in  the  Office  is  scheduled  to  increase 
from  1,074  in  1992  to  1,177  in  1995,  or  about  10  percent.  Why  is  it 
necessary  or  desirable  to  increase  the  staff  by  10  percent  at  a  time 
when  most  of  the  government  is  trying  to  cut  back? 

Dr.  Lee:   Budget  materials  previously  submitted  by  the 
Department,  showing  a  level  of  1,074  FTEs  in  FY  1992,  included 
47  FTEs  added  to  the  actual  usage  of  1,027  FTEs,  for  a  comparative 
illustration  of  the  FTE  levels  from  FY  1992  through  FY  1995. 

Even  though  the  OASH  went  from  1,027  FTEs  in  FY  1992  to 
1,141  FTEs  in  FY  1994,  the  staffing  level  for  most  OASH  programs  and 
activities  has  been  relatively  stable;  except  for  organizational 
changes  and  certain  high  priority  areas,  such  as  emergency 
preparedness,  minority  health,  research  integrity,  international 
health  and  health  care  reform,  in  which  OASH  has  assumed  additional 
and  expanded  responsibilities  over  the  last  few  years. 

Specifically,  the  establishment  in  OASH  of  the  Office  of 
Research  Integrity  in  June  1992,  caused  an  increase  of  37  FTEs  (this 
was  largely  a  transfer  of  responsibilities  from  the  National 
Institutes  of  Health);  an  increase  of  6  FTEs  in  the  Office  on 
Women's  Health  exemplifies  the  Administration's  expanded  commitment 
for  health  issues  that  affect  women;  an  increase  of  16  FTEs  in  the 
Office  of  Minority  Health  was  necessary  to  carry  out  the  mandates 
contained  in  the  Disadvantaged  and  Minority  Health  Improvement  Act 
of  1990  (P.L.  101-527);  the  establishment  in  FY  1994  of  the  Office 
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of  Health  Care  Reform  has  resulted  In  a  staffing  level  of  22  FTEs; 
an  increase  of  27  FTEs  has  occurred  in  the  Office  of  International 
Health  (these  FTEs  are  reimbursed  by  the  Agency  for  International 
Development  for  the  implementation  of  Participating  Agency  Services 
Agreements  and  Resource  Support  Services  Agreements  and  indicates  an 
increased  emphasis  on  using  PHS  expertise  to  address  important 
health  problems,  such  as  immunization,  polio,  and  tuberculosis,  in 
foreign  countries);  and  an  increase  of  4  FTEs  in  the  Office  of 
Emergency  Preparedness  to  respond  to  an  upswing  in  recurring 
disasters,  such  as  Hurricanes  Andrew  and  Iniki  in  1992,  the  Midwest 
Floods  of  1993,  and  the  California  Earthquake  in  1994. 

The  1,141  FTEs  does  not  include  54  FTEs  associated  with  the 
Payment  Management  System  funded  through  the  Office  of  the  Secretary 
Working  Capital  Fund  in  FY  1994;  54  FTEs  are  included  in  OASH  in 
FY  1995  for  this  activity. 

Mr.  Smith:  Are  there  significant  staffing  reductions  proposed 
in  this  account  for  19957   If  so,  ^rtiere  Jo  they  show  up? 

Dr.  Lee:  Within  the  directly  appropriated  funds,  the  PHS 
Management  line  is  being  reduced  by  two  FTEs,  and  the  Office  of 
Minority  Health  and  the  Office  of  Research  Integrity  are  each  being 
reduced  by  one  FTE.  The  central  services  performed  by  the  PHS 
Service  and  Supply  Fund  have  been  reduced  by  six  FTEs  and 
reimbursable  work  on  behalf  of  other  agencies  will  be  reduced  by 
eight  FTEs.   This  results  in  a  savings  of  18  FTEs  in  FY  1995  from 
the  FY  1994  estimate.   The  following  table  displays  the  FTE  levels 
for  FY  1994  and  FY  1995: 


Direct  Appropriated  Funds  .... 
PHS  Service  and  Supply  Fund  . . 

Reimbursable  Funds  

Total ,  OASH  

Payment  Management  System,  OS 
Total  


STREAMLINING  EFFORTS 

Mr.  Smith:  One  of  the  recommendations  of  the  Vice  President's 
National  Performance  Review  report  was  to  eliminate  bureaucratic 
layers  and  to  streamline  organizations.  What  steps  do  you  plan  to 
take  to  achieve  this  within  this  Office? 

Dr.  Lee:  We  are  engaged  in  a  leadership  role  on  behalf  of  the 
entire  Public  Health  Service  to  examine  all  of  our  oversight  and 
management  support  functions  to  determine  ways  we  can  streamline 
operations,  reduce  supervisory  ratios,  delegate  authority  to  our 
agencies,  and  in  general  do  a  better  job  with  a  reduced  budget. 

Additionally,  we  are  participating  in  the  HHS-wide  study  to 
determine  what  the  appropriate  balance  should  be  between  centralized 
and  decentralized  functions.  The  study  is  looking  at  areas  where 
increased  delegation  of  authority  would  permit  delayering  by 


FY  1994 

FY  1995 

Difference 

563 

559 

-4 

445 

439 

-6 

133 

125 

-8 

1,141 

1,123 

-18 

-.. 

54 

+54 

1,141 

1,177 

+36 
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removing  organizational  levels  whose  prime  purpose  is  to  "review  and 
approve'  the  work  of  other  units.   The  study  will  also  review  the 
headquarters/field  structure  of  each  component  in  the  Department  to 
determine  the  most  logical  structure  to  enable  us  to  improve  service 
delivery  and  consolidate  administrative  and  support  staffs. 

We  are  also  participating  in  Department -led  efforts  in  certain 
"cross-functional"  areas,  including  regulatory  management,  financial 
management,  human  resources  management,  and  strategic  planning. 
Each  of  these  efforts  is  likely  to  lead  to  proposals  to  improve 
operations  in  OASH  and  throughout  PHS. 

Mr.  Smith;   Did  the  Vice  President's  NPR  report  make  any' 
specific  recommendations  concerning  the  Office  of  the  Assistant 
Secretary  for  Health? 

Dr.  Lee:   No,  it  did  not. 

Mr.  Smith:   What  specific  steps  have  already  been  taken  within 
the  Office  to  respond  to  the  general  thrust  of  the  NPR  report? 

Dr.  Lee:   V7e  have  taken  a  number  of  steps  to  enhance  the 
delegated  authority  of  the  PHS  agencies.   Our  first  priority  has 
been  personnel  management.   I  have  redelegated  additional 
authorities  which  we  have  received  from  the  Office  of  the  Secretary 
to  the  PHS  agencies.   In  the  case  of  the  Senior  Executive  Service,  I 
have  received  authority  from  the  Secretary  to  appoint,  reassign,  and 
otherwise  manage  SES  employees  at  the  National  Institutes  of  Health. 
I  immediately  passed  that  authority  to  the  new  Director  of  NIH, 
Dr.  Harold  Varmus . 

In  addition,  we  have  proposed  a  reorganization  of  the 
Assistant  Secretary's  staff  to  improve  the  span  of  management 
control  and  clarify  lines  of  authority  and  responsibility. 

Mr.  Smith:   Are  you  fully  convinced  that  it  takes  1,177  people 
to  do  all  of  the  essential  functions  that  this  Office  needs  to  do? 

Dr.  Lee:   Yes,  our  budget  request  for  FY  1995  is  very 
constrained  and  completely  consistent  with  the  Administration's 
commitments  to  improve  management  and  reduce  the  number  of  Federal 
employees  and  functions. 

In  analyzing  the  1,177  number,  it  is  important  to  understand 
that  only  a  minority  of  these  employees  are  "staff"  to  the  Assistant 
Secretary  in  the  classical  sense  of  the  term.  What  we  really  have 
is  the  headquarters  of  a  major  federal  entity  with  a  multiplicity  of 
functions  --  many  supporting  the  entire  Public  Health  Service. 

The  U.S.  Public  Health  Service  (PHS)  is  organized  to  fit 
within  the  Department  of  Health  and  Human  Services  as  a  principal 
line  organization  (one  of  five  in  the  Department)  under  the 
direction  of  the  Assistant  Secretary  for  Health,  who  is  the  line 
manager  of  the  eight  PHS  agencies.   The  PHS  budget  totals 
approximately  $22  billion  and  51,000  employees.   This  budget  is 
larger  than  all  except  four  cabinet  departments. 
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Within  the  PHS.  the  coordinating  organizational  mechanism  is 
the  Office  of  the  Assistant  Secretary  for  Health  (OASH)  which 
contains  approximately  one-third  of  one  percent  (about  $70  million) 
of  the  dollar  resources  and  about  2  percent  (1,177)  of  the  staffing. 

OASH  is  organized  so  that  about  one-fourth  of  the  staffing  is 
involved  in  supporting  the  Assistant  Secretary  in  "running"  the  PHS 
which  is  highly  decentralized.   The  FY  1995  budget  request  for 
1,177  FTEs  supports  OASH  staff  functions  that  fall  into  four 
categories  as  follows: 

•  consolidated  administrative  support 
functions  (for  the  health  agencies  and/or 
the  Department)  centralized  for  economy 
and  efficiency  (principally  in  Suburban 

Maryland)  A93  FTEs 

•  program  functions  in  OASH  as  required  by 
legislation.  Executive  Branch  decision 
(this  and/or  previous  Administrations), 
or  to  coordinate  cross-cutting  PHS 
programs  (examples  are  Offices  of  Minority 
and  Women's  Health,  Office  of  Research 
Integrity,  Office  of  Emergency 

Preparedness)  282  FTEs 

•  work  done  on  a  reimbursable  basis 
for  customers  outside  the  Department 
(examples  are  international  and  refugee 

health  programs)  125  FTEs 

•  support  of  the  Assistant  Secretary  in 
carrying  out  required  management  functions 
including  policy  development,  strategic 
planning,  budget  and  human  resource 
management,  grant  and  contract  policy 

and  procedures,  equal  employment 

opportunity,  and  legislative  affairs 

and  communications  (this  category 

includes  health  care  reform  activities)      277  FTEs 


We  are  working  on  ways  to  streamline  the  OASH.  This  can  only 
be  done  in  a  very  considered  manner,  and,  as  we  have  learned  to 
date,  is  a  very  difficult  task  to  do  well  without  disrupting  ongoing 
operations.   When  we  testify  before  this  Committee  next  year,  we 
expect  to  request  fewer  FTEs  than  are  proposed  in  the  FY  1995 
budget.   However,  I  ask  that  you  not  try  to  accelerate  these 
reductions  by  cutting  our  current  budget  request.  We  need  the  lead 
time  to  develop  and  implement  proposals  that  reduce  the  size  of  OASH 
without  impairing  essential  functions.   These  proposals  are  largely 
going  to  be  an  outgrowth  of  the  various  studies  and  initiatives  now 
ongoing  at  the  Secretary's  level  and  elsewhere  within  the  Executive 
Branch.   To  try  to  anticipate  the  results  of  these  ongoing 
activities,  while  at  the  same  time  managing  overall  PHS  activities 
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(which  are  increasing,  not  decreasing,  in  terms  of  funding)  and 
directing  all  PHS-related  health  care  reform  activities,  would  cause 
a  substantially  chaotic  situation. 

Mr.  Smith:   Are  there  functions  within  this  Office  that  could 
be  spun  off  to  one  of  the  Public  Health  Service  agencies  or  to  the 
Office  of  the  Secretary? 

Dr.  Lee:   There  seems  little  chance  of  transferring  any 
functions  to  the  Office  of  the  Secretary.   OS  is  also  seeking  ways 
to  downsize.   If  any  transfers  take  place,  it  is  more  likely  to  be 
from  the  Office  of  the  Secretary  to  PHS  and  the  other  HHS  Operating 
Divisions.   I  would  note  that  in  1992,  the  Assistant  Secretary  for 
Management  and  Budget  transferred  the  HHS  Payment  Management  System 
to  OASH  so  that  we  now  perform  that  cash  management  function  for  all 
HHS  grantees. 

There  are  a  number  of  operating  programs  in  OASH  which  could 
be  effectively  administered  by  PHS  agencies.   We  would  be  pleased  to 
work  with  members  of  this  subcommittee  and  others  in  Congress  to 
achieve  some  constructive  change  along  these  lines.  We  need  to 
approach  this  as  a  cooperative  venture  because  several  of  these 
programs  are  located  in  OASH  by  statute  and  all  have  substantial 
Congressional  support. 

In  reviewing  this  matter,  I  have  noted  substantial  difficulty 
in  gaining  approval  of  specific  transfers.   What  I  have  learned  is 
that  almost  everyone  is  in  favor  of  the  general  proposition  that 
certain  functions,  especially  on  the  program  side,  could  be  done 
elsewhere.   However,  when  it  comes  to  specifics,  there  is  rarely 
agreement.   Moreover,  the  tendency  is  to  transfer  more  functions  to 
us;  for  example  the  Office  of  Research  Integrity  (from  NIH)  and  the 
Payment  Management  System  (from  the  Office  of  the  Secretary).   In 
part  these  transfers  are  made  to  give  entities  a  PHS-wide  focus  and 
in  part  because  of  the  recognized  competence  at  this  level. 

In  the  past,  we  have  transferred  programs  to  the  agencies  as 
it  seemed  appropriate  and  consistent  with  Legislative  and  Executive 
Branch  approval.   For  example,  FY  1982  actual  FTE  usage  totaled 
1,67A,  prior  to  the  transfer  of  the  National  Center  for  Health 
Statistics  to  the  Centers  for  Disease  Control  and  Prevention  in 
FY  1987.   In  FY  1990,  the  National  Center  for  Health  Services 
Research  was  transferred  and  became  a  major  portion  of  the  Agency 
for  Health  Care  Policy  and  Research.  We  also  transferred  the  Office 
on  Smoking  and  Health  to  the  Centers  for  Disease  Control  and 
Prevention. 

Thus ,  we  are  not  opposed  to  review  and  examination  of  the 
offices  located  within  OASH.   There  may  be  some  operating  programs 
in  OASH  which  could  be  effectively  administered  by  PHS  agencies  but 
we  would  like  to  continue  our  review  and  report  back  to  you  next 
year.   Until  our  reviews  are  complete,  we  need  to  maintain  the 
FY  1995  budget  request  of  1,177  FTEs . 
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PUBLIC  HEALTH  SERVICE  ADMINISTRATIVE  COSTS 

Mr.  Smith:   In  last  year's  appropriations  act.  Congress 
Included  a  general  provision  limiting  the  administrative  costs  of 
each  Public  Health  Service  agency  to  not  more  than  the  amount 
requested  in  the  President's  budget.  Why  are  you  proposing  that  we 
not  include  that  provision  in  the  1995  appropriations  act? 

Dr.  Lee:   Agency  administrative  costs  are  already  controlled 
by  the  President's  Executive  Order  on  Administrative  Cost 
Reductions.   We  consider  this  provision  an  unnecessary  codification 
of  the  President's  order.   In  fact,  management  of  these  caps 
unnecessarily  draws  resources  from  other  important  budget  oversight 
activities.   Furthermore,  we  believe  that  it  is  consistent  with  the 
goals  and  principles  of  Reinventing  Government  to  provide  agencies 
with  greater  flexibility  in  managing  FTE  and  administrative  cost 
streamlining  efforts. 

It  is  very  difficult  to  manage  under  the  constraints  of 
administrative  caps.   Such  constraints  do  not  allow  us  much 
flexibility  to  respond  to  unforeseen  opporttinities,  such  as 
implementing  the  recently  enacted  Federal  employee  buyout  incentive 
program.   We  have  had  difficulties  before  administering  caps  on 
travel  and  consulting  services  that  were  based  on  the 
justifications.  And  we  are  currently  experiencing  a  number  of 
FY  1994  operating  problems  with  the  administrative  caps . 

The  budget  justifications  precede  an  appropriation  by  eight 
months  and  execution  of  the  budget  by  an  average  of  fourteen  months. 
It  is  very  difficult  to  predict  the  administrative  requirements  that 
will  evolve  from  a  final  appropriations  bill  as  well  as  intervening 
supplementals,  public  health  emergencies,  etc.   This  year,  for 
example,  we  were  forced  to  absorb  unexpected  expenses  from  the  pay 
raise  (the  Congress  includes  pay  and  benefits  in  its  definition  of 
administrative  costs). 

Furthermore,  PHS  has  the  largest  number  of  the  Presidential 
investment  initiatives  in  BBS.   To  single-out  the  PHS  and  continue 
the  administrative  cap  would,  unnecessarily,  restrict  the 
Administration's  ability  to  achieve  its  major  objectives. 

As  a  part  of  the  government -wide  FTE  reduction,  PHS  plans  to 
further  reduce  its  number  of  personnel  as  reflected  in  the  FY  1995 
President's  Budget.   There  is  no  utility  or  justification  for  the 
Congress  to  continue  an  administrative  cap  limitation  which  could 
serve  as  a  potential  detriment  to  ensuring  accomplishment  of 
Presidential  and/or  Congressional  objectives. 

HEALTH  CARE  REFORM 

Mr.  Smith:   How  many  FTEs  are  assigned  to  health  care  reform? 
Were  these  people  primarily  hired  during  the  past  year?   If  not, 
from  where  did  they  come?  What  are  the  principal  duties  of  this 
staff? 

Dr.  Lee:   There  are  22  FTEs  assigned  to  health  care  reform 
duties  in  the  Office  of  the  Assistant  Secretary  for  Health.   Twelve 
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of  the  staff  have  been  hired  in  the  last  year,  the  remainder 
transferred  from  other  offices  within  OASH  or  PHS  agencies. 

The  responsibilities  of  this  staff  include  providing  the 
analytic  and  managerial  support  for  the  overall  PHS  effort  in 
support  of  health  care  reform  legislation.   This  includes  analysis 
and  refinement  of  the  portions  of  the  Health  Security  Bill  that  are 
of  special  relevance  to  the  Public  Health  Service  (Title  III 
provisions,  as  well  as  aspects  of  the  plan  pertaining  to  graduate 
medical  education,  the  Indian  Health  Service,  quality  assurance  and 
information  systems.) 

Staff  provides  analysis  in  coordination  with  the  Office  of  the 
Assistant  Secretary  for  Legislation,  responding  to  information  and 
assistance  requests  from  members  of  Congress  and  their  staffs.   They 
meet  with  and  respond  to  inquiries  from  various  interest  groups  and 
members  of  the  public  seeking  information  about  the  proposed 
legislation.   On  behalf  of  the  Assistant  Secretary  for  Health,  they 
consult  with  officials  of  state  and  local  governments  as  well  as 
provider  and  other  affected  interest  groups  to  clarify  the  potential 
impact  of  the  proposed  legislation.   In  concert  with  PHS  agencies, 
the  staff  is  providing  leadership  and  coordination  for  the 
implementation  of  health  care  reform  provisions  specific  to  the 
Public  Health  Service.   Following  enactment  of  legislation,  the 
staff  will  assist  the  ASH  in  the  complex  process  of  designing  the 
implementation  of  the  PHS  programs,  consulting  with  interested 
parties  on  issues  relating  to  implementation,  and  providing 
leadership  for  the  multiple  aspects  of  reform  legislation  that  will 
require  coordination  between  two  or  more  PHS  agencies,  PHS  and  HCFA, 
within  HHS  and  with  other  departments  of  government. 

Mr.  Smith:   How  do  these  people  relate  to  the  staff  under  the 
Assistant  Secretary  for  Planning  and  Evaluation?  How  do  they  relate 
to  the  staff  devoted  to  this  in  HCFA?  Are  we  certain  that  there  is 
no  duplication  of  effort  here? 

Dr.  Lee:  Staff  of  the  ASPE  are  responsible  for  the  overall 
management  of  analysis  relating  to  health  care  reform,  with 
particular  emphasis  on  providing  cost  estimates  to  support  the 
Administration's  bill  and  alternatives  requested  by  committees.  The 
PHS  staff  is  concerned  with  those  programs  that  are  specific  to  the 
Public  Health  Service,  and  provides  a  far  more  detailed  level  of 
analysis  including  consideration  of  implementation  issues  that  will 
be  critical  for  PHS  operations.   For  example,  the  Health  Security 
Act  proposes  that  the  Indian  Health  Service  be  transformed  into  a 
competitive  health  care  delivery  system  that  will  compete  with 
private  plans  for  the  enrollment  of  Native  Americans.   Such  a 
transformation  requires  detailed  analyses  of  the  current  delivery 
system  --physical  plant,  clinical  personnel,  management  capability-- 
as  well  as  consideration  of  the  resources  and  timelines  necessary  to 
move  the  IHS  system  into  a  radically  new  mode  of  operation.  There 
is  no  involvement  of  HCFA  staff  in  this  type  of  analysis,  and  ASPE 
staff  are  involved  only  in  providing  a  review  of  the  analysis  and 
coordination  with  related  areas  of  analysis  for  which  ASPE  has 
primary  responsibility. 
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ASPE,  HCFA  and  PHS  play  quite  different  roles  in  the  health 
care  reform  process.   HCFA  and  PHS  are  responsible  for  fine  grained 
analysis  of  aspects  of  health  care  reform  for  which  they  will 
ultimately  have  implementation  responsibility,  and  must  consider  the 
relationships  between  health  care  reform  and  current  program 
activity.   ASPE  operates  at  a  more  macro  level,  with  particular 
responsibility  for  providing  cost  estimates  and  in  assuring  overall 
policy  coordination  on  behalf  of  the  Office  of  the  Secretary. 
Staffs  of  these  component  agencies  collaborate  in  a  number  of  areas, 
but  each  has  a  distinct  and  non-duplicative  role. 

ADOLESCENT  FAMILY  LIFE 

Mr.  Smith:  Why  are  you  proposing  to  eliminate  the  Adolescent 
Family  Life  Program? 

Dr.  Lee:   We  feel  the  multifaceted  problems  of  youth  are 
better  approached  with  a  comprehensive  focus  which  permits  attention 
to  the  interrelated  problems  such  as  youth  violence,  sexually 
transmitted  diseases,  unintended  pregnancy,  and  substance  abuse, 
rather  than  a  single  focus  on  adolescent  pregnancy  alone,  and 
particularly  a  focus  which  emphasizes  abstinence  as  the  only 
approach  to  this  problem. 

While  adolescent  pregnancy  prevention  will  continue  to  be  a 
priority  for  the  OAH,  new  demonstration  grants  funded  under  the  OAH 
authority  will  be  more  broadly  focused  than  they  were  under  the  AFL 
program.  We  expect  that  many  current  AFL  grantees  will  be  eligible 
to  compete  for  OAH  grant  awards  in  FY  1995  and  beyond,  and  all 
current  AFL  grantees  will  be  eligible  to  complete  their  projects 
with  FY  199A  funding. 

Mr.  Smith:   How  would  the  activities  of  the  new  Office  of 
Adolescent  Health  differ  from  the  adolescent  family  life  program? 

Dr.  Lee:   The  activities  of  the  OAH  will  be  a  relatively 
small,  but  a  vitally  important  effort  to  more  effectively  address 
the  health  problems  of  adolescents  through  a  multi-disciplinary 
approach.  In  light  of  increasing  rates  of  morbidity  and  mortality 
among  adolescents,  it  is  important  that  we  develop  and  evaluate 
newer,  more  comprehensive  approaches  to  the  health  problems  facing 
youth,  including  adolescent  pregnancy  prevention,  than  were  possible 
under  the  AFL  program. 

Mr.  Smith:  Will  the  Surgeon  General  be  in  charge  of  this  new 
office? 

Dr.  Lee:   P.L.  102-531  established  the  Office  of  Adolescent 
Health  (OAH)  with  a  directive  that  it  be  located  in  the  Office  of 
the  Assistant  Secretary  for  Health  (OASH) .   We  have  proposed  that 
the  Office  will  report  to  the  ASH  and  the  Surgeon  General  will  have 
oversight  responsibilities  for  its  activities. 

MINORITY  HEALTH 

Mr.  Smith:   Explain  the  minority  male  grant  program  and  tell 
us  how  the  funds  are  used. 
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Dr.  Lee:   The  Minority  Male  Grant  Program  is  concerned  about 
the  large  number  of  minority  males  at  risk  of  various  health  and 
social  problems.   The  Program  supports  community  based  projects  that 
advocate  outreach  and  interventions  addressing  such  issues  as: 
alcohol,  tobacco,  and  other  chemical  dependency,  homicide,  suicide, 
and  unintentional  injuries,  HIV/AIDS  and  sexually  transmitted 
diseases,  mental  health  problems,  unemplojrment ,  and  homelessness . 

In  FY  199A,  the  Office  of  Minority  Health  (OMH)  will  provide 
$1  million  to  fund  four  continuation  Minority  Male  Demonstration 
Grants  which  are  in  their  last  year  of  funding.   Twelve  one-year 
Minority  Male  Coalition  Development  Grants  were  awarded  on 
September  bO,  1993.   Each  of  these  grants  was  funded  at  $50,000  in 
FY  1993  and  will  terminate  in  September  30,  1994. 

The  Minority  Male  Grant  Program  has  been  broadened  to 
implement  and  access  the  use  of  comprehensive  community  based  models 
to  decrease  family  and  community  violence  by  strengthening  family 
values.   This  concept  is  consistent  with  the  Family  and  Community 
Violence  Prevention  Program  now  underway. 

In  FY  1994,  the  Department  will  provide  $4.9  million  for  an 
HBCU  Minority  Male  Consortium  targeting  family  and  community 
violence  prevention  with  emphasis  on  the  Minority  Male.   In  FY  1995, 
the  OMH  will  provide  $4.9  million  to  this  HBCU  Consortium. 

NATIONAL  AIDS  POLICY  OFFICE 

Mr.  Smith:   The  justification  indicates  that  the  new  Office  of 
National  AIDS  Policy  will  have  an  expanded  mission.   How  will  the 
mission  differ  from  the  old  structure? 

Dr.  Lee:   The  new  mission  will  not  differ  significantly  from 
the  old  mission.   However,  the  new  structure  will  support  both  the 
Public  Health  Service  as  well  as  the  efforts  of  the  National  AIDS 
Policy  Coordinator. 

The  White  House  Office  of  the  National  AIDS  Policy 
Coordinator,  directed  by  Ms.  Kristine  Gebbie,  looks  at  HIV/AIDS 
issues  across  the  entire  Federal  government,  functioning  both  within 
and  across  Departments.   The  PHS  office  actively  coordinates 
HIV/AIDS  issues  across  the  agencies  of  the  PHS,  and  supports  the 
Assistant  Secretary  for  Health's  role  as  the  principal  convener  of 
forums  incorporating  representation  from  HHS's  major  agencies  and 
staff  offices.   The  two  offices  do  maintain  a  unique  direct  link  so 
that  AIDS  problems  are  well  coordinated  throughout  the  Executive 
Branch. 

Mr.  Smith:   To  what  extent  will  the  staff  of  this  office  be 
used  as  the  principal  staff  support  for  the  National  AIDS  Policy 
Coordinator  in  the  White  House? 

Dr.  Lee:   Funding  for  the  National  AIDS  Policy  Coordinator 
herself  is  provided  by  the  Executive  Office  of  the  President.  Of 
the  7-8  persons  supporting  Ms.  Gebbie  at  the  White  House  Office,  all 
are  on  detail  from  other  non-HHS  agencies  in  the  Government  except 
for  3  which  are  funded  by  the  National  AIDS  Program  Office  (NAPO). 
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NAPO  also  contributes  to  the  Coordinator's  efforts  by  providing  the 
office  space  for  Ms.  Gebbie's  staff.   The  majority  of  the  work  done 
by  NAPO,  however,  serves  the  interests  of  the  Secretary,  the 
Assistant  Secretary  for  Health,  and  other  PHS  staff. 

OFFICE  OF  RESEARCH  INTEGRITY 

Mr.  Smith:   Why  are  you  Increasing  the  staff  of  this  office  by 
11,  or  about  23  percent,  in  fiscal  19947 

Dr.  Lee:  When  the  Office  of  Research  Integrity  was 
established  in  June  1992,  the  staff  from  the  NIH  Office  of 
Scientific  Integrity  was  combined  with  the  staff  from  the  OASH 
Office  of  Scientific  Integrity  Review  for  a  total  of  37  FTEs.   In 
establishing  ORI,  it  was  estimated  that  an  increase  of  15  FTEs,  for 
a  total  of  52,  would  be  required  to  implement  the  expanded 
requirements  placed  on  the  new  office  and  respond  to  increasing 
workloads,  so  it  could  perform  more  effectively  than  the  predecessor 
organizations.   Because  of  delays  in  filling  these  positions,  the 
ORI  actually  used  41  FTEs  in  FY  1993.   The  increase  of  11  FTEs  in 
FY  1994  is  due  to  the  full-year  FTE  usage  for  the  expanded  staff 
hired  and  employed  in  part  of  in  FY  1993. 

Mr.  Smith:  What  is  the  Commission  on  Research  Integrity,  and 
how  much  money  will  you  spend  on  it? 

Dr.  Lee:   The  Commission  on  Research  Integrity  was  mandated  by 
the  NIH  Revitalization  Act  of  1993.   This  Act  established  the 
composition  of  the  Commission  as  well  as  its  specific  duties  which 
include  developing  recommendations  on  the  scientific  misconduct 
policies  of  the  Department  with  special  emphasis  on  the  definition 
of  scientific  misconduct  and  providing  a  report  to  the  Secretary, 
the  House  Committee  on  Energy  and  Commerce,  and  the  Senate  Committee 
on  Labor  and  Human  Resources. 

The  Act  prohibits  compensation  for  members  of  the  Commission, 
but  it  does  allow  for  travel,  subsistence,  and  other  necessary 
expenses.   The  specific  amount  to  be  spent  will  be  determined  based 
on  whatever  limited  amount  is  available  in  ORI's  budget,  balanced 
against  the  needs  of  the  Commission  for  travel  and  support.   These 
specifics  have  not  yet  been  determined,  but  is  not  likely  to  be  more 
than  a  few  thousand  dollars. 

1994  RESCISSION 

Mr.  Smith:  What  was  this  Office's  share  of  the  1994  salaries 
and  expenses  rescission? 

Dr.  Lee:   The  Office  of  the  Secretary  for  Health's  share  of 
the  1994  salaries  and  expenses  rescission  is  $2,723,000. 

Mr.  Smith:   How  do  you  plan  to  distribute  that  amount  among 
your  budget  activities? 

Dr.  Lee:   In  order  to  accomplish  the  reduction  equitably 
throughout  OASH,  we  carefully  examined  mandatory  costs  for  each 
program.   For  costs  that  were  not  mandatory  for  the  remainder  of  the 
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year.  It  was  necessary  to  take  a  60  percent  reduction  against  those 
funds  to  meet  the  rescission  target,  with  the  exception  of  the 
Adolescent  Family  Life  Program  which  was  treated  differently. 
Because  of  the  transition  of  this  office  into  the  Office  of 
Adolescent  Health,  we  were  able  to  identify  additional  funds  in 
excess  to  their  needs.   Accordingly,  the  reduction  was  distributed 
as  follows: 

Adolescent  Family  Life  $750,000 

Disease  Prevention/Health  Promotion  160,000 

Office  of  Minority  Health  660 , 000 

National  AIDS  Program  Office  60,000 

National  Vaccine  Program  Office  289,000 

Office  on  Women's  Health  75,000 

Office  of  Emergency  Preparedness  182,000 

Health  Care  Reform  240,000 

PHS  Management  307.000 

Total,  OASH  $2,723,000 

WORLD  HEALTH  ORGANIZATION  MEETING 

Mr.  Smith:   How  many  Public  Health  Service  staff  are  attending 
this  year's  World  Health  Organization  meeting  in  Geneva?   Identify 
the  number  by  operating  component  with  associated  costs. 

Dr.  Lee:   The  following  Public  Health  Service  agencies  will  be 
sending  employees  to  the  A7th  World  Health  Assembly  in  Geneva, 
Switzerland,  to  join  the  Department's  Chief  Delegate,  Secretary 
Donna  Shalala. 

Estimated  Costs 
Office  of  the  Assistant  Secretary  for  Health 

Four  employees,  including  the  Deputy  Chief  Delegate, 

two  Alternate  Delegates,  and  one  Advisor  $17,236 

Agency  for  Health  Care  Policy  and  Research 

One  employee,  as  an  Alternate  Delegate  3,256 

Centers  for  Disease  Control  and  Prevention 

Two  employees,  including  one  Alternate  Delegate 

and  one  Advisor  5,605 

Health  Resources  and  Services  Administration 

One  employee,  as  an  Alternate  Delegate  1,550 

Food  and  Drug  Administration 

One  employee,  as  an  Advisor  3.408 

Total,  PHS  Estimated  Costs  for  9  employees  $31,055 
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ONE-PERCENT  EVALUATION 

Mr.  Smith:  What  is  the  total  planned  one-percent  evaluation 
tap  in  fiscal  19957  Provide  an  accounting  of  donor  and  receiving 
agencies.   Also  provide  the  same  information  for  fiscal  1994. 

Dr.  Lee:   See  the  table  below. 

One  Percent  Evaluation  Funding 
(Dollars  in  thousands) 


FY  199A 


PHS 
AGENCY 


AGENCY 
SET-ASIDE 


OASH 
SET-ASIDE 


ASPE 
SET-ASIDE  NCHS  1/ 


AHCPR  II 
SEC  926(B)   TOTAL 


HRSA 

CDC 

NIH 

SAMHSA 

AHCPR 

OASH 

TOTAL 


$6,652 

2,000 

6.500 

1,834 

451 

0 

17.437 


$1,207 

906 

6.675 

363 

86 

129 


$1,740 

1.306 

9.622 

522 

124 

186 


9.366  2/   13.500 


$3,722 

2,792 

20,578 

1,117 

266 

398 

28,873 


$1,702 

1,277 

9,410 

510 

122 

183 

13,204 


$15,023 

8,281 

52.785 

4,346 

1,049 

896 

82,380 


FY  1995 


PHS 
AGENCY 


AGENCY 
SET-ASIDE 


OASH 
SET-ASIDE 


ASPE 
SET-ASIDE  NCHS  1/ 


AHCPR  II 
SEC  926(B)   TOTAL 


HRSA 

CDC 

NIH 

SAMHSA 

AHCPR 

OASH 

TOTAL 


$8,000 

2,000 

4,500 

2,000 

451 

0 

16.951 


$1,430 

880 

7,250 

370 

70 

0 

10.000 


$2,217 
1.364 

11.238 
574 
109 

0 

15.502 


$4,124 
2.531 

20.895 

1.074 

208 

41 

28.873 


$9,025 
5.541 

45,737 

2,356 

456 

91 


$24,796 

12.316 

89,620 

6.374 

1,294 

132 


63,206   134,532 


II       Congressional  Earmarks. 
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PHS  SERVICE  AND  SUPPLY  FOND 

Mr.  Smith:   You're  proposing  to  finance  439  FTEs  from  the  PHS 
Service  and  Supply  Fund  in  1995,  rather  than  from  direct 
appropriations .   Why  are  this  many  staff  financed  from  the  Service 
and  Supply  Fund? 

Dr.  Lee:   The  PHS  Service  and  Supply  Fund  was  established 
under  the  authority  of  42  U.S.C.  231,  July  3,  1945.   Historically, 
these  FTEs  have  been  financed  through  the  SSF  as  part  of  the  cost  of 
providing  the  various  goods  and  services  to  the  customer  agencies. 
Other  PHS  agencies  finance  activities  through  the  PHS  SSF  (FDA, 
HRSA,  and  IHS)  and  finance  the  FTEs  associated  with  the  activity 
through  the  Fund. 

By  centralizing  these  staff  in  the  SSF,  the  agencies  are  able 
to  avoid  creating  a  similar  office  in  each  agency  and  duplicating 
effort,  thus  saving  dollars  and  FTEs.   Through  increased  efficiency, 
a  reduction  of  6  FTEs  in  OASH  SSF  activities  is  planned  for  FY  1995. 


Central  Personnel  Services  

Division  of  Comnilssioned  Personnel  . . 

Parklawn  Services  

Facilities  Engineering  

Total ,  OASH  SSF  FTEs  445         439 


Mr.  Smith:   For  the  record,  explain  what  the  Service  and 
Supply  Fund  is  and  tell  how  disbursements  from  the  Fund  are 
controlled. 

Dr.  Lee:   The  PHS  Service  and  Supply  Fund  was  established 
under  the  authority  of  42  U.S.C.  231,  July  3,  1945  to  finance 
several  common  services  to  the  PHS  agencies.   It  is  a  revolving  fund 
that  finances  a  variety  of  services  that  support  PHS  agencies  as 
well  as  external  customers.   The  funding  level  for  each  activity  is 
approved  by  representatives  of  the  PHS  agencies  who  serve  on  the 
Board  of  Directors  of  the  PHS  Service  and  Supply  Fund. 
Disbursements  from  the  Fund  are  controlled  by  and  subject  to  the 
same  accounting  and  financial  procedures  as  appropriated  funds. 

Mr.  Smith:  What  PHS  agencies  contribute  money  to  this  Fund? 

Dr.  Lee:   All  PHS  agencies  receive  some  goods  and  services 
from  the  SSF,  and  are  billed  for  what  they  receive.   The  particular 
combination  of  goods  and  services  received  by  each  agency  varies 
greatly  and  can  vary  from  year  to  year.   The  variety  of  goods  and 
services  available  through  the  SSF  includes  a  medical  supply  depot, 
a  computer  center,  accounting  services,  procurement  services, 
personnel  services  for  PHS  Commissioned  Officers,  training  services, 
telephone  services,  and  engineering  planning  and  review.   Each  PHS 
agency  receives  a  different  combination  of  these  services,  and  is 
billed  the  appropriate  amount  for  what  they  receive. 


FY  1994 

FY  1995 

FTEs 

FTEs 

22 

21 

95 

93 

312 

309 

16 

16 
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Non-PHS  agencies  also  receive  and  are  billed  for  goods  and 
services  from  the  SSF.   External  customers  include:   the  Consumer 
Product  Safety  Commission,  the  Internal  Revenue  Service,  the  General 
Services  Administration,  the  Peace  Corps,  the  U.S.  Virgin  Islands, 
the  State  Department,  the  National  Oceanographic  and  Atmospheric 
Administration,  and  others.   The  medical  supply  depot  at  Perry 
Point,  MD  alone  has  over  1,700  customers  worldwide. 

Mr.  Smith:   How  much  are  these  agencies  expected  to  contribute 
to  the  Fund  in  1994  and  19957 

Dr.  Lee:   The  amount  each  agency  pays  in  total  to  the  SSF  will 
depend  greatly  on  the  level  of  goods  and  services  they  request. 
While  some  SSF  activities  are  billed  on  a  pro-rata  basis,  four  of 
the  five  largest  activities  are  billed  based  on  agency  demand  for 
goods  and  services.  While  it  is  not  possible  to  know  exactly  what 
the  customer  agencies  will  request  and  subsequently  be  billed  for  in 
FY  1994  and  1995,  we  have  set  forth  below  our  current  estimates. 

For  instance,  the  supply  depot  at  Perry  Point  is  the  largest 
activity  in  the  SSF  with  a  FY  1993  budget  of  $44  million.   The 
Indian  Health  Service  purchased  almost  $26  million  in  medical 
supplies  and  pharmaceuticals  from  Perry  Point  in  FY  1993,  while  the 
Food  and  Drug  Administration  (FDA)  didn't  purchase  any  supplies  from 
Perry  Point.   That  same  year,  FDA  purchased  over  $2  million  in 
computer  services  from  the  Parklawn  Computer  Center  (the  fourth 
largest  activity  in  the  Fund),  while  the  Agency  for  Health  Care 
Policy  and  Research  purchased  approximately  $2  thousand. 

Current  estimates  for  the  PHS  agencies  are  based  on  historical 
trends : 

FY  1994  FY  1995 

FDA $20,011,000  $21,918,000 

HRSA 14,986,000  16,629,000 

IHS    40,535,000  47,167,000 

CDC    3,828,000  3,929,000 

NIH  24,164,000  38,494,000 

SAMHSA 4,587,000  5,194,000 

CASH  2,814,000  3.374,000 

AHCPR  1.666.000  2.036.000 

Total,  PHS  $112,591,000  $138,742,000 

Mr.  Smith:  On  page  11  of  the  justification,  you  show  a 
25  percent  increase  for  the  Fund  in  1995.  What  accounts  for  an 
increase  of  this  magnitude,  particularly  since  the  NIH  central 
management  funds  are  only  projected  to  increase  by  2  percent? 

Dr.  Lee:  An  increase  of  $37.4  million  is  requested  for  the 
Service  and  Supply  Fund  in  FY  1995: 

•     $7.8  million      for  the  Supply  Service  Center  at  Perry 

Point,  Maryland.   Organizationally,  Perry 
Point  is  part  of  the  Indian  Health  Service, 
which  is  also  the  Center's  largest  customer. 
Sales  of  medical  supplies  to  its  1,700 
customers  have  increased  an  average  of 
16  percent  annually  since  FY  1991,  and  their 
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budget  has  increased  accordingly.   Perry 
Point's  expenditures  are  driven  by  customer 
orders:  once  an  order  is  received,  the  depot 
must  purchase  supplies  to  replenish  depleted 
stock  or  purchase  a  non-stock  item  on  the 
customer's  behalf.   The  amount  of  supplies 
to  be  purchased  is  determined  through  the 
course  of  the  year  as  customers  orders  are 
received,  and  the  budget  provides  a  maximum 
that  the  depot  can  purchase. 

•  $23.5  million     for  the  Telecommunications  Improvement 

Project  (TIP),  which  centralizes  telephone 
service  through  one  contract  for  PHS 
components  in  the  Maryland  suburbs.   The  SSF 
is  the  only  revolving  fund  common  to  all  PHS 
agencies  through  which  the  telephone  charges 
can  be  financed. 

Through  consolidation,  the  initial  phase  of 
the  project  has  saved  the  PHS  agencies  more 
than  20  percent  on  their  monthly  telephone 
bills. 

TIP  is  budget  neutral  —  as  the  SSF  finances 
the  bill  initially,  the  agencies  will 
reimburse  the  SSF  rather  than  pay  the 
telephone  company  directly.   This  increase 
to  the  SSF  for  TIP  will  not  increase  the 
telephone  bills  to  the  agencies,  nor  will  it 
relieve  the  agencies  of  telephone  costs. 
Thus  there  would  be  no  reason  for  an 
increase  in  NIH  central  management  funds 
related  to  TIP.  The  budgeted  increase  is 
necessary  to  fully  administer  the  TIP 
contract  through  the  SSF. 

•  $6.1  million      for  the  remaining  activities  in  the  SSF, 

with  an  average  increase  of  6  percent. 

REIMBURSABLE  FTEs 

Mr.  Smith:   You  expect  to  finance  an  additional  179  FTEs  in 
1995  from  other  reimbursements,  an  increase  of  46  over  the  199A 
level.  What  are  the  sources  of  these  FTEs,  and  why  do  you  have  an 
increase  of  467 

Dr.  Lee:   The  179  FTEs  to  be  funded  from  other  reimbursements 
in  FY  1995  includes  54  FTEs  for  the  Payment  Management  System  funded 
by  the  Office  of  the  Secretary  Working  Capital  Fund.   There  are  no 
FTEs  in  OASH  for  this  activity  in  FY  1994.   Thus,  comparatively, 
there  will  be  a  decrease  of  8  reimbursable  FTEs  from  FY  1994  to 
FY  1995. 

Mr.  Smith:   In  last  year's  budget  request  you  showed 
reimbursable  FTEs  of  110  for  1993  and  93  for  1994.   In  this  year's 
request  you  are  showing  150  for  1993  and  133  for  1994,  an  increase 
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of  40  in  each  year.  What  accounts  for  the  increase  in  staff  between 
last  year  and  this  year? 

Dr.  Lee:  When  the  FY  1994  budget  was  developed,  the  FTE 
"ground  rules"  from  the  Office  of  Management  and  Budget  provided 
that  we  exclude  ceiling-exempt  FTEs ,  defined  as  staff  appointed 
under  the  Worker  Trainee  Opportunity  Program  and  the  Federal 
Cooperative  Education  Program  as  well  as  certain  other  programs, 
such  as  the  Stay-in-School  Program,  the  Junior  Fellowship  Program, 
summer  aides  and  federal  employees  assigned  to  the  Immigration  and 
Naturalization  Service  facilities  across  the  Nation.   In  the  FY  1995 
budget  request,  these  ground  rules  were  changed,  and  thus,  the  FTE 
level  includes  ceiling  as  well  as  those  FTEs  referred  to  in  the  past 
as  ceiling-exempt.   There  are  42  reimbursable  FTEs  that  were 
classified  as  ceiling-exempt  in  the  FY  1994  budget  request,  and  that 
are  now  included  in  both  fiscal  years'  FTE  levels  in  the  FY  1995 
budget. 
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DETAIL  OF  PERMANENT  POSITIONS 

Mr.  Smith:   For  the  record,  provide  a  traditional  schedule  of 
permanent  positions  showing  the  numbers  in  each  grade  level  for  1993 
to  1995. 

Dr.  Lee;   The  schedule  follows: 

OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 


FY  1993 

FY  1994 

FY  1995 

EX-04 

1 

1 

1 

ES-06 

2 

4 

4 

ES-05 

2 

2 

2 

ES-04 

10 

12 

12 

ES-03 

5 

3 

3 

ES-02 

2 

1 

1 

ES-01 

1 

3 

3 

Subtotal 

23 

26 

26 

GM/GS- 

•15 

94 

92 

88 

GM/GS- 

•  14 

149 

148 

149 

GM/GS- 

•13 

133 

135 

145 

GS-12 

101 

99 

115 

GS-11 

66 

71 

75 

GS-10 

5 

6 

6 

GS-09 

66 

69 

72 

GS-08 

46 

47 

49 

GS-07 

106 

109 

112 

GS-06 

50 

54 

54 

GS-05 

60 

62 

62 

GS-04 

49 

54 

56 

GS-03 

9 

11 

11 

Ungraded 

28 

37 

37 

Subtotal 

962 

994 

1,031 

CO-09 

1 

1 

1 

CO-08 

4 

4 

4 

CO-07 

5 

6 

6 

CO-06 

51 

55 

54 

CO-05 

30 

28 

28 

CO-04 

19 

18 

20 

CO-03 

7 

7 

5 

CO-02 

3 

2 

2 

Subtotal 

120 

121 

120 

Total,  OASH     1,105 

1,141 

1,177 
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OASH  REORGANIZATION 

Mr.  Smith:  Are  you  proposing  to  reorganize  the  Office?   If 
so,  please  supply  a  revised  organization  chart  for  the  record 
showing  the  number  of  FTEs  in  each  office. 

Dr.  Lee:   Yes,  I  am  proposing  to  reorganize  the  Office  of  the 
Assistant  Secretary  for  Health  (OASH).   It  is  currently  undergoing 
review  by  staff  in  the  Office  of  the  Secretary,  and  we  are  in  the 
process  of  responding  to  questions  raised. 

Mr.  Smith:   Explain  to  the  Committee  why  you  are  planning  to 
reorganize  the  Office. 

Dr.  Lee:   I  believe  that  reorganization  is  necessary  to 
reflect  the  complex,  multi-billion  dollar  size  of  the  Public  Health 
Service;  to  enable  us  to  better  focus  on  Administration  priorities, 
particularly  health  care  reform;  and  to  recognize  the  "corporate 
headquarters"  nature  of  the  Assistant  Secretary's  office. 

I'm  planning  to  establish  the  new  Office  of  Health  Care  Reform 
to  oversee  and  coordinate  PHS  efforts  in  the  health  care  reform 
process.   I  believe  a  new  office  is  necessary  to  establish  the 
necessary  PHS  capacity  for  policy  support  and  coordination  in  this 
area.   As  the  head  of  the  Public  Health  Service,  I'm  involved  in  a 
wide  array  of  activities  and  issues  and  therefore  am  proposing  to 
modify  the  reporting  relationships  of  the  heads  of  specific  OASH 
programs  and  staff  offices  to  report  to  the  ASH  through  either  the 
Surgeon  General,  the  Principal  Deputy  Assistant  Secretary  for 
Health,  or  the  Deputy  Assistant  Secretary  for  Health.   Additionally, 
I'm  proposing  to  bring  together  the  Office  of  Health  Planning  and 
Evaluation  and  the  Office  of  Disease  Prevention  and  Health 
Promotion.   This  change  is  intended  to  assure  that  the  review, 
planning,  and  evaluation  functions  are  strengthened  to  produce  a 
PHS-wide  strategic  program  which  will  enable  us  to  meet  the  goals  of 
Healthy  People  2000. 

Mr.  Smith:  Under  the  proposed  reorganization,  what  would  the 
role  of  the  Surgeon  General  be  in  terms  of  line  management? 

Dr.  Lee:   Under  my  proposed  reorganization,  four  OASH  program 
offices  will  come  under  the  purview  of  the  Surgeon  General: 
(1)  Office  of  Minority  Health;  (2)  Office  on  Women's  Health; 

(3)  President's  Council  on  Physical  Fitness  and  Sports;  and 

(4)  Office  of  Population  Affairs  (including  the  Office  of  Family 
Planning  and  a  retitled  Office  of  Adolescent  Health) .   The  heads  of 
the  first  three  offices  will  report  directly  to  the  Surgeon  General 
on  operational  matters.   The  Deputy  Assistant  Secretary  for 
Population  Affairs  will  continue  to  report  directly  to  the  ASH  in 
carrying  out  the  mandated  provisions  of  Title  X  (Population  Research 
and  Voluntary  Family  Planning  Programs)  and  Title  XX  (Adolescent 
Family  Life  Demonstration  Projects)  of  the  Public  Health  Service 
Act,  as  required  by  legislation,  but  will  report  to  the  Surgeon 
General  on  other  operational  and  administrative  matters. 
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HEALTH  CARE  REFORM 

Mr.  Smith:   How  much  of  the  $3  million  request  for  health  care 
reform  is  directly  related  to  support  of  the  22  FTEs? 

Dr.  Lee:   Approximately  $2.5  million  is  associated  with  the 
direct  support  of  the  health  care  reform  staff  in  FY  1995. 

Mr.  Smith:   Is  the  balance  of  it  for  contractual  services?  If 
so,  for  what  purposes  will  you  contract? 

Dr.  Lee:   The  balance  of  the  $3  million,  approximately 
$0.5  million,  will  be  used  for  contractual  services  and/or 
reimbursable  agreements  with  PHS  and  other  Federal  agencies.   The 
purpose  of  the  contracts  will  be  to  provide  analysis  of  issues  as 
requested  by  the  Congress,  such  as  alternative  formulas  for 
distributing  funds  under  the  special  subsidies  for  academic  medical 
centers  or  projections  of  the  impact  of  reducing  the  number  of 
medical  specialists  in  training  on  the  revenue  streams  of  specific 
hospitals  and  regions. 
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CHRONIC  FATIGUE  SYNDROME 

Mr.  Porter:   It  is  my  understanding  that  funding  for  Chronic 
Fatigue  Syndrome  (CFS)  was  not  increased  significantly  at  any  of  the 
National  Institutes  of  Health  in  1994.   How  do  you  plan  to  improve 
the  funding  for  CFS  in  FY  1995? 

Dr.  Lee:   NIH  will  spend  $5.4  million  on  CFS  research  In 
FY  1994,  the  same  level  of  funding  as  in  FY  1993.   In  FY  1995,  NIH 
proposes  an  increase  in  funding  of  3  percent,  for  a  total  of 
$5.6  million.  NIAID's  support  for  CFS  research  Is  expected  to  grow 
to  $3.9  million  dollars  by  the  end  of  FY  1995. 

Two  new  grant  awards  will  bring  the  extramural  CFS  portfolio 
to  ten  research  project  grants  and  three  cooperative  research 
centers.  Several  new  pilot  projects  also  have  been  funded  through 
the  cooperative  research  centers  program.  We  are  studying  this 
illness  from  almost  every  angle,  including  immunologic,  virologic, 
neurologic,  endocrinologic,  physiologic  and  behavioral  aspects,  as 
well  as  trying  to  elucidate  if  there  is  an  etiologic  agent  involved. 

To  maintain  this  research  momentum,  NIAID  is  announcing  a 
recompetition  for  our  CFS  Cooperative  Research  Centers  funding  and 
has  joined  with  the  National  Institute  of  Mental  Health  in  preparing 
a  Program  Announcement  for  CFS  research  on  etiology,  pathogenesis, 
and  natural  history  that  encourages  the  submission  of  proposals  for 
small  exploratory  projects. 

Orvalene  Prewitt,  a  leader  of  the  CFS  constituency,  was 
appointed  recently  to  the  NIAID's  National  Advisory  Allergy  and 
Infectious  Diseases  Council.   This  member's  advice  and  presence  will 
be  invaluable  in  setting  research  priorities  and  will  assure  that  we 
remain  in  touch  with  the  concerns  of  the  CFS  community. 

OFFICE  OF  ADOLESCENT  HEALTH 

Mr.  Porter:  Will  the  Office  of  Adolescent  Health  support 
abstinence  counseling  programs,  and  if  so,  what  resources  --  both  in 
terms  of  funding  and  FTEs  —  will  be  dedicated  to  this  activity? 

Dr.  Lee:  Abstinence  education  will  continue  to  be  an 
important  component  in  the  activities  of  the  Office  of  Adolescent 
Health.   The  OAH  will  be  supporting:   (1)  adolescent  health 
activities  that  are  broader  than  just  adolescent  pregnancy 
prevention;  and  (2)  more  comprehensive  approaches  to  the  health 
problems  of  adolescents,  including  more  comprehensive  approaches  to 
teen  pregnancy  prevention.   Therefore  OAH  efforts  will  not  focus 
exclusively  on  abstinence  as  an  approach  to  the  problems  of 
adolescent  pregnancy  and  sexually  transmitted  diseases,  in  contrast 
to  the  AFL  program  which  restricted  adolescent  pregnancy  prevention 
efforts  to  abstinence-based  approaches  only. 
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Because  abstinence  education  will  be  supported  within  more 
comprehensive  programs  which  also  emphasize  other  health  and 
developmental  concerns,  it  is  not  possible  to  identify  with  any 
specificity  the  resources  which  will  be  directed  toward  abstinence 
education  alone. 

MUSEUM  OF  SCIENCE  AND  INDUSTRY 

Mr.  Porter:   I  understand  that  the  Museum  of  Science  and 
Industry  in  Chicago  has  recently  leveraged  major  private  funding  to 
match  federal  funding  for  the  creation  of  a  permanent,  2,000-square- 
foot  exhibit  on  HIV/AIDS.  Vhat  is  the  status  of  this  project? 

Dr.  Lee:   Since  1990,  the  National  AIDS  Exhibit  Consortium,  an 
innovative  collaboration  among  eight  leading  public  science  museums 
and  the  American  Medical  Association,  received  over  $2.3  million  in 
grant  support  and  technical  assistance  from  CDC.   Consortium  members 
also  received  over  $2.4  million  in  matching  non-federal  funding  for 
AIDS-related  museum  projects.   Former  Surgeon  General  Koop  has  been 
a  leading  spokesperson  for  the  project.   The  lead  member  of  the 
consortium  is  the  Chicago  Museum  of  Science  and  Industry  which  has 
received  $1  million  from  Abbott  Laboratories  for  a  permanent 
HIV/AIDS  exhibit  there.   The  permanent  exhibit  is  scheduled  to  open 
in  Chicago  in  March  1995. 

The  Consortium  has  produced  a  number  of  high  quality  products 
that  are  enhancing  museum  visitors'  knowledge  about  the  biology  of 
HIV/AIDS  and  the  immune  system.  Three  exhibits  are  currently 
touring  the  country  for  a  period  of  three  months  each  in  different 
metropolitan  science  museums.   Through  a  highly  engaging 
participatory  format,  each  exhibit  encourages  visitors  to  adopt 
behaviors  that  reduce  the  risks  of  HIV  transmission. 

NATIONAL  MUSEUM  OF  HEALTH  AND  MEDICINE 

Mr.  Porter:   For  FY  1994,  Congress  appropriated  $200,000  to 
the  PHS  to  conduct  an  inventory  and  evaluation  of  public  health 
materials  and  programs  in  use  in  science  museums.   The  PHS  has 
appropriately  determined  that  it  will  work  through  the  National 
Museum  of  Health  and  Medicine  to  conduct  the  inventory  and 
evaluation.   To  date,  no  funds  have  been  obligated  for  this  project. 
When  in  FY  1994  will  the  $200,000  appropriated  for  this  project  be 
obligated? 

Dr.  Lee:  In  FY  1994,  no  new  funds  were  appropriated  for  the 
Musetim.   In  fact,  our  management  line  was  reduced  by  $1.0  million 
and  was  further  reduced  an  additional  $300,000  by  the  $2.7  million 
rescission  in  OASH.  However,  within  these  types  of  constraints,  we 
have  taken  the  first  step  in  this  project  by  preparing  a  contract 
for  the  development  of  a  plan  for  a  survey  of  collections  and 
programs  on  public  health  and  its  history. 
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VIOLENCE  AS  A  HEALTH  ISSUE 

I 
Mr.  Stokes:   Since  last  year's  hearings,  across  the  health 
components  of  DHHS,  what  are ' the  most  significant  steps  that  you 
have  taken,  and  initiatives  that,  have  been  implemented  to  address 
violence  as  a  health  issue? 

Dr.  Lee:   In  FY  1994,  we  estimate  $72  million  will  be  used  to 
address  violence  related  activities  across  the  PHS,  an  increase  of 
$8  million  over  FY  1993.   Shown  below  are  specific  PHS  agency 
initiatives  aimed  at  reducing  violence,  as  well  as  a  chart  showing 
PHS  funding  for  violence  related  activities  for  FY  1993  through 
FY  1995. 

Centers  for  Disease  Control  and  Prevention  (CDC) : 

CDC's  violence  prevention  initiatives,  totaling  $18.7  million, 
focuses  on  two  primary  areas  --  violence  against  women  and  youth 
violence  prevention. 

In  FY  1994,  CDC  will  spend  approximately  $7.7  million  for 
activities  related  to  preventing  injuries  and  deaths  caused  by 
violence  against  women.   The  primary  focus  is  preventing  violence 
against  adolescents  and  adult  women  that  occurs  in  the  context  of 
families  or  intimate  relationships.   CDC's  program  has  five  broad 
goals:  1)  to  improve  the  ability  to  describe  and  monitor  the  problem 
systematically  and  on  a  continuing  basis  at  the  national,  state  and 
local  levels;  2)  to  increase  our  knowledge  of  the  factors  associated 
with  family  and  intimate  violence  in  order  to  develop  new  prevention 
strategies;  3)  to  demonstrate  and  evaluate  ways  to  prevent  violence 
which  can  be  implemented  in  communities,  schools  and  workplaces; 
4)  to  conduct  communications  activities  that  include  public 
information  and  training;  and  5)  to  support  a  network  of  public  and 
private  organizations  dealing  with  family  and  intimate  violence  in 
order  to  strengthen  a  system  for  delivering  prevention  programs. 

CDC  will  work  with  its  partners,  including  the  Department  of 
Justice,  community  organizations,  and  others,  over  the  next  five 
years  to  reach  these  goals.   Activities  planned  for  CDC's  program 
include:   1)  determining  if  multifaceted  community  programs  can 
reduce  the  rates  of  violent  behavior,  injury  and  death  associated 
with  family  and  intimate  violence;   2)  supporting  research  to  build 
the  scientific  base  for  the  prevention  of  injuries  and  deaths  due  to 
family  and  intimate  violence;   and  3)  evaluating  curricula  and  the 
method  of  delivery  for  training  health  care  providers  to  identify, 
treat  and  refer  victims  of  violence. 

CDC's  approach  to  youth  violence  prevention  (including 
homicide  and  suicide)  integrates  leadership  of  the  criminal  justice, 
human  services,  education,  labor,  housing,  public  health  and  other 
communities.   In  addition  to  the  collecting  and  analyzing  data  in 
order  to  identify  the  factors  which  place  people  at  risk  or  protect 
them  from  violence,  CDC  works  in  partnership  with  communities  to 
find  out  'what  works"  to  prevent  violence.  CDC  is  currently  funding 
the  evaluation  of  school  and  community-based  violence  prevention 
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programs  to  determine  the  impact  these  programs  have  on  changing 
attitudes  and  behaviors.   These  projects  include  conflict 
resolution,  intercultural  understanding,  mentoring,  and  social 
skills  training.   In  FY  1994,  CDC  has  allocated  $5.7  million  for 
specific  minority  youth  violence  prevention  activities,  and  an 
additional  $5.3  million  for  other  intentional  injury  prevention. 

National  Institutes  of  Health  (NIH): 

Background 

Reducing  the  toll  of  homicide  and  the  sequela  of  violent 
behavior,  or  the  fear  of  violence,  would  have  a  positive  impact  on 
the  health  status  of  the  nation.   NIMH  research  in  violence  and 
traumatic  stress  examines  four  broad  areas:   1)  The  Perpetrators  of 
Violence  Research  Program;  2)  The  Victims  of  Violence  Research 
Programs;  3)  The  Law  and  Mental  Health  Research  Program  (which  deals 
with  how  mentally  disordered  offenders  and  the  dangerous  mentally 
ill  are  handled  in  the  criminal  and  civil  commitment  processes);  and 
4)  the  Emergency  Research  Program  (studying  victims  of  disaster, 
combat,  community  violence,  and  terrorism). 

Recent  Accomplishments 

NIMH  investigators  at  Duke  University  have  found  that 
childhood  aggression  and  peer  rejection  in  the  third  grade  predicted 
anxiety  and  conduct  disorders  in  a  group  of  low-income  black 
adolescents  when  they  reached  middle  school.   Information  was 
obtained  from  the  adolescents,  their  parents,  and  teachers.  Peer 
rejection  in  third  grade  was  particularly  associated  with  anxiety 
disorders  in  adolescence,  while  early  aggression  was  particularly 
associated  with  later  conduct  disorders  and  related  problems.  The 
findings  will  help  form  the  design  of  scientifically-sound 
preventive  interventions  aimed  at  preventing  these  relatively  common 
disorders  in  adolescents. 

New  findings  from  NIMH- funded  research  are  compelling  a 
reinterpretation  of  the  prevailing  view  that  date  and  acquaintance 
assault  is  the  consequence  of  miscommunication  between  dating 
partners.  Although  a  survey  of  women  college  students  found  that 
nearly  13  percent  were  sexual  assault  victims  during  their  first 
year  in  college,  the  single  best  predictor  of  this  was  adolescent 
sexual  victimization.   The  data  clearly  indicate  that  waiting  until 
college  to  begin  "date  rape  prevention"  programs  is  too  late  for 
significant  numbers  of  women.   A  companion  study  of  freshmen  men, 
meanwhile,  found  that  university  males  who  are  sexually,  physically 
or  dually  assaultive  toward  their  female  companions  are  also  apt  to 
be  assaultive  in  general,  to  use  weapons,  damage  property,  commit 
theft,  and  engage  in  rowdy  and  publicly  drunken  behavior. 
Furthermore,  pre-college  involvement  in  both  sexually  and  physically 
assaultive  violence  was  the  single  best  predictor  of  later  dating 
violence.   These  findings  imply  strongly  that  rape  prevention 
programs  must  target  assaultive  males,  and  they  must  do  so  early  in 
a  young  man's  life. 
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Ongoing  Activities  and  FY  1995  Initiatives 

Currently,  NIMH  has  five  funded  "Prevention  Services  Research 
Demonstration  Grants,  two  continuations  and  three  new  grants,  with 
applicability  to  aggressive  behaviors.   In  FY  1995,  NIMH  will 
implement  two  designed  efforts  in  the  prevention  area  to  address 
aggressive  behavior:  1)  to  develop  a  long-term,  coordinated  program 
targeted  at  multiple  risk,  protective,  and  resiliency  factors  for 
the  prevention  of  child  abuse  and  neglect  and  the  lasting 
psychological  and  social  damage  to  children  that  may  result;  and 
2)  to  develop  and  evaluate  strategies  to  prevent  violence  against 
women  and  to  aineliorate  the  effects  of  violence  on  women,  which  ^ave 
been  linked  to  women's  mental  disorders  such  as  post- traumatic 
stress  disorder,  depression,  and  anxiety  disorder. 

Substance  Abuse  &  Mental  Health  Services  Administration  (SAMHSA): 

The  Center  for  Substance  Abuse  Prevention  (CSAP)  funds  two 
initiatives  that  directly  addresses  violence: 

»•     Alcohol  or  Other  Drugs  (AOD)-Related  Violence  Among  High  Risk 
Youth  Demonstration  Grant  Program: 

In  FY  1994,  CSAP  will  implement  a  new  initiative  to  support 
projects  that  demonstrate  and  evaluate  comprehensive 
strategies  to  prevent  alcohol  and  other  drug  related  violence 
among  or  affecting  youth  aged  6  to  14.   For  this  demonstration 
initiative,  applicants  are  requested  to  propose  prevention 
demonstrations  directed  to  youth  who  are  at  high  risk  for 
becoming  witnesses,  victims,  or  perpetrators  of  violent  acts 
associated  with  the  use  of  alcohol  or  other  drugs. 
Applications  for  this  demonstration  grant  program  are  expected 
by  May  10,  1994;  with  awards  anticipated  to  be  made  in 
September  1994. 

►     AOD-Related  Violence  Leadership  Support: 

Through  this  contract,  CSAP  will  provide  support  and  technical 
assistance  to  grantees  and  others  working  in  the  area  of  AOD- 
related  violence  prevention.   Specific  activities  include: 
national  needs  assessment  and  resource  inventory,  technical 
assistance,  regional  meetings  and  workshops,  and  special 
events. 

The  CSAP  Community  Partnership  programs  indirectly  supports 
violence  prevention  by  incorporating  violence  prevention  in  their 
activities  which  assist  communities  in  establishing  integrative, 
cooperative  efforts  with  services,  organizations,  businesses,  and 
other  community  groups  to  develop  collaborative  efforts  to  prevent 
AOD. 

With  support  from  CSAP  and  Department  of  Justice,  Cities  in 
Schools  implements  training  and  other  programs  for  high  risk  youth 
to  prevent  violence. 
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In  addition,  CSAP  supported  a  two-day  course  that  addressed 
the  connection  between  AOD  prevention  and  violence  prevention.   The 
audience  included  members  in  community  public  housing  coalitions  and 
CSAP  Community  Partnership  programs. 

CSAP  also  supports  VIOLine ,  a  special  forum  on  CSAP's  PREVline 
(an  electronic  communicated  system  linked  to  INTERNET)  that  promotes 
networking  and  discussion  among  Federal,  State,  and  local  agencies, 
experts,  and  communities.  The  forum  provides  information  concerning 
AOD-related  violence  including  information  on  education  and  training 
activities. 

The  Center  for  Mental  Health  Services  sponsored  two  meetings 
addressing  violence  prevention.   "Violence  Prevention  and  Violence" 
was  the  subject  of  a  day-long  session  of  the  Project  Directors' 
Meeting  of  the  Child,  Adolescent  and  Family  Branch  held  in  January, 
1994  in  conjunction  with  the  meeting  of  the  State  Mental  Health 
Representatives  for  Children  and  Youth.   In  addition,  the  Prevention 
and  Program  Development  Branch  sponsored  a  meeting,  "Preventing 
Violence  in  the  Workplace,"  February  28  -  March  1,  1994,  at  the 
Henley  Park  Hotel  in  Washington,  D.C. 

The  Center  for  Substance  Abuse  Treatment  (CSAT)  indirectly 
supports  violence  prevention  through  their  Criminal  Justice  Program, 
which  integrates  violence  prevention  and  anger  management  into  all 
training  sessions,  workshops,  and  national  conferences  related  to 
national  demonstration  projects,  training  for  jail-based  treatment 
projects,  adolescent/ juvenile  justice  program,  prison-based 
treatment  projects,  and  community-based  treatment  for  high-risk 
probation/parole  clients. 

Office  of  the  Assistant  Secretary  for  Health  (OASH): 

In  FY  1994,  the  Minority  Male  Grant  Program  will  be  refocused 
to  the  Family  and  Community  Prevention  Program  through  a  multi-year 
cooperative  agreement  to  a  consortium  of  16  Historically  Black 
Colleges  and  Universities  to  implement  and  assess  the  use  of  a 
comprehensive  and  community-based  model  to  decrease  domestic 
violence  by  strengthening  family  values. 

Both  the  Minority  Male  Grant  Program  and  the  Minority 
Community  Health  Coalition  Demonstration  Grants  Program  were 
developed  to  help  communities  deal  with  specific  problems,  such  as 
high-death  rates  among  minority  males  and  the  continuing  high 
prevalence  of  numerous  acute  and  chronic  conditions  among  the 
minority  populations. 

Health  Resources  and  Services  Administration  (HRSA) : 

HRSA's  Maternal  and  Child  Health  Bureau  have  implemented  the 
following  initiatives  since  the  FY  1994  House  Hearing  to  address 
violence  as  a  health  issue: 

►     The  Adolescent  Violence  Prevention  Project  -  builds  the 

ability  of  communities  to  prevent  adolescent  interpersonal 
violence  through  coalition  development,  comprehensive 
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planning,  implementing  strategies,  and  disseminating  results. 
Grant  funding  for  this  type  of  project  was  awarded  to  the 
Educational  Development  Center,  Inc.  in  Massachusetts  for  an 
injury  prevention  resource  and  technical  assistance  center. 

Children's  Community  Bridge  -  provides  community-wide  response 
to  the  needs  of  families  at  risk  for  child  abuse  and  neglect, 
improving  family  support  systems  and  parent-child  interaction, 
and  decreasing  parental  stress. 

PACT  for  Alternatives  to  Violence  and  Abuse  -  aims  to  reduce 
assault,  homicide,  date  violence,  and  acquaintance  rape  among 
teenagers.  A  grant  was  awarded  to  the  Contra  Costa  County 
Health  Services  Department  in  California.   The  purpose  of  this 
grant  is  for  the  reduction  and  prevention  of  violence  and 
injuries. 
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PUBI.IC  HEALTH   SESTtHECB 
Violence  Spending  Estlaates 

(Dollars  in  Millions) 


FY  1993 

FY  1994 

FY  1995 

Agency 

Approp . 

Approp . 

P.B. 

HRSA 

- 

Training  Activities 

$0.2 

$0.2 

$0.2 

- 

Violence  Prevention 

Demonstrations 

Subtotal , 

HRSA 

1.2 

1.3 

0.6 

1.4 

1.5 

0.8 

CDC: 

- 

Preventive  Violence  Agains 

t 

Women 

0.4 

7.7 

7.7 

- 

Minority  Youth  Violence 

Prevention 

5.7 

5.7 

5.7 

- 

Other  Intentional  Injury 

Prevention 

Subtotal 

CDC 

5.3 

5.3 

5.3 

11.4 

18.7 

18.7 

NIH: 

- 

NIDA 

7.2 

9.0 

9.4 

- 

NIAAA 

2.7 

2.0 

2.0 

- 

NIMH 

30.4 

29.2 

30.5 

- 

NHLBI 

0.3 

0.0 

0.0 

- 

NIDR 

0.1 

0.0 

0.0 

- 

NICHD 

1.6 

2.7 

2.8 

- 

NIA 

0.3 

0.1 

0.1 

- 

NCRR 

0.9 

1.6 

1.7 

- 

NINR 

1.4 

1.0 

1.1 

- 

Other  Youth  Violence  & 

Behavioral  Interventions 

Subtotal , 

NIH 

5.0 

2.5 

1.5 

49.9 

48.1 

49.0 

SAMHSA: 

- 

CSAP 

0.0 

2.7 

0.0 

- 

Consolidated  Prevention 

Demonstrations 

0.0 

0.0 

2.7 

Program  Management  1/ 

Subtotal,  SAMHSA 

0.0 

0.0 

0.0 

0.0 

2.7 

2.8 

OASH: 

- 

Minority  Coalition 

Demonstrations 

0.1 

0.3 

0.3 

- 

Minority  Male  Grant  Program 

- 

Violence  Prevention 
Demonstrations 

0.2 

0.6 

0.6 

^iiim-mfiv 

Subtotal, 
TWEAL,  L/HHS/ED  & 

OASH 
1?HS 

0.5 

0.0 

0.0 

0.8 

0.9 

0.9 

$63.5 

$72.0 

$72.3 

nav  not  a 

dd  due  CO  rounding. 

acclvlcles . 
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PROSTATE  CANCER 

Mr.  Stokes:   During  this  year's  hearing,  we  have  learned  that 
African-American  males  have  the  highest  incidence  of  prostate 
cancer,  not  only  in  the  United  States,  but  also  in  the  world.   Is 
there  a  DHHS  initiative  across  the  Department  that  is  underway  to 
target  the  problem  as  a  high  priority.   If  so,  please  elaborate  on 
activities  underway?  If  not,  why  not? 

Dr.  Lee:   The  National  Cancer  Institute  has  taken  the  lead 
within  the  Department  of  Health  and  Human  Services  not  only  to 
understand  this  important  problem,  but  also  to  have  an  impact  on  the 
lives  of  African  American  citizens  at  risk  for  or  suffering  from  the 
disease.   The  NCI  is  studying  and  funding  prostate  cancer  research 
at  both  the  basic  and  clinical  level. 

Just  to  place  the  problem  in  context,  cancer  of  the  prostate 
is  the  most  frequently  diagnosed  cancer  among  men  and  the  second 
leading  cause  of  male  cancer  deaths  in  the  United  States.   Prostate 
cancer  is  rare  in  men  younger  than  45  years,  but  rapidly  increases 
to  over  1000  cases  per  100,000  £imong  men  over  age  75.   In  the  United 
States,  it  is  estimated  that  more  than  165,000  men  will  be  diagnosed 
with  cancer  of  the  prostate  this  year,  and  more  than  35,000  will  die 
of  the  disease. 

The  mortality  rate  of  prostate  cancer  has  shown  a  dramatic 
increase  in  recent  years,  and  the  rate  of  increase  is  approximately 
50  percent  higher  in  African  American  men  as  compared  to  white  men. 
In  real  numbers,  the  age-adjusted  incidence  of  prostate  cancer  in 
African  American  men  was  145.6  per  100,000  in  1989-90,  as  compared 
to  an  incidence  of  107.7  per  100,000  for  white  men.   The  NCI  will 
not  only  continue  to  track  the  incidence  on  African  Americans,  but 
also  plans  to  expand  studies  in  molecular  epidemiology  for  this 
important  group.   It  is  clear  that  an  understanding  of  the 
environment  and  genetic  factors  contributing  to  these  changes  and 
differences  is  a  necessary  prerequisite  to  changing  the  trend. 

NCI  sponsors  and  conducts  a  number  of  research  studies  aimed 
at  understanding  and  controlling  the  cancer  problem  in  the  United 
States.   Studies  in  early  detection,  screening,  and  biomarkers  for 
diverse  cancers  are  underway  and  deserve  expansion. 

The  Prostate,  Lung,  Colon,  and  Ovarian  Cancer  Screening  Trial 
is  designed  to  determine  if  routine  screening  for  the  four  studied 
cancers  saves  lives.  As  part  of  the  trial,  74,000  men  will  be 
randomly  assigned  to  prostate  cancer  screening  with  digital  rectal 
examination  and  measurement  of  serum  prostate  specific  antigen  (PSA) 
versus  standard  medical  are.   The  trial  opened  up  in  late  1993.   To 
date  2,450  men  have  entered  the  study,  about  2.5  percent  of  whom  are 
African  American.   NCI  personnel  are  site  visiting  each  screening 
center  and  working  with  them  to  refine  established  minority 
recruitment  strategies  which  they  provided  in  their  original 
competitive  bids  for  the  contract  to  do  the  study.   It  may  become 
necessary  at  the  end  of  the  pilot  phase  of  the  study  to  specifically 
compete  for  additional  screening  centers  that  can  focus  on  minority 
recruitment. 
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other  studies  Include  research  on  the  human  papillomavirus  and 
cervical  cancer  prevention  in  minority  women,  stomach  cancer  in 
Hispanics,  and,  pertinent  to  this  question,  prostate  cancer  in 
African  American  men. 

The  NCI's  new  initiatives  on  biological  differences  between 
races  will  help  scientists  understand  the  significance  of  race  with 
respect  to  cancer,  and  to  determine  if  racial  factors  connected  with 
biological  factors  affect  the  incidence  and  outcome  of  cancer. 
Another  research  project  will  look  at  the  role  of  biomarkers  in 
prostate  cancer  in  younger  African  American  men.   Some  data  suggest 
that  African  American  men  may  be  at  higher  risk  for  a  more  lethal 
form  of  prostate  cancer. 

Our  efforts  have  also  included  assuring  that  African  American 
men  gain  access  to  the  most  effective  available  treatments  for 
prostate  cancer.   Cancer  Centers ,  supported  by  the  NCI,  including 
Community  Clinical  Oncology  Programs  (CCOPs),  engage  in  important 
activities  to  prevent  and  control  cancer  in  special  populations, 
including  prostate  cancer  in  African  American  men.   For  example,  the 
Minority  Based  Community  Clinical  Oncology  Programs,  a  network  of 
community  cancer  specialists,  provides  minority  cancer  patients 
access  to  state-of-the-art  cancer  treatment  and  cancer  control 
technology. 

Finally,  in  the  intramural  research  program,  the  team 
responsible  for  experimental  studies  for  prostate  cancer  is  in 
contact  with  the  NIH  Office  of  Minority  Health  to  establish  a  pilot 
program  to  provide  African  American  men  with  advanced  prostate 
cancer  access  to  the  clinical  trials  at  the  NIH  Clinical  Center  in 
Bethesda.   This  model  has  already  been  successfully  applied  to  the 
problems  of  adolescent  AIDS  and  breast  cancer  in  minority  women. 

HEALTHY  PEOPLE  2000 

Mr.  Stokes:  With  regard  to  Healthy  People  2000.  how  close  are 
we  to  achieving  the  goals  and  objectives  of  the  initiative?  Are  we 
on  target?  Explain.  What  are  the  major  initiatives  that  are 
directed  toward  minorities  in  general  and  African  Americans  in 
particular?  To  what  extent  are  community-based  organizations 
involved  in  terms  of  reviewing  and  tracking  the  progress  of  the 
initiative? 

Dr.  Lee:   The  most  current  data  indicate  that  of  the  332 
Healthy  People  2000  objectives,  we  have: 

•  met  62  of  the  targets, 

•  made  progress  on  another  35Z, 

•  showed  worsening  rather  than  improving  trends  in  14Z  of 
the  targets, 

•  have  mixed  results  for  52   (these  objectives  have  more 
than  one  data  point  and  show  both  progress  and  movement 
away  the  targets), 

•  updated  data  but  show  no  change  from  the  baseline  on  42, 

•  62  of  the  objectives  have  new  or  revised  baselines  and 
I          no  new  data. 
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•  no  new  data  with  which  to  evaluate  progress  on  22Z,  and 

•  no  data  for  the  baseline  on  8Z. 

The  National  Center  for  Health  Statistics  reports  annually  on 
the  status  of  the  objectives  in  Healthy  People  2000  Review. 

There  are  an  additional  223  Healthy  People  2000  special 
population  objectives  that  direct  attention  to  closing  the  disparity 
between  the  total  population  and  particular  groups,  e.g.  racial, 
ethnic,  age,  and  gender,  as  well  as  people  with  disabilities  and  low 
income.   Of  these  special  population  objectives,  45  focus  on  health 
disparities  among  African  Americans.    The  Public  Health  Service  has 
been  conducting  a  series  of  Healthy  People  Progress  Reviews  that  cut 
across  priority  areas  and  which  address  a  number  of  critical  issues 
for  these  population  groups.   Beginning  with  American  Indians /Alaska 
Natives,  followed  by  women,  Hispanics,  Adolescents  and  Young  Adults, 
these  sessions  with  the  Assistant  Secretary  for  Health  serve  to 
identify  barriers,  examine  strategies  of  the  Public  Health  Service 
to  address  the  needs  of  the  population  and  to  achieve  the  year  2000 
targets.   A  progress  review  focusing  on  African  Americans  is  planned 
in  the  coming  months . 

The  Healthy  People  2000  Consortium  was  formed  in  1987  to 
involve  organizations  in  developing  health  promotion  and  disease 
prevention  objectives  to  the  year  2000.   Some  157  national 
membership  organizations  joined  the  Consortium.   Today,  the 
Consortium  has  331  member  organizations .   The  National  Medical 
Association,  the  National  Black  Nurses  Association,  the  National 
Association  of  Black  School  Educators,  the  Asian  American  Health 
Forum,  and  the  National  Coalition  of  Hispanic  Health  and  Human 
Services  Organizations  are  members.   Among  the  newest  members  is  the 
Physicians  for  a  Violence-Free  Society.   Many  of  these  organizations 
have  their  own  program  efforts  around  the  objectives.  We  feature 
their  activities  in  a  bi-monthly  publication  called  Healthy  People 
2000  Update. 

OFFICE  OF  MINORITY  HEALTH 

Mr.  Stokes:   The  Department  is  now  preparing  to  select  a 
Director  for  the  Office  of  Minority  Health.  What  is  the  status  of 
that  activity? 

Dr.  Lee:   The  position  of  the  Deputy  Assistant  Secretary  for 
Minority  Health  was  originally  posted  for  advertisement  from 
March  9,  1994  through  April  8,  1994.   The  closing  date  for  receipt 
of  all  candidates'  applications  has  been  extended  to  May  31,  1994. 
The  extension  was  necessary  to  accommodate  responses  to  an  effort  to 
broaden  the  scope  of  the  advertising  area.   This  effort  included 
placement  of  the  announcement  in  various  health  related,  ethnically 
oriented,  national  and  regional  publications  and  journals,  i.e.,  the 
New  York  Times'  Sunday  health  magazine  (Week  in  Review:   Health 
Care),  Journal  of  the  American  Medical  Association,  Journal  of  the 
National  Medical  Association,  the  American  Public  Health 
Association's  weekly  periodical  (The  Nation's  Health),  Military 
Medical  News,  Chicago  Sun  Times,  The  Afro-American  (Washington, 
D.C.),  Pacific  Citizen,  Korea  Times,  News  from  Indian  Country, 
Chinese  Daily  News,  Westside  Times,  and  LaRaza. 
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Mr.  Stokes:  What  criteria  will  be  utilized  to  make  the 
selection? 

Dr.  Lee:   Once  the  period  of  advertisement  has  closed,  the 
applications  will  be  screened  by  the  Personnel  Specialists  within 
the  Office  of  the  Assistant  Secretary  for  Health  to  assure  that  the 
candidates  possess  the  following: 

•  Professional /Technical  Qualifications 

appropriate  levels  of  training  and  experience  in  the 
fields  of  health  science,  public  health,  or  medicine;  , 

knowledge  and  skill  in  the  methodologies,  processes,  and 
techniques  to  develop  and  deliver  programs,  policies, 
initiatives,  and  activities  to  address,  assess,  and 
improve  minority  health  needs  and  services  available  to 
minority  populations;  and 

knowledge  of  policy  issues,  operational  problems,  and 
information  needs  of  public,  private,  or  nonprofit 
agencies  and  organizations  engaged  in  financing  and 
delivery  of  minority  health  services  and  public  programs 
for  minority  health  populations. 

•  Managerial /Executive  Qualifications 

experience  in  the  management  of  minority  health 
programs; 

ability  to  develop,  direct,  and  guide  projects,  with 
long-  and  short-term  planning,  to  assure  that  the  agency 
and  Department  goals  and  priorities  are  achieved;  and 

administrative  and  supervisory  skills  and  abilities. 

Also,  qualified  candidates  will  be  rated  and  ranked  by  a  panel  of 
subject-matter  experts  and  senior  level  Department  officials  using 
the  following: 

•  recognition  within  minority  communities  as  an  authority  on 
minority  and  public  health  issues; 

•  ability  to  meet  and  interrelate  with  representatives  of 
leading  minority  organizations /institutions  and  community 
groups;  and 

•  knowledge  of  PHS  and  DHHS  programs,  legislation,  and  budget 
planning  processes  which  affect  minorities. 

HBCUs 

Mr.  Stokes:  As  it  relates  to  organizations  under  your 
auspices,  what  is  the  status  of  the  Administration's  Historically 
Black  Colleges  and  Universities  Initiative?  Please  provide  a 
detailed  update  for  the  record,  and  include  an  outline  of  the  role 
and  expectations  of  each  of  the  major  agency  components. 
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Dr.  Lee:   The  Department  is  currently  finalizing  a 
comprehensive  HBCU  Strategic  Plan  to  measurably  increase  the 
participation  of  HBCUs  in  the  Department's  programs.   This  plan 
seeks  to  achieve  increased  HBCU  participation  by  fulfilling  four 
objectives.   First,  the  Department  will  begin  immediately  to 
increase  the  amount  of  DHHS  funding  going  to  HBCUs  by  establishing  a 
numerical  goal  for  HBCU  funding  with  annual  targets  for  each  agency. 
Second,  the  Department  will  undertake  a  set  of  capacity  building 
activities  designed  to  lay  a  more  permanent  foundation  for  HBCU 
participation  in  DHHS  programs.   Efforts  will  include  activities 
that  not  only  will  result  in  more  direct  participation  in  DHHS 
programs  but  will  also  contribute  broadly  to  the  DHHS  health  and 
human  services  mission,  such  as  providing  a  cadre  of  trained 
manpower  to  the  health  and  human  service  field. 

The  Department  also  believes  that  HBCUs  can  contribute  to 
helping  DHHS  achieve  the  important  goal  of  workforce  diversity  while 
at  the  same  time  creating  a  cadre  of  HBCU  faculty,  students  and 
graduates  with  experience  and  expertise  in  DHHS  programs,  thereby 
promoting  program  participation.   DHHS  is  committed  to  increasing 
the  number  of  HBCU  faculty,  students  and  graduates  employed  in  DHHS. 
Lastly,  the  Department  will  undertake  a  procedural  review  of  all 
current  and  proposed  policies  to  determine  their  impact  on  HBCU 
participation  in  DHHS  programs,  both  to  identify  barriers  to 
participation  and  advance  solutions. 

Although  Public  Health  Service  programs  represent  about 
90  percent  of  all  HBCU  funding  activity,  the  Department  is  committed 
to  profoundly  increasing  and  expanding  out  involvement  with  HBCUs  in 
program  areas  outside  the  Public  Health  Service,  including  Head 
Start  expansion  activities  and  health  care  financing  and  service 
delivery  initiatives. 

The  following  are  some  of  the  significant  HBCU  activities 
undertaken  in  FY  1993  by  the  Public  Health  Service: 

•  The  Cooperative  Agreements  for  Demonstration  Projects  for 
Capacity  Building  at  HBCUs  -  enables  HBCU  institutions  to 
increase  their  participation  in  Federal  and  private  sector 
scientific,  technical  and  service  activities  -  4  non-competing 
awards  were  made  totalling  $790,575. 

•  The  Association  of  Minority  Health  Professions  Schools 
Minority  Health  Professions  Foundation  -  received  cooperative 
agreements  totalling  $6,280,895  to  improve  the  health  status 
of  minorities  and  disadvantaged  by  enhancing  their  educational 
and  research  opportunities. 

•  The  Minority  Biomedical  Research  Support  (MBRS)  Program  - 
provides  faculty  and  student  participation  in  research  at 

2  and  4  year  colleges,  universities,  and  health  professional 
schools  with  substantial  minority  enrollments  -  50  awards  were 
made  totalling  $19,211,320. 
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•  The  Minority  Access  to  Research  Careers  (MARC)  Program  - 
provides  special  training  opportunities  and  incentives  in 
biomedical  science  for  minority  students  with  research  careers 
potential  -  40  awards  were  made  totalling  $6,486,013. 

•  The  Research  Centers  in  Minority  Institutions  (RCMI)  Program  - 
provides  grant  support  to  predominantly  minority  institutions 
that  offer  the  doctoral  degree  in  the  health  sciences  - 

9  awards  were  made  totalling  $13,681,381. 

•  The  Health  Careers  Opportunity  Program  -  provides  assistance 
for  individuals  from  disadvantaged  backgrounds  to  receive 
training  to  enter  a  health  or  allied  health  profession  - 

24  awards  were  made  totalling  $4,582,369. 

•  The  Centers  for  Excellence  Program  -  supports  certain  HBCUs , 
Hispanic  and  Native  American  Centers  at  health  professions 
schools  that  train  a  significant  number  of  targeted  minority 
students  to  achieve  institutional  improvements;  enhance  the 
academic  performance  of  the  students;  increase  the  number  and 
quality  of  minority  applicants;  improve  the  schools  capacity 
to  train,  recruit  and  retain  minority  faculty;  and  to 
facilitate  faculty  and  student  research  on  health  issues 
particularly  affecting  minority  groups  -  7  awards  were  made 
totalling  $13,653,434. 

•  The  Public  Health  Service  and  Meharry  Medical  College 
Memorandum  of  Understanding  (MOU)  -  designed  to  strengthen 
Meharry 's  educational,  research,  and  service  delivery 
capabilities,  improve  its  financial  and  management  condition, 
and  implement  its  proposal  to  lease  Hubbard  Hospital  to 
Nashville  General  Hospital. 

The  Department  is  committed  to  providing  sustained  growth  in 
the  amount  of  funds  going  to  HBCUs.  DHHS  will  significantly 
increase  funding  levels  annually.  Accordingly,  the  Department  will 
increase  HBCU  funding  from  $128.2  million  in  FY  1993  to 
$147.4  million  in  FY  1994. 

The  financial  commitments,  as  well  as  the  role  and 
expectations  of  each  DHHS  agency  will  be  outlined  in  the  DHHS  HBCU 
Strategic  Plan.   Each  DHHS  agency  will  be  responsible  for  annually 
increasing  HBCU  funding.   For  the  Public  Health  Service,  this  means 
we  plan  to  provide  approximately  $133  million  to  HBCUs  in  FY  1994. 
These  funds  will  provide  assistance  for  the  following  selected 
activities: 

•  Continuation  of  1993  activities 

•  Expanded  participation  in  training  programs  such  as: 

Advanced  Nurse  Education  Grants 

Nurse  Practitioner  and  Nurse  Midwifery  Program  Grants 

Predoctoral  Training  in  Family  Medicine 

Graduate  Training  in  Family  Medicine 

Department  of  Family  Medicine 

Area  Health  Education  Centers 

Health  Education  and  Training  Centers 
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Residency  Training  and  Advanced  Education  in  the  General 

Practice  of  Dentistry 
Allied  Health  Special  Projects 
Geriatric  Education  Centers 
Faculty  Training  Projects  in  Geriatric  Medicine  and 

Dentistry 
Health  Administration  Traineeships  and  Special  Projects 

•     New  Initiatives 

Family  and  Community  Violence  Prevention  Progrcun 

Continuing  Education  Training  Grants 

Evaluation  of  a  Symposium  to  Prepare  Students  to  Become 

Competitive  Applicants  to  Health  Professions  Schools 
Maternal  and  Child  Health  Grant  Programs 
Emerging  Reform  Issues 
Community  Integrated  Service  Systems (CISS)  Home  Visiting 

Grants 
Reduction  of  Infant  Mortality 

Mr.  Stokes:   The  Committee  just  received  the  Agency's  Report 
on  Support  to  Historically  Black  Colleges  and  Universities.   The 
Report  includes  a  description  of  various  minority  programs  including 
the  MARC  Program.   For  the  MARC  Program  and  other  minority  titled 
programs  included  in  that  report  as  well,  was  the  funding  for  the 
entire  program  counted  as  HBCU  dollars,  or  did  DHHS  just  include  in 
the  Report  the  amount  of  MARC  dollars  that  are  actually  awarded  to 
HBCUs.   Explain.   For  FY  1991.  1992,  1993,  and  1994,  what  was  the 
funding  level  for  the  MARC  Program?  For  each  of  the  years,  how  much 
was  awarded  to  HBCUs  and  how  much  was  awarded  to  non-HBCUs7 

Dr.  Lee:   Funding  for  the  entire  MARC  Program  and  other 
minority  titled  programs  is  not  counted  specifically  as  HBCU 
Dollars.   Funds  for  HBCUs  are  kept  separate  from  other  dollars  spent 
under  the  MARC  Program. 

The  split  between  HBCU  and  non-HBCU  MARC  Program  funds  for 
FY  199A  has  not  yet  been  determined.   However,  the  total 
appropriated  for  the  MARC  Program  in  FY  1994  is  $16.4  million. 

MARC  PROGRAM  FUNDING  LEVELS 

FY  1991       FY  1992        FY  1993 

HBCU  Funding  $7,238,000    $6,585,000     $6,486,000 

Non  HBCU  Funding  7.446.000     8.400.000      7.818.000 

Total,  MARC $14,684,000    $14,985,000    $14,304,000 

MINORITY  MALE  INITIATIVE 

Mr.  Stokes:  What  is  the  status  of  the  Minority  Male 
Initiative? 

Dr.  Lee:   The  Minority  Male  Grant  Program  is  concerned  about 
the  large  number  of  minority  males  at  risk  of  various  health  and 
social  problems.   The  Program  supports  community  based  projects  that 
advocate  outreach  and  interventions  addressing  such  issues  as: 
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alcohol,  tobacco,  and  other  chemical  dependency,  homicide,  suicide, 
and  unintentional  injuries,  HIV/AIDS  and  sexually  transmitted 
diseases,  mental  health  problems,  unemployment,  and  homelessness. 

In  FY  1994,  the  Office  of  Minority  Health  (OMH)  will  provide 
$1  million  to  fund  four  continuation  Minority  Male  Demonstration 
Grants  which  are  in  their  last  year  of  funding.   Twelve  one-year 
Minority  Male  Coalition  Development  Grants  were  awarded  on 
September  30,  1993.   Each  of  these  grants  was  funded  at  $50,000  in 
FY  1993  and  will  terminate  in  September  30,  1994. 

The  Minority  Male  Grant  Program  has  been  broadened  to 
implement  and  assess  the  use  of  comprehensive  community  based  models 
to  decrease  family  and  community  violence  by  strengthening  fcunily 
values.   This  concept  is  consistent  with  the  Feimily  and  Community 
Violence  Prevention  Program  now  underway.   In  FY  1995,  the  OMH  will 
provide  $4.9  million  for  an  HBCU  Minority  Male  Consortium  targeting 
family  and  community  violence  prevention  with  emphasis  on  the 
Minority  Male. 

MINORITY  RECRUITMENT 

Mr.  stokes:   What  programs  are  underway  to  attract  and  recruit 
underrepresented  minorities  to  your  various  operating  components? 

Dr.  Lee:   The  PHS  agencies  are  making  a  concerted  effort  to 
recruit  women  and  minorities  by  attending  job  fairs,  recruitment 
conferences,  forums  and  symposia;  widely  publicizing  vacancy 
announcements;  visiting  colleges  and  universities  and  participating 
in  career  days;  sponsoring  student  training  and  employment  programs; 
and  attending  national  conferences  conducted  by  minority 
organizations . 

Agencies  are  in  the  process,  or  have  established,  an  automated 
system  of  current  job  applicants  —  the  Applicant  Supply  File  (ASF) . 
Applications  are  collected  by  the  representatives  attending  the  job 
fairs  at  colleges  and  universities  throughout  the  country,  and  are 
reviewed  and  entered  into  the  ASF.   Selecting  officials  have  direct 
access  to  the  automated  system. 

The  OASH  Personnel  Office  is  in  the  process  of  developing  a 
more  comprehensive  list  of  minority  and  women  professional  and  civic 
membership  organizations  to  add  to  its  current  mailing  list  for 
vacancy  announcements.   We  have  established  a  working  relationship 
with  Texas  A&M  University,  which  has  a  large  Hispanic  student 
population,  with  hopes  of  placing  their  students  into  OASH 
internship  programs  whenever  feasible. 

OASH  has  an  ongoing  relationship  with  Historically  Black 
Colleges  and  Universities  (HBCUs)  and  the  Hispanic  Association  of 
Colleges  and  Universities  (HACUs),  and  will  continue  to  inform 
various  HBCU  and  HACU  educational  institutions  of  employment  and 
internship  opportunities,  as  they  occur. 
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OASH  recruits  Asian  Americans  through  exchange  of  job 
information  at  the  monthly  meetings  of  the  Federal  Asian  Pacific 
American  Council  (FAPAC)  and  during  the  FAPAC  annual  training 
conference  and  job  fair.   FAPAC  members  come  from  about  fifty 
Federal  agencies. 

Many  organizations  such  as  the  Latin  American  Association, 
IMAGE,  and  Blacks  in  Government  receive  copies  of  external  vacancy 
announcements.  Agency  representatives  work  closely  with  these 
organizations  presenting  programs,  informational  seminars,  etc. 

Other  organizations  used  by  PHS  agencies  to  recruit  minorities 
include: 


Association  of  Minority  Health  Professions  Schools 

Congressional  Black  Caucus  Foundation 

Federation  of  American  Societies  for  Experimental 

Biology 

Federally  Employed  Women 

Minority  Access  to  Research  Careers 

Medical  Library  Association 

National  Association  of  Professional  Asian  Women 

National  Institute  of  Science 

National  Medical  Association 

National  Urban  League 

Society  for  the  Advancement  of  Chicanos  and  Native 

American  in  Science 

Women  in  Sciience  and  Engineering 

National  Forum  of  Black  Public  Administrators 

National  Black  Nurses 

National  Congress  for  the  Advancement  of  Minorities  in 

the  Environmental  Professions 

Eastern  Band  of  Cherokee  Indians  Workshop 

National  Association  for  Equal  Opportunity  in  Higher 

Education 

Association  for  Hispanic  Federal  Executives 

Association  of  American  Indian  Physicians 

American  Indian  Science  and  Engineering  Society 

National  Dental  Association 


OFFICE  OF  MINORITY  HEALTH 


Mr.  Stokes:   To  what  extent  are  there  plans  underway  to  change 
the  mission  of  the  Office  of  Minority  Health?  Explain. 

Dr.  Lee:  At  this  time,  there  are  no  plans  to  change  the 
mission  of  the  Office  of  Minority  Health. 

Mr.  Stokes:  What  provisions  are  really  needed  in  the  new 
reauthorization  legislation  to  help  the  OMH  do  its  job  better, 
broader  grant  and  contract  authority?  Explain.   Provide  for  the 
record,  an  explanation  of  how  the  office  would  be  impacted  by  the 
proposed  Senate  Reauthorization  Bill,  and  the  three  House 
Reauthorization  Bills. 
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Dr.  Lee:   The  Office  of  Minority  Health  (OMH)  would  benefit 
greatly  if  Congress  would  reauthorize  current  OMH  legislation 
pertaining  to  grant  and  contract  authority.   For  example,  OMH 
current  legislation  gives  OMH  the  authority  to  provide  grants, 
contracts  or  cooperative  agreements  directly  to  communities  and 
community  based  organizations  (CBOs).   One  salient  advantage  of 
having  such  broad  grant  and  contract  authority,  is  having  the 
ability  to  respond  to  specific  community  needs  in  a  timely  manner. 

OMH's  current  contract  and  grant  authority  not  only  provides  a 
reasonable  and  feasible  mechanism  for  supporting  and  enhancing  the 
health  of  minorities,  it  provides  a  formal  mechanism  through  which 
OMH  can  address  the  unique  social  and  cultural  needs  of  its  minority 
service  population.   This  mechanism  also  provides  access  to  a 
natural  laboratory  to  demonstrate  effective  health  promotion  and 
disease  prevention  models  aimed  at  closing  the  health  disparity  gap 
between  the  minority  and  non-minority  populations. 

OMH  has  been  very  effective  in  its  use  of  its  grant  and 
contract  authority.   For  instance,  OMH  has  successfully  developed 
pilot  grant  programs  to  address  specific  health  needs  of  minorities. 
Upon  completion  of  such  pilot  grant  programs,  OMH  transfers  the 
particular  grant  program  (e.g.  AIDS  Education/ Prevention  Grant 
Program  -  transferred  to  CDC)  to  an  appropriate  PHS  agency  for 
continuation. 

Senate  1569  would  strengthen  OMH's  coordination  and  advocacy 
role.   The  major  impact  of  the  House  bills  is  the  concept  of 
establishing  set-asides  from  appropriations  for  various  minority 
health  activities. 

Mr.  Stokes:   How  much  is  included  in  the  FY  1995  budget 
request  for  the  Office  of  Minority  Health,  and  how  does  this  compare 
with  FY  199A,  1993,  and  1992? 

Dr.  Lee:   In  FY  1995,  the  Office  of  Minority  Health  (OMH)  is 
requesting  $20,398,000.   The  level  of  funding  for  the  OMH  has  gone 
from  $16,915,000  in  FY  1992  to  a  request  of  $20,398,000  in  FY  1995, 
an  increase  of  $3,483,000.   This  increase  reflects  the  appropriation 
in  FY  1993  of  budget  authority  to  fully  support  the  Minority  Male 
Grant  Program,  which  had  been  previously  supported  through 
reimbursements  and  budget  authority. 

FY  1992        FY  1993        FY  1994        FY  1995 

OMH  ...   $16,915,000     $20,398,000    $20,398,000     $20,398,000 

Mr.  Stokes:  What  major  initiatives  are  supported  by  the 
office?  Are  these  initiatives  supported  by  grants  or  contracts? 

Dr.  Lee:   The  OMH  supports  the  following  major  initiatives: 

•   Minority  Community  Health  Coalition  Demonstration  Grants 
provides  support  to  coalitions  of  minority  community-based 
organizations  for  intervention  projects  addressing 
combinations  of  key  health  problems  identified  by  each 
minority  community. 
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•  Minority  Male  Grants  support  projects  planned  and  run  by 
minority  organizations /coalitions  to  address  health, 
education,  employment,  and  social  service  problems  of  minority 
males  in  high-risk  environments.   OMH  will  refocus  this 
program  to  the  Family  and  Community  Violence  Prevention 
Program  through  a  multi-year  cooperative  agreement  to  a 
consortium  of  16  Historically  Black  Colleges  and  Universities 
(HBCUs)  to  implement  and  assess  the  use  of  a  comprehensive  and 
community-based  model  to  decrease  domestic  violence  by 
strengthening  family  values. 

•  Bilingual/Bicultural  Demonstration  Grants  provides  support  to 
community-based  organizations  to  support  pilot  projects  that 
will  extend  access  to  health  services  to  members  of  racial  and 
ethnic  minority  communities  who  have  limited  proficiency  in 
understanding  or  speaking  English. 

•  Health  Science  Enrichment  Program  contracts  to  four 
universities  support  their  efforts  to  increase  the  number  of 
minority  and  disadvantaged  students  who  select  careers  in  the 
health  professions,  sciences,  biomedical  research  and 
mathematics. 

•  OMH  Resource  Center  supports  a  contract  to  maintain  an 
extensive  database  of  information  on  minority  health  issues. 

•  Interagency  agreements  implemented  with  PHS  agencies  and  staff 
offices  increase  the  participation  of  minorities  in  health 
services  and  programs. 

Mr.  Stokes:   The  office  is  up  for  reauthorization;  what  new  or 
expanded  authorities  are  needed  by  the  office  and  why? 

Dr.  Lee:  The  office  would  benefit  greatly  if  Congress  would 
reauthorize  current  OMH  legislation  pertaining  to  grant  and  contract 
authority.   For  example,  OMH  current  legislation  gives  OMH  the 
authority  to  provide  grants,  contacts  or  cooperative  agreements 
directly  to  communities  and  CBOs.   One  salient  advantage  of  having 
such  broad  grant  and  contract  authority,  is  having  the  ability  to 
respond  to  specific  community  needs  in  a  timely  manner. 

OMH  STRATEGIC  PLAN 

Mr.  Stokes:  What  is  the  status  of  the  office's  Strategic 
Plan? 

Dr.  Lee:   During  the  spring  of  1993,  the  Office  of  Minority 
Health  published  a  document  entitled,  "Toward  Equality  of  Weil- 
Being:  Strategies  for  Improving  Minority  Health".  This  publication 
is  the  product  of  a  two  year  long  strategic  planning  and 
coordination  process.   This  publication  lays  out  OMH's  strategic 
goals  and  objectives  to  address  the  six  priority  health  areas  which 
were  identified  in  the  1985  Report  of  the  Secretary's  Task  Force  on 
Black  and  Minority  Health:   cancer,  cardiovascular  disease  and 
stroke,  diabetes j  intentional  violence,  infant  mortality  and 
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substance  abuse.   In  addition,  AIDS  and  HIV  infection  were  included 
because  of  the  increasingly  devastating  impact  the  disease  is  having 
on  minority  and  low- income  populations. 

More  than  500  strategies  were  developed  by  PHS  agency 
representatives  working  in  Health  Issues  Working  Groups,  who  drafted 
goals  and  objectives  for  improving  minority  health  in  the  seven 
priority  areas.   Non-Federal  experts  served  in  Technical  Review 
Groups  to  provide  the  technical  and  community  expertise  needed  to 
develop  strategies  for  meeting  the  goals  and  objectives. 

Due  to  the  complex  nature  of  the  health  problems  which  face 
minorities,  the  strategic  planning  process  for  the  Office  of 
Minority  Health  is  ongoing  and  must  be  responsive  to  new  and 
evolving  issues.   As  outlined  in  the  1993  document,  there  are  two 
stages  of  OMH's  planning  and  coordination  process: 

•  Strategic  Planning  and  Coordination  Process  (1987-1990);  and 

•  Minority  Health  Coordination  Activities  (1986  and  continuing). 

Key  minority  health  coordination  activities  which  have 
contributed  strategies  to  OMH's  strategic  planning  process  include: 

•  Surgeon  General's  National  Hispanic /Latino  Health  Initiative 

•  Healthy  People  2000 

•  PHS  Task  Force  on  Minority  Health  Data 

•  Critical  Review  of  the  Status  and  Trends  in  the  Health  and 
Quality  of  Life  of  Racial /Ethnic  Minority  Populations 

UPDATE  OF  THE  TASK  FORCE  REPORT 

Mr.  Stokes:  What  is  the  status  of  the  update  of  the  1985 
Secretary's  Task  Force  Report  on  Minority  Health? 

Dr.  Lee:   The  Office  of  Minority  Health,  OASH  and  the  Office 
of  the  Associate  Director  for  Minority  Health,  CDC  are  in  the 
process  of  updating  the  1985  Report  of  the  Secretary's  Task  Force  on 
Black  and  Minority  Health.   This  project  is  entitled,  "A  Critical 
Review  of  the  Status  and  Trends  in  the  Health  and  Quality  of  Life  of 
Racial/Ethnic  Minority  Populations." 

The  1985  report  used  "excess  deaths"  as  its  principal  measure 
of  health  disparity.   As  used  in  that  report,  "excess  deaths" 
represented  the  difference  between  the  number  of  deaths  observed  in 
a  minority  population  and  the  number  of  deaths  which  would  have  been 
expected  if  the  minority  population  had  the  same  age-  and  sex- 
specific  death  rates  as  the  white  population. 

An  update  of  these  calculations  is  currently  undergoing  review 
and  will  available  in  FY  1995.  Because  of  the  unavailability  of 
comparable  data  on  all  racial /ethnic  minority  populations,  the  1985 
analyses  were  considerably  more  comprehensive  for  the  black 
population  than  for  any  other  minority.   This  report  will  attempt  to 
improve  that  situation  based  on  data  improvements  that  have  been 
made  in  the  intervening  years . 
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STATUS  OF  MINORITY  HEALTH 

Mr.  Stokes:   To  date,  what  are  some  of  the  most  significant 
changes  in  the  status  of  minority  health  since  1985?  More 
specifically,  what  is  the  state  of  minority  health? 

Dr.  Lee:   Health  United  States,  the  annual  "report  card"  on 
the  health  of  the  American  people,  published  by  the  National  Center 
for  Health  Statistics  (NCHS),  has  repeatedly  found  that  'whether  the 
focus  is  on  mortality,  morbidity,  or  the  utilization  of  health 
services,  disparities  in  health  status  remain  widespread.   Rapid 
improvements  in  medical  science  and  in  the  systems  designed  to 
provide  essential  health  care  services  have  not  benefitted  all 
racial  and  ethnic  groups  equally."  (Health  United  States  1990) 

The  causes  of  the  disparities  are  many.   Socioeconomic  status 
(e.g.,  income,  educational  attainment,  and  employment)  is  one  of  the 
major  factors  influencing  minority  health  status.   Poverty,  in 
particular,  has  been  shown  to  be  highly  correlated  with  adverse 
health  primarily  because  it  serves  to  limit  access  to  needed  health 
services. 

Although  data  are  generally  not  available  to  study  trends 
since  1985  for  Hispanics,  Asian  American/Pacific  Islanders,  and 
American  Indian/Alaska  Natives,  the  improvements  in  the  health 
status  of  minorities  have  generally  been  limited  to  health 
indicators  for  which  the  entire  population  has  benefitted. 

When  minorities  have  experienced  some  improvements  in  health 
status,  minorities  have  not  experienced  the  same  rates  of  decline  as 
the  white  population.   In  some  cases,  mortality  and  morbidity  rates 
have  increased  for  minorities  while  the  rates  for  whites  have 
declined  or  remained  stable.   When  the  general  population  has 
experienced  increases  in  morbidity  and  mortality,  minorities  have 
often  had  a  disproportionate  share  of  that  increase. 

DISPARITIES  ARE  SMALLER: 

•  More  Hispanic  women  are  being  screened  for  breast  and  cervical 
cancer. 

•  More  minorities  are  receiving  health  professional  degrees. 

•  Stroke  mortality  declined  a  little  faster  among  Black  females 
(19Z)  than  White  females  (18. 3Z)  during  1985-91. 

•  During  1985-91,  chronic  liver  disease  mortality  declined 
faster  among  Black  males  and  females  (26. 9Z  and  19. 6Z)  than 
White  males  and  females  (11.8Z  and  14. 3Z). 

•  Drug-induced  mortality  did  not  increase  as  fast  among  Black 
males  (9Z)  as  it  did  among  White  males  (15Z)  during  1985-91. 

•  Alcohol-induced  mortality  declined  17.3  percent  among  Black 
males  and  15  percent  among  Black  females  during  1985-91  while 
it  increased  5.4  percent  among  White  males  and  decreased  only 
3.6  percent  among  White  females. 


794 


DISPARITIES  ARE  BIGGER: 

•  Gaps  between  Blacks  and  whites  In  life  expectancy  and  Infant 
mortality  have  actually  widened. 

•  For  example,  during  1985  and  1991  infant  mortality  decreased 
by  20.7  percent  for  infants  of  white  mothers  and  only 

7.3  percent  for  infants  of  black  mothers. 

•  Low  birthweight  increased  1.8  percent  among  Whites  and 
7.1  percent  among  Blacks  during  1985-91. 

•  Life  expectancy  for  Black  males  in  1991  was  6A.6  years,  lower 
than  in  1985  (65  years). 

•  Heart  Disease  mortality  declined  faster  among  Whites  (20. 3Z 
for  males,  17.32  for  females)  than  Blacks  (12.32  for  males  and 
12.12  for  females)  during  1985-91. 

•  Stroke  mortality  declined  faster  among  White  males  (18.52) 
than  Black  males  (12.42)  during  1985-91. 

•  Lung  cancer  mortality  increased  faster  among  Black  females 
(20.22)  than  White  females  (18.12)  during  1985-91. 

•  Mortality  from  unintentional  injuries  declined  faster  among 
White  males  and  females  (13.12  and  7.62)  than  Black  males  and 
females  (9.82  and  4.82)  during  1985-91. 

•  Since  1985,  age-adjusted  homicide  rates  for  Black  males 
increased  44  percent  compared  to  only  16  percent  for  White 
males . 

•  Suicide  mortality  increased  4.5  percent  among  American 
Indian /Alaskan  Natives  during  1987-90  while  the  rates  for  the 
total  population  decreased  1.7  percent. 

•  Diabetes  mortality  increased  faster  among  Black  males  (35.22) 
and  females  (20.72)  than  among  White  males  (252)  and  females 
(18.52)  during  1985-91. 

•  Of  the  26,673  cases  of  tuberculosis  reported  in  the  U.S.  in 
1992,  71.4  percent  occurred  among  minorities.  During  1985- 
1992,  the  number  of  reported  tuberculosis  cases  increased 

46.2  percent  for  Asian/Pacific  Islanders,  26.8  percent  for 
non-Hispanic  Blacks,  74.5  percent  for  Hispanics  while  the 
number  for  non-Hispanic  whites  actually  decreased  9.9  percent. 

•  During  1992,  the  number  of  new  cases  of  AIDS  among  non- 
Hispanic  whites  was  3.5  times  the  number  in  1985,  while  the 
number  of  new  cases  of  AIDS  increased  by  factors  of  6.6,  5.1, 

10.3  and  5.4  for  non-Hispanic  Blacks,  Hispanics,  American 
Indian/Alaska  Natives,  and  Asian  American/Pacific  Islanders. 

•  During  1987-91,  access  to  primary  care  has  decreased  faster 
for  Hispanics  (8.62)  than  the  general  population  (6.12). 
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These  findings  strongly  suggest  that  there  continues  to  be  a 
need  to  highlight  the  health  problems  of  the  minority  community  so 
that  they  are  not  overlooked  in  health  programs  for  the  general 
population.  An  important  role  of  the  Office  of  Minority  Health 
continues  to  be  as  an  advocate  for  minority  health. 

Mr.  Stokes;   How  does  DHHS  identify  which  avenues  to  pursue  in 
addressing  the  crisis  in  minority  health?   How  does  it  ensure 
implementation  of  projects  to  address  the  identified  needs? 

Dr.  Lee:    The  Office  of  Minority  Health's  mission  is  to 
coordinate  minority  health  activities  throughout  the  Public  Health 
Service  and  the  Department  of  Health  and  Human  Services. 
Coordinating  activities  of  the  Office  of  Minority  Health  have 
resulted  in  increased  minority  health  data  collection,  analysis  and 
dissemination--essential  to  being  able  to  monitor  trends  over  time 
in  minority  health  status. 

OMH  is  designing  a  computerized  Minority  Health  Tracking 
System  (MHTS)  to  provide  improved  information  retrieval  on  (1) 
current  status  and  trends  in  the  health  of  racial  and  ethnic 
minority  populations  and  (2)  programs  designed  to  improve  the  health 
of  these  target  populations.   This  is  intended  to  assist  OMH  in 
monitoring  minority  health  status,  in  strategic  planning,  in 
coordination  of  PHS  agency  efforts,  and  in  achieving  minority  health 
goals,  such  as  those  described  in  OMH's  "Toward  Equality  of  Weil- 
Being:  Strategies  for  Improving  Minority  Health." 

The  Programmatic  Database  of  the  Minority  Health  Tracking 
System  (MHTS)  contains  information  provided  to  OMH  by  PHS  agencies 
on  PHS-supported  grants  and  contracts  which  are  either  targeted  to 
minorities  exclusively  or  contain  a  specific  minority  component. 
These  projects  involve  at  least  1  of  the  following  10  priority 
health  issue  areas  that  contribute  disproportionately  to  excess 
deaths  among  minorities:   cancer;  cardiovascular  disease  and  stroke; 
diabetes;  HIV/AIDS;  homicide;  suicide  and  unintentional  Injury; 
Infant  mortality  and  low  birthweight;  chemical  dependency  (substance 
abuse);  health  care  access,  delivery  and  financing;  data  collection 
and  research  methodology;  and  health  professions  development.   More 
than  2,000  PHS-funded  projects  targeting  minorities  which  were 
active  during  1989  and/or  1990  are  described  in  the  printed  Catalog 
of  Selected  U.S.  Public  Health  Service  Projects  Targeting  Racial  and 
Ethnic  Minority  Populations:   FY  1989/1990  which  was  released  in 
1993.   Project  information  Includes  the  name,  location,  and  type  of 
performing  organization;  funding  mechanisms  used;  project  activity 
or  scope;  targeted  populations;  age  and  gender  of  target 
populations;  and  priority  health  issue(s)  addressed.   This 
Programmatic  Database  can  be  searched  using  any  of  these  data 
elements. 

WOMEN'S  HEALTH  AND  ADOLESCENT  HEALTH 

Mr.  Stokes:  With  regard  to  the  PHS  Action  Plan  on  Women's 
Health,  and  Adolescent  Health  Initiatives,  how  does  the  OASH 
Identify  projects  that  need  to  be  supported  to  address  the  needs  of 
African  American  women  and  adolescents?   Explain. 
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Dr.  Lee:   The  PHS  Action  Plan  For  Women's  Health  is  a 
comprehensive  strategy  to  improve  the  health  of  adolescent  and 
African  American  women  across  the  life  span.   Through  its 
coordination,  the  Public  Health  Service  has  identified  the  health 
needs,  projects,  and  program  plans  required  to  improve  the  health 
status  of  the  Nation's  women.   The  Plan  addresses  many  issues  that 
lead  to  gaps  in  the  health  status  and  survival  indicators  affecting 
African  American  women  through  interventions  in  prevention, 
research,  access  to  care,  education,  training  and  policy. 

The  Plan  was  developed  by  the  PHS  agencies,  offices  and 
regions  which  includes  a  section  focusing  on  the  health  needs  of 
minority  women.   This  section  reflects  the  fact  that  African 
American  women  comprise  the  largest  minority  and  gives  specific 
references  to  the  multifaceted  factors  that  affect  their  health. 
This  section  ensures  that  attention  is  given  to  the  strategic 
planning  process  addressing  the  physical,  economic,  social  and 
environmental  determinants  that  impact  the  lives  and  influence  the 
health  of  African  American  women  and  women  of  color  in  other 
communities . 

The  Department  of  Health  and  Human  Services  has  accomplished 
many  of  its  goals  through  the  direction  of  the  PHS  Action  Plan  for 
Women's  Health,  to  improve  the  health  of  African  American  women. 
These  include  but  are  not  limited  to:  (1)  funding  scholarships  to 
train  health  care  providers  and  administrators  of  community -based 
organizations  that  focus  on  AIDS/HIV  infection  in  program  design, 
management,  and  resource  acquisition;  and  (2)  collaboratively 
support  projects  that  will  provide  health  promotion  and  prevention 
services,  education,  and  training  skills  to  young  incarcerated  women 
who  will  re-enter  society. 

The  PHS  Action  Plan  for  Women's  Health  calls  for  participation 
from  each  of  the  10  regions.  As  a  result,  various  programs, 
meetings,  and  conferences,  have  been  implemented  in  eighteen  states. 
Region  X  recently  held  a  forum  addressing  interpersonal  violence 
which  focused  on  the  disproportionate  affect  violence  has  on  African 
American  women.   Region  X  is  planning  a  second  forum  entitled 
"African  American  Women's  Health  Summit"  for  September  1994. 

Forums  held  at  the  regional,  state  and  community  levels  have 
proven  to  stimulate  the  attention  to  and  set  in  motion  activities 
for  improving  the  health  of  African  American  women.   The  Office  on 
Women's  Health,  OASH  recently  co-sponsored  a  National  Symposium 
entitled  "Beating  the  Odds:  Challenges  to  the  Health  of  Women  of 
Color.   The  symposium  reviewed  the  socioeconomic,  intracultural  and 
health  status  of  African  American  women  and  identified  needs  and 
opportunities  related  to  health  research,  access  to  care,  and  health 
advocacy. 

AIDS  OUTREACH 

Mr.  Stokes:  AIDS  still  remains  a  health  crisis  in  the  African 
American  Community.  We  must  ensure  that  AIDS  outreach  funds  are 
targeted  to  communities  that  are  most  adversely  Impacted  by  the 
disease.  For  effective  Prevention,  we  cannot  also  afford  to  ignore 
those  markers  that  indicate  a  high  potential  for  HIV  transmission 
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including  the  rate  of  new  HIV  infection  or  incidence,  incidence  of 
substance  abuse,  and  the  incidence  of  sexually  transmitted  diseases. 
There  is  still  tremendous  concern  that  DHHS  AIDS  outreach  funds  are 
not  getting  to  community-based  African  American  organizations  in 
need  of  support.   These  community-based  organizations  are  in  dire 
need  of  resources  to  conduct  effective  and  urgently  needed  AIDS 
outreach  programs.   What  is  being  done  to  alleviate  this  -ngoing 
problem? 

Dr.  Lee:   In  FY  1993,  CDC  awarded  $19.2  million  to  directly 
fund  community-based  organizations  (CBOs).   Of  that  number, 
50  minority  CBOs  targeting  the  African  American  population  were 
awarded  $11.1  million  to  provide  HIV  prevention  activities.   For 
FY  1994,  CDC  estimates  $20.3  million,  an  increase  of  $1.1  million 
over  FY  1993,  will  be  awarded  to  these  same  organizations. 

UNDERREPRESENTED  MINORITIES 

Mr.  Stokes:   Explain  the  proposed  funding  for  the  programs 

under  the  auspices  of  OASH  that  are  designed  to  increase  the 

participation  of  underrepresented  minorities  in  the  agency's 
initiatives. 

Dr.  Lee:   In  OASH,  the  focus  for  minority  participation  is 
within  the  Office  of  Minority  Health  (OMH).  As  for  other  OASH 
funded  programs,  the  proposed  funding  level  of  $20.4  million  for 
OMH,  has  remained  level.   The  major  initiatives  funded  by  OMH 
include  the  Minority  Connnunity  Health  Coalition  Grants  Program;  the 
Minority  Male  Grant  Program,  including  support  for  the  Minority  Male 
HBCU  consortium;  the  Bilingual/Bicultural  Demonstration  Grant 
Program,  and  the  Health  Science  Enrichment  Program. 

MINORITY  RECRUITMENT 

Mr.  Stokes:   How  many  GS-15  and  above  positions  are  there  in 
OASH?  How  many  employees  in  the  OASH  are  in  GS-15  and  above 
positions?  Currently,  how  many  African  Americans  are  at  the  GS-15 
and  above  level?   In  what  positions  are  they?  In  OASH,  are  there 
and  if  so,  how  many  African  American  are  among  the  cases  pending  for 
exception  to  the  freeze  on  appointments  and  promotions  to  the  GS-15 
and  above  level?  If  this  is  the  case  has  the  OASh  requested  relief 
from  the  freeze?  If  so,  what  was  the  response? 

Dr.  Lee:   As  of  March  1994,  GS-15  (includes  CO-06  and  above) 
and  above  positions  and  employees  totaled  184.   Of  these,  twenty,  or 
11  percent,  are  African  Americans.   Following  is  a  list  of  OASH 
positions  encumbered  by  African  Americans: 

Surgeon  General 

Deputy  Surgeon  General 

Chief  of  Staff  to  the  Surgeon  General        ( 

Deputy  Assistant  Secretary  for  Communications 

PHS  Freedom  of  Information  Officer 

Deputy  Executive  Director,  President's  Council  on  Physical 

Fitness  and  Sports 
Associate  Director  for  Development  Support  in  African  Affairs, 

Office  of  International  Health 
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Sr.  [supervisory  Program  Management  Officer,  Office  of 

International  Health 
Associate  Director,  Division  of  Community  Demonstrations  and 

Assistance,  Office  of  Minority  Health 
Sr.  Personnel  Policy  Specialist,  Division  of  Commissioned 

Personnel,  Office  of  the  Surgeon  General 
Executive  Secretary,  Board  for  Corrections  of  PHS  Commissioned 

Corps  Records,  Office  of  Organization  and  Management 

Systems,  Office  of  Management 
Director,  Division  of  Staffing  and  Development,  Office  of 

Personnel  Management,  Office  of  Management 
Chief,  Internal  Control  Branch,  Division  of  Financial 

Management,  Office  of  Resource  Management,  Office  of 

Management 
Director,  Small  Business  and  Civil  Rights  Office,  Division  of 

Grants  and  Contracts,  Office  of  Resource  Management, 

Office  of  Management 
Chief,  Government  and  Tribal  Payment  Branch,  Division  of 

Payment  Management,  Office  of  Resource  Management, 

Office  of  Management 
Director,  Mobilization  Readiness,  Office  of  Emergency 

Preparedness 
Director,  Office  on  Women's  Health 
Acting  Director,  National  Vaccine  Program 
Acting  Director,  Family  Planning  Program 
Regional  Health  Administrator,  Region  VII 

OASB  does  not  have  any  appointments  or  promotions  to  GS-15  and 
above  level,  which  are  pending  an  exception  due  to  the  freeze. 
However,  there  are  a  few  political  appointments  awaiting  final 
approval. 
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SCHOOL-BASED  HEALTH  SERVICES 

Mr.  Hoyer:   Dr.  Lee  and  Dr.  Elders,  I'd  like  to  ask  you  about 
school-based  health  services  in  general  throughout  the  Public  Health 
Service.   I'm  concerned  about  services  to  younger  children,  as  well 
as  the  teenagers  you've  targeted  in  setting  up  the  new  Office  of 
Adolescent  Health.   Where  in  the  PHS  are  you  funding  school-based 
(rather  than  merely  school-linked)  services  and  toward  what  age 
groups  are  they  targeted? 

Dr.  Lee:   In  FY  1994,  the  Health  Resources  and  Services 
Administration  will  fund  15  to  20  school-based  health  center 
programs  as  part  of  its  new  Healthy  Schools,  Healthy  Communities 
Initiative.   Eligible  applicants  are  community-based  health  care 
providers  which  have  developed  linkages  with  schools  and  other 
community-based  organizations.   The  program  is  targeted  to  children 
in  kindergarten  through  the  twelfth  grade  who  are  homeless  or  at 
imminent  risk  of  homelessness,  including  children  in  unstable 
housing  situations  or  who  have  incomes  or  family  incomes  below  200 
percent  of  the  Federal  poverty  level.   Children  using  the  school- 
based  health  centers  will  receive  comprehensive  primary  care  and 
health  education  and  promotion  services. 

The  CDC  provided  funds  to  the  American  Medical  Association  to 
develop  Guidelines  for  Preventive  Services  (GAPS).   GAPS  is  a 
comprehensive  set  of  recommendations  for  primary  care  physicians  in 
any  ambulatory  setting,  including  school-based  health  centers,  on 
how  to  work  with  adolescents  and  their  parents  to  promote  healthy 
behaviors  and  prevent  disorders.   GAPS  recommends  a  series  of 
preventive  services  provided  to  adolescents  as  part  of  annual  health 
visits.   Two  documents  have  been  printed  and  distributed- -Guidelines 
for  Preventive  Services  and  AMA  Guidelines  for  Adolescent  Preventive 
Services;   Recommendations  and  Rationale. 

CDC  funded  the  Columbia  University  School  of  Public  Health  to 
identify  major  policy,  financial,  and  staffing  Issues  in 
restructuring  school  health  programs  and  services.   These  efforts 
resulted  in  the  publication  of  Defining  School-Based  Health  Center 
Services;   A  Report  of  the  National  Workgroup  Meetings. 

CDC  has  established  a  national  framework  to  support 
comprehensive  health  programs  in  schools.  Over  20  professional  and 
voluntary  organizations  work  with  CDC  to  develop  model  policies  and 
guidelines  to  assist  States  in  implementing  high-quality  school 
health  education.   CDC  assists  10  States  to  provide  youth  with 
information  and  skills  needed  to  avoid  risk  behaviors.   In  addition, 
CDC  assists  all  50  States  and  17  major  cities  to  provide  HIV 
education  for  youth. 


79-879  O- 94 -26 


800 


HEALTH  CARE  REFORM 

Ms.  Pelosi:   Dr.  Lee,  could  you  briefly  outline  for  the 
Committee  the  Importance  of  the  public  health  Initiative  within  the 
President's  health  care  reform  legislation  and  what  impact  It  would 
have  on  the  programs  funded  under  the  jurisdiction  of  this 
Committee? 

Dr.  Lee:  Reforming  the  public  health  system  is  not 
supplemental  to  health  care  reform;  it  is  an  integral  part  of 
achieving  the  goals  of  reform.  The  programs  contained  in  Title  III 
of  the  Health  Security  Act  are  the  means  by  which  the  President 
proposes  to  strengthen  and  refocus  the  public  health  system.   The 
success  of  these  programs  will  ultimately  determine  how  well  health 
security  is  provided  for  all  Americans  and  how  well  health 
disparities  among  Americans  are  reduced  and  eliminated.   They  will 
also  play  a  vital  role  in  determining  the  extent  to  which  we  will  be 
able  to  contain  health  care  costs. 

The  Health  Security  Act  envisions  a  partnership  between 
personal  health  care  and  public  health.  Through  this  means,  the 
entire  health  care  system  can  work  together  to  achieve  public  health 
objectives.  A  revitalized  public  health  system  will  provide  the  key 
function  of  working  with  communities  to  assess  and  Identify  priority 
health  needs  and  support  strategies  to  meet  those  needs.   It  will 
Improve  the  knowledge  base  for  preventing  disease  and  providing 
medical  care  more  appropriately  and  efficiently  and  to  assure  access 
to  necessary  health  services  for  all  Americans,  particularly  low- 
income,  isolated,  hard-to-reach  populations. 

The  programs  proposed  through  the  Public  Health  Initiative  are 
new  programs  to  support  and  underglrd  Health  Care  Reform.  Funds 
requested  for  the  Initiative  are  not  intended  to  replace  programs 
funded  under  the  jurisdiction  of  your  conmlttee.  In  fact,  the 
programs  authorized  under  the  Public  Health  Initiative  will  address 
the  very  problems  that  many  of  our  current  programs  face. 
I.e.,  access  to  health  care  (transportation,  translation  services, 
and  supplemental  services  not  covered  by  Health  Care  Reform) ,  broad 
public  health  service  prevention  programs,  and  focused  prevention 
research  and  health  services  research. 

With  regard  to  existing  programs,  the  expectation  is  that  once 
health  care  reform  is  fully  implemented,  insurance  revenues  will  be 
the  source  of  funding  for  services  contained  in  the  basic  benefit 
package.   Federal  grant  funds  may  be  reduced  to  the  extent  that 
these  grant  funds  now  subsidize  such  services. 

STDs  AMONG  ADOLESCENTS 

Ms.  Pelosi t  You  indicate  in  your  testimony  that  up  to 
25  percent  of  all  adolescents  will  have  at  least  one  sexually 
transmitted  disease  before  leaving  high  school.  What  is  being  done 
across  the  agencies  of  the  PHS  to  better  control  STDs  among 
adolescents? 
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Dr.  Lee:   This  is  one  of  the  Nation's  biggest  public  health 
challenges  since  youth  are  ultimate  optimists  and  many  simply  do  not 
believe  that  STDs  and  HIV  will  affect  them.   For  this  reason,  the 
prevention  messages  we  provide  often  are  not  believed  to  apply  to 
them  personally.  As  a  result,  annually  almost  15  percent  of 
teenagers  in  the  U.S.  develop  an  STD  and  two- thirds  of  STDs  occur 
among  people  under  25  years  of  age.  About  one-in-four  sexually 
active  adolescents  will  become  Infected  with  a  STD  before  graduating 
from  high  school.   Despite  over-all  decreases  in  gonorrhea  rates, 
the  highest  rates  in  women  and  the  second  highest  rates  in  men  are 
among  adolescents  15-19  years  of  age.  Clinic  based  studies  suggest 
that  the  prevalence  among  adolescents  of  the  most  common  STDs — 
chlzunydia  &  human  papillomavirus  (HPV) — are  as  follows: 

Chlamydia  HPV 

Adolescent  Clinics         17.5  X  32-35  X 

Family  Planning           16.0  Z  15  Z 

Prenatal  Clinics           16.0  Z  N/A 

Our  challenge  is  to  reach  adolescents  more  effectively  with 
STD  prevention  interventions.   Our  goals  are  to  reduce  the  incidence 
and  related  transmission  and  to  discuss  STD  prevention  openly  so 
that  every  adolescent  knows  the  benefits  of  abstinence  and  'safer' 
sex  as  primary  prevention  approaches. 

CDC  initiated  a  new  program  in  FY  1993,  the  STD  accelerated 
prevention  campaigns ,  which  called  for  the  development  of  innovative 
STD  prevention  activities.   These  campaigns  will  not  only  strengthen 
the  quality  of  STD  services,  improve  systems  to  monitor  STDs  and 
evaluate  program  impact,  but  will  also  expand  access  to  STD  services 
for  adolescents  by  linking  programmatic,  clinical,  laboratory, 
epidemiologic,  and  behavioral  activities  beyond  traditional  STD 
clinic-based  programs.   To  improve  coordination  of  these  activities 
and  stimulate  development  of  others,  the  Division  of  STD/HIV 
Prevention  in  the  National  Center  for  Prevention  Services,  CDC,  has 
recently  established  a  unit  to  specifically  focus  on  prevention  of 
STDs  and  HIV  among  adolescents. 

In  collaboration  with  the  Rockerfeller  Foundation,  NIAID  has 
established  an  advisory  group  on  Adolescents  and  STDs  to  address 
aspects  of  this  problem  that  are  unique  to  adolescents.   A 
multidisciplinary  effort  will  be  required  since  this  issue  is 
complex  and  multifaceted.   In  addition  to  coordinated  approaches  in 
basic  and  clinical  research,  including  behavioral  research,  it  will 
be  necessary  to  develop  an  integrated  approach  to  basic  biological 
research  such  as  dissecting  the  effect  of  reproductive  hormones  on 
transmission  dynamics  and  on  specific  and  non-specific  responses  to 
infection. 

On  May  12-14,  1994,  the  NIAID  brought  together  this  group  of 
internationally  recognized  behavioral  scientists,  clinical 
researchers,  epidemiologists,  and  basic  scientists  to  reproductive 
biology,  endocrinology,  microbiology  and  mucosal  Immunology  to 
address  these  issues.   In  an  effort  to  develop  a  research  agenda 
that  is  relevant  to  the  communities  which  the  NIAId  ultimately  hopes 
to  serve,  the  Institute  also  had  four  young  people  serve  on  the 
advisory  group.   These  youthful  advisors  offered  a  critical. 
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'community-based*  perspective  to  the  Institute's  deliberations.   The 
objectives  o£  the  workshop  were  to: 

•  Assess  the  current  understanding  of  the  problem; 

•  Delineate  a  research  agenda  that  will  move  the  NIAID 
expeditiously  towards  preventing  infection  and  disease  in 
adolescents; 

•  Identify  the  role  of  funding  agencies  In  the  development  of 
this  program;  and 

•  Conceptualize  a  monograph  on  adolescents  and  STDs. 

The  meeting  summary,  Including  the  recommendations,  will  be 
available  in  the  summer  of  1994  and  will  be  discussed  in  detail  in 
the  open  session  of  the  DMID  Subcomoilttee  at  the  September  meeting. 

The  Title  X  Family  Planning  Program  provides  comprehensive 
reproductive  health  services,  including  diagnosis  and  treatment  of 
STDs,  to  all  persons  who  wish  to  receive  them.  One-third  of  Title  X 
clients  are  adolescents.   The  five  progrtun  priorities  for  the 
Title  X  program  include  three  which  Include  a  focus  on  the  incidence 
of  STDs  in  the  adolescent  population: 

•  Outreach  to  low  Income  women,  adolescents  and  persons  at  risk 
of  unintended  pregnancy  or  sexually  transmitted  disease; 

•  Increased  services  to  adolescents,  including  enhanced 
counseling  and  new  service  arrangements  (such  as  school  linked 
services);  and 

•  Increased  focus  on  quality  and  comprehensiveness  of  services, 
including  treatment  for  STDs  and  counseling  on  avoidance  of 
high  risk  behavior  which  may  place  clients  at  risk  for  STD  and 

eiv. 

The  Division  of  Programs  for  Special  Populations,  Bureau  of 
Primary  Health  Care  (BPHC).  URSA  collaborated  with  the  Centers  for 
Disease  Control  and  Prevention  to  develop  and  Implement  a 
demonstration  STD/HIV  prevention  and  treatment  program  for 
populations  at  risk  and  Infected  persons  who  receive  services  in 
BPHC  funded  community  and  migrant  health  centers  (C/MHC)  and  health 
care  for  the  homeless  (HCH)  programs.   The  goal  of  this 
demonstration  program  Is  to  detect  and  prevent  STD/HIV  infection  and 
reduce  morbidity  and  mortality  associated  with  these  infections. 

Six  grantees  are  currently  funded  and  participating  in  this 
demonstration  program.   These  grantees  provide  patient  education, 
clinical  assessment  and  clinical  management  services.  Demographic 
data  about  the  clients  who  receive  services  through  this  program  are 
not  yet  available.  However,  adolescents  are  among  the  patient 
populations  of  the  C/MHCs  and  HCH  programs. 

In  the  Substance  Abuse  and  Mental  Health  Services 
Administration,  the  Center  for  Substance  Abuse  Prevention's  programs 
are  designed  to  address  the  many  factors  that  place  adolescents  at 
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risk  for  alcohol  and  other  drug  (AOD)  use.  Adolescents  who  use 
illicit  substances  are  more  likely  to  become  sexually  active  at  an 
earlier  age  than  their  non-using  counterparts.   In  addition,  many 
factors  that  increase  the  risk  that  adolescents  will  use  AODs  are 
similar  to  those  favoring  transmission  of  sexually  transmitted 
diseases  (STDs).   Therefore  the  implementation  of  comprehensive 
prevention  strategies  will  decrease  both  the  incidence  of  substance 
use  as  well  as  STDs  including  HIV/AIDS. 

The  Center  for  Substance  Abuse  Treatment's  AIDS  Outreach 
programs  provide  sexually  transmitted  diseases  transmission  and 
prevention  services  to  adolescents,  as  well  as  educational  and  harm 
reduction  training.  Group  lectures  at  local  teen  centers,  junior  and 
high  school  classes,  drop-in  community  centers,  group  home  living 
centers,  and  juvenile  detention  centers  are  examples  of  where  this 
educational  intervention  takes  place.   The  distribution  of 
educational  materials  (pamphlets,  flyers,  posters)  provide  these 
young  people  with  printed  information  on  the  potential  outcomes  of 
high-risk  sexual  behavior,  and  also  list  health  care  facilities  that 
provide  diagnostic  testing  and  counseling  (usually  free  of  charge) 
for  sexually  transmitted  diseases.   In  some  programs,  condoms  are 
distributed  freely  or  located  in  a  specific  areas  that  are  easily 
accessible  to  adolescents. 

Young  people  are  encouraged  to  seek  out  more  information  and 
to  accommodate  this,  individual  mini-educational  sessions  take  place 
in  the  privacy  of  a  counselor /nurse  office.   Skill  development  is 
another  approach  with  adolescents  in  this  public  health  concern. 
Specific  skills  are  taught  to  enable  a  young  person  to  apply  to  risk 
reduction  behaviors.   Other  educational  strategies  include  the 
provision  of  information  and  practical  demonstrations  on  safer  sex 
practices,  such  as  the  proper  technique  in  applying  and  using  a 
condom;  the  pros  and  cons  of  non  oxyenol-9;  and  the  effects  of 
alcohol  and  drug  using  lifestyle  upon  risk  behaviors  and  behavior 
change.   Utilization  of  adolescent  indigenous  peer  leaders  and  peer 
support  are  another  demonstration  of  intervention.  Twenty-four  hour 
Helplines  and  toll-free  numbers  assist  adolescents  in  having  access 
to  information. 

In  addition,  IHS  is  addressing  the  high  STD  rate  in 
adolescents  and  young  adults  through  several  methods.  Many  service 
units  have  established  teen  clinics  to  address  the  health  needs  of 
this  group.   The  Maternal  Child  Health  Program  is  funding  a  limited 
number  of  tribal  demonstration  grants  to  promote  healthy  life  styles 
for  youth  and  to  develop  new  methodologies  to  access  this  vulnerable 
age  group.   The  Health  Education  Program  is  collaborating  with  CDC 
and  selected  local  school  systems  to  produce  culturally  relevant 
health  promotion  curricula  for  Indian  youth.   The  HIV/AIDS 
prevention  program  is  delivering  prevention  messages  to  tribal 
leaders,  community  groups,  youth  groups  community-based  school 
administrators  and  teachers.   The  Alcoholism  and  Substance  Abuse 
Treatment  Program  includes  STD  prevention  messages  in  its  treatment 
program.   All  of  the  programs  are  trying  to  change  the  peer  group 
norms  by  promoting  healthy  life  styles  that  help  prevent  STDs  and 
unplanned  pregnancies. 
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HIV  PREVENTION  ACTIVITIES  ACROSS  PHS 

Ms.  Pelosi:   Clearly,  these  adolescents  and  many  adults  are 
also  at  great  risk  of  HIV  infection.   Dr.  Satcher,  the  Director  of 
the  CDC,  has  outlined  for  this  Committee  the  HIV  prevention 
community  planning  initiative  undertaken  by  the  CDC  and  other 
reforms  to  reduce  the  number  of  new  HIV  infections .   Would  you 
outline  for  the  record  what  activities  are  under  way  to  better 
coordinate  HIV  prevention  activities  across  all  the  agencies  of  the 
PHS7 

Dr.  Lee:   PHS  and  other  Operational  Divisions  within  the 
Department  of  Health  and  Human  Services  currently  schedule  and 
conduct  monthly  meetings  of  their  respective  senior  officials  to 
deal  specifically  with  HIV/AIDS-related  issues.   At  these  meetings, 
they  discuss  coordination  of  upcoming  activities  in  prevention, 
services  and  research.  We  are  also  exploring  how  to  implement  a 
multi-level  comprehensive  planning  and  coordination  mechanism  that 
will  bolster  an  interdepartmental  coordination  effort  for  HIV/AIDS- 
related  activities. 

Ms.  Pelosi:   Specifically,  how  does  GASH  intend  to  better 
coordinate  HIV  prevention  research  (behavioral  and  social  science 
research)  now  being  planned  by  the  NIH  and  prevention  services  now 
being  planned  by  the  CDC7 

Dr.  Lee:   Pursuant  to  a  request  from  the  Senate,  a  working 
group  for  behavioral  research  coordination  has  been  created  within 
PHS.   The  working  group  includes  scientific  and  programmatic  staff 
from  NIH,  CDC  and  SAMHSA.   It  will  meet  on  a  regular  basis  to  share 
scientific  information  on  specific  topics  and  to  facilitate  the 
transference  of  behavioral  research  findings  to  programs.   The  first 
meeting  is  slated  for  mid- June  1994. 
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UPDATED  CRITERIA  FOR  LISTING  SUBSTANCES  AS  CARCINOGENS 

Ms.  Lowey:  I  understand  that  the  Department,  in  issuing  its 
Annual  Report  on  Carcinogens,  relies  on  criteria  that  have  been  in 
existence  for  over  a  decade.  Further,  I  am  told  that  the  National 
Toxicology  Program  (NTP)  Working  Group  and  its  board  of  scientific 
counselors,  as  well  as  an  HHS  committee,  have  recommended  that  these 
criteria  be  reviewed  and  possibly  revised  to  provide  for  a  more 
adequate  review  of  the  scientific  evidence.  Do  you  plan  to  review 
these  criteria  and,  if  so,  when? 

Dr.  Lee:   The  criteria  for  listing  a  substance  in  these 
reports  were  reviewed  in  late  1989.   At  that  time,  it  was  suggested 
that  the  criteria  be  reviewed  in  3  to  5  years.   The  NTP  Board  of 
Scientific  Counselors  agreed  to  initiate  another  review  at  their 
meeting  in  April  1994. 

Ms.  Lowey:   If  the  revised  criteria  could  result  in  a 
different  decision  regarding  listing  of  a  substance,  would  you  delay 
listing  until  the  revised  criteria  are  available  for  the  decision  to 
list? 

Dr.  Lee:   The  criteria  review  will  be  conducted  in  a  manner  to 
assure  broad  scientific  and  public  input.   This  will  require  at 
least  a  year.   In  the  meanwhile,  we  are  required  by  law  to  submit 
reports  to  Congress  at  least  every  other  year.   The  current  report 
is  under  review  and  we  do  not  anticipate  delaying  its  release  until 
the  current  criteria  are  reviewed. 
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BUDGET  AMENDMENT 

Mr.  Serrano:  Dr.  Lee,  what  Impact  will  the  budget  amendment 
submitted  by  President  Clinton  on  Friday  have  on  CDC's  prevention 
programs,  most  of  which  were  already  frozen  in  the  original  budget 
request? 

Dr.  Lee:  CDC's  share  of  the  budget  amendment  change  was  a 
reduction  of  $28.8  million,  or  almost  1.5  percent  of  CDC's  total 
budget  authority  for  FY  1995.   The  CDC  immunization  program  was  not 
subjected  to  any  reduction  for  this  budget  amendment.   Specifically, 
the  administrative  expense  portion  of  salaries  and  expenses  (except 
for  immunization)  was  reduced  by  $6  million,  or  1.5  percent,  and  all 
the  non- Investment  activities  were  reduced  by  $22.8  million,  or 
1.5  percent.  While  there  may  be  some  impact  because  of  these 
reductions ,  we  believe  the  impact  on  overall  CDC  program  activities 
will  be  negligible  because  the  reductions  were  spread  to  all 
programs  (except  for  immunization)  evenly,  and  also  because  of  CDC's 
ability  to  effectively  and  efficiently  manage  resources. 

PERINATAL  HIV  TRANSMISSION 

Mr.  Serrano:  Dr.  Lee,  I  understand  that  your  office  has 
organized  an  interagency  task  force  on  the  clinical  and  policy 
implications  of  the  NIH-sponsored  research  study,  referred  to  as 
ACTG  076,  which  has  shown  in  preliminary  data  that  the  drug  AZT 
reduces  HIV  transmission  from  pregnant  women  to  their  newborns. 

When  will  the  Department  release  new  standards  of  care  related 
to  the  study,  and  what  are  the  cost  implications  for  clinics  serving 
women,  youth,  and  children?  Of  particular  concern  is  the  impact  of 
this  study  on  Ryan  White  CARE  Act  service  providers  and, 
specifically,  providers  of  Title  IV  services,  which  focus  on  women, 
youth,  and  children. 

Dr.  Lee:   The  Task  Force  entitled,  "The  Public  Health 
Service /Health  and  Human  Services  Task  Force  on  the  Use  of 
Zidovudine  to  Prevent  Perinatal  HIV  Transmission'  had  its  first 
meeting  on  April  lA,  1994.   This  panel  convened  to  discuss 
implications  of  ACTG  076  for  the  woman  and  child,  specific  issues 
that  the  task  force  would  address,  and  propose  timelines  for  the 
development  of  recommendations  and  policies. 

Specifically,  NIH  would  develop  draft  documents  regarding 
treatment  issues,  and  begin  evaluation  of  how  on-going  natural 
history  studies  of  HIV  infection  in  women  and  children  could  provide 
Information  regarding  long-term  effects  of  this  therapy.   CDC  would 
draft  a  document  pertaining  to  counseling  and  testing  issues  for 
pregnant  women,  outline  issues  regarding  long-term  followup  registry 
for  those  infants  exposed  to  ZDV  in  utero,  and  also  begin  evaluation 
of  how  CDC  funded  natural  history  studies  could  provide  further 
information  regarding  the  impact  of  this  therapy  on  women  and 
children.   FDA  would  review  their  process  of  labeling  indication 
assessment  of  ZDV  for  use  in  pregnancy. 
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HRSA,  through  its  workgroup,  is  responsible  for  developing 
plans  to  implement  the  counseling,  testing,  and  clinical  care 
recommendations  that  result  from  the  other  workgroups. 
Implementation  of  the  clinical  findings  from  ACTG  076  into  broader 
care  settings,  including  Ryan  White  programs,  maternal  and  child 
health  programs  and  other  providers  will  require  that  these  and 
other  programs  expand  outreach,  counseling  and  testing  for  early 
identification  of  HIV-positive  women  and  HIV-exposed  infants. 

Evaluation  of  Title  IV  programs  demonstrate  remarkable  success 
in  identifying  HIV  positive  youth  and  women,  retaining  them  and 
their  newborns  in  comprehensive  care  and  supporting  them  to 
participate  in  medical  treatment  necessary  to  reduce  perinatal^ 
transmission.   Early  identification  and  follow-up  care  for  HIV 
exposed  infants  by  Title  IV  projects  reduces  morbidity  and 
mortality.   This  is  accomplished  by  early  identification  and 
providing  coordinated,  comprehensive  medical,  social  and  family 
support  services  to  HIV-infected  and  at  risk  children,  youth,  women 
and  families  through  networks  of  community  providers. 

A  rapid  response  is  critical  to  the  nation's  efforts  to 
prevent  and  reduce  pediatric  AIDS.   The  following  issues  must  be 
examined  in  order  to  develop  a  comprehensive  plan  to  respond  to  the 
needs  of  women  of  chlldbearing  age  in  living  with  HIV: 

•  developing  new  Title  IV  programs  in  States  with  increasing 
rates  of  HIV  infection  in  youth  and  women,  especially  pregnant 
women  including  expanding  care  systems  into  rural  areas  with 
no  or  limited  capability  to  identify  and  serve  at  risk  or 
infected  children,  youth  and  women; 

•  expanding  outreach,  counseling,  and  care  to  reach  more  women 
and  youth  in  States  and  communities  served  by  the  42  existing 
programs ; 

•  developing  new  linkages  with  prenatal  care  providers  and  other 
community -based  sites  serving  women  of  child  bearing  age  and 
pregnant  women;  and 

•  developing  provider  and  patient  education  strategies  to  assure 
that  HIV  infected  women  will  have  the  opportunity  for 
treatment  including  treatment  to  reduce  perinatal 
transmission. 

The  second  meeting  of  the  Task  Force  will  be  held  on 
May  20,  1994.   This  meeting  will  be  followed  by  an  early  June 
meeting  of  Task  Force  members,  outside  consultants  and  observers 
from  scientific,  professional,  public  health  and  community  advocacy 
representatives  to  discuss  treatment  recommendations  and  screening 
options .  We  anticipate  that  by  August  1994 ,  the  recommendations 
from  the  June  meeting  will  be  finalized. 

BIV/AIDS  PRIORITIES 

Mr.  Serrano:  Dr.  Lee,  while  the  budget  request  includes 
increases  in  funding  for  AIDS  research  and  care  programs ,  funding 
for  CDC's  prevention  activities  would  at  best  remain  flat.  We  know 
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that  prevention  works  and  saves  money  In  the  long  run,  but  how  can 
we  get  the  message  out  to  high-risk  communities  with  no  increase  in 
funding?  Or  is  CDC  developing  creative  ways  to  increase  the  impact 
o£  its  existing  resources? 

i. 
Dr.  Lee:  Although  no  additional  funds  are  projected  for  CDC's 
HIV  prevention  activities  in  FY  1995,  it  is  hoped  that  the  HIV 
Prevention  Community  Planning  process  will  increase  the 
effectiveness  of  the  programs  by  more  closely  matching  the  programs 

/ 


to  the  needs  of  the  communities  served.  /  / 


The  primary  objectives  of  HIV  prevention  community  planning 
are<   (1)  to  Involve  the  communities  for  which  programs  are  Intended 
and  the  providers  of  these  programs  in  the  planning  of  the  programs; 
and  (2)  to  tie  science  together  more  closely  with  program  planning. 
Although  one  critical  step  In  the  community  planning  process  is 
conducting  a  needs  assessment  to  identify  gaps  in  services,  another 
critical  step  is  prioritizing  these  needs.   Level  funding — along 
with  (1)  effectiveness  of  program  interventions,  (2)  cost 
effectiveness,  (3)  community  norms,  and  (4)  assessment  of  other 
potential  providers  and  resources  available  to  meet  the  need--are 
all  components  to  be  considered  in  the  prioritization  process.   HIV 
Prevention  Community  Planning  should  result  In  a  re-prioritization 
of  program  activities  to  meet  the  specific  needs  of  each 
jurisdiction,  rather  than  a  federally  mandated  program.   Such  an 
approach  will  concentrate  increasingly  scarce  resources  and  target 
them  where  the  community  deems  necessary. 

In  November  1993,  the  CDC  External  Review  Committee  presented 
its  reports  on  CDC  HIV/AIDS  prevention  activities.   These  reports 
address  several  areas  where  CDC  activities  can  be  Improved  and  made 
more  efficient.   CDC  is  exploring  how  to  maximize  the  effectiveness 
of  current  programs ,  which  would  Include  the  more  expeditious  use  of 
currently  available  funding  levels.   The  findings  and 
recommendations  of  the  committee  will  be  made  available  to  the 
public  in  the  coming  weeks. 
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PEDIATRIC  AIDS 

Mr.  Serrano:   Dr.  Lee,  how  is  HHS'  work  In  pediatric  AIDS 
divided  among  CDC,  HRSA,  NIH,  and  other  Public  Health  Service 
agencies?   How  are  efforts  coordinated,  and  which  agency  takes  the 
lead  in  which  areas? 

Dr.  Lee:   Coordination  of  programmatic  and  policy  initiatives 
related  to  HIV/AIDS  is  conducted  through  regular  meetings  for  senior 
officials  of  PHS  and  other  Operational  Divisions  within  the 
Department  of  Health  and  Human  Services.   Monthly  meetings  are 
scheduled  and  conducted  to  deal  specifically  with  HIV/AIDS-related 
issues.   The  discussion  includes  coordination  of  upcoming  activities 
in  prevention,  services  and  research.   We  are  also  currently 
exploring  how  to  implement  a  multi-level  comprehensive  planning  and 
coordination  mechanism  that  will  feed  into  an  interdepartmental 
coordination  effort  for  HIV/AIDS-related  activities. 

The  following  is  a  listing  of  the  programmatic  and  policy 
areas  that  each  PHS  agency  handles: 


PREVENTION: 
CDC: 


HIV  Prevention 

Comprehensive  School  Health  Education 
Information  Network  -  Pediatric  HIV/AIDS 
School  Programs 


SERVICES : 

HRSA: 

•  HIV  Services  (Ryan  White  Care  Act,  Title  IV) 

•  Pediatric /Family  HIV/AIDS  Programs 

•  Hemophilia  Pediatric  AIDS 

RESEARCH: 
NIH: 

•  National  Institute  of  Child  Health  and  Human  Development 

•  Pediatrics  treatment 

MENTAL  HEALTH: 
SAMHSA: 

•  AIDS  Coordinator 


DRUG  DEVELOPMENT: 
FDA: 

•  Office  of  AIDS  and  Special  Health  Needs 

POLICY  DEVELOPMENT  -  PREVENTION,  SERVICES,  RESEARCH: 

•  Office  of  National  AIDS  Policy  Coordinator 

•  Office  of  the  Surgeon  General 

•  Office  of  Policy  and  Evaluation,  Administration  for 
Children  and  Families 


810 


PHS  AND  HISPANICS 

Mr.  Serranot  Dr.  Lee,  as  you  know,  the  Congressional  Hispanic 
Caucus,  wbich  I  chair,  is  concerned  about  Hispanic  hiring  and 
promotion  within  PHS,  Hispanics  as  biomedical  researchers  and 
research  subjects,  Hispanics  in  health  professions,  and  the 
inequitable  allocation  of  PUS  resources  that  are  targeted  at 
minorities. 

Will  you  outline  for  the  Subcommittee  the  steps  you  are  taking 
or  planning  to  take  to  improve  the  situation  with  regard  to 
Hispanics  and  the  Public  Health  Service? 

Dr.  Lee:  The  Public  Health  Service  is  fully  comaiitted  to 
addressing  the  lingering  problem  of  severe  underrepresentation  of 
Hispanics  within  PHS.  While  we  have  made  some  progress  over  the 
last  fiscal  year  in  dealing  with  the  problem  of  Hispanic 
underrepresentation  in  the  PHS  workforce,  much  work  remains  to  be 
done. 

As  a  significant  first  step,  however,  PHS  has  recruited  and 
appointed  a  number  of  Hispanics  to  various  senior-level  non-career 
positions,  including  the  appointment  of  Giro  V.  Sumaya,  M.D.  to  the 
position  of  Administrator,  Health  Resources  and  Services 
Administration  and  the  nomination  of  Nelba  R.  Chavez,  Ph.D.  to  serve 
as  the  Administrator,  Substance  Abuse  and  Mental  Health  Services 
Administration.   Efforts  to  rectify  the  underrepresentation  in  the 
career  civil  service  will  be  challenging  in  light  of  our  current  re- 
inventing government  activities.  However,  we  are  developing  a  set 
of  strategies  to  address  this  issue. 

As  a  first  step,  we  have  agreed  to  the  implementation  of  the 
Congressional  Hispanic  Caucus  proposed  'Four  Point  Plan,*  which,  as 
you  know  is  designed  to  address  specific  needs  and  concerns  of  the 
Hispanic  community.   Already  the  Principal  Deputy  Assistant 
Secretary  for  Health  has  convened  a  meeting  with  senior-level 
Hispanic  employees  from  the  PHS  agencies  to  begin  discussing  initial 
Implementation  efforts  of  the  "Four  Point  Plan." 

The  PHS  agencies  are  making  a  concerted  effort  to  recruit 
Hispanics  by  attending  job  fairs,  recruitment  conferences,  forums 
and  symposia;  widely  publicizing  vacancy  announcements;  visiting 
colleges  and  universities  and  participating  and  attending  national 
conferences  conducted  by  Hispanic  organizations. 

Further,  the  PHS  agencies  are  in  the  process,  or  have 
established,  an  automated  system  of  current  job  applicants  --  the 
Applicant  Supply  File  (ASF).  Applications  are  collected  by  the 
representatives  attending  the  job  fairs  at  colleges  and  universities 
throughout  the  country,  and  are  reviewed  and  entered  into  the  ASF. 
Selecting  officials  have  direct  access  to  the  automated  system. 

We  have  established  a  working  relationship  with  Texas  A&M 
University,  which  has  a  large  Hispanic  student  population,  with 
hopes  of  placing  their  students  Into  OASH  internship  programs 
whenever  feasible.   In  addition,  we  have  an  ongoing  relationship 
with  the  Hispanic  Association  of  Colleges  and  Universities  (UACU) 


811 


and  will  continue  to  inform  UACU  educational  institutions  of 
employment  and  internship  opportunities  as  they  occur.   We  also 
provide  copies  of  external  vacancy  announcements  to  the  Latin 
American  Association.  Agency  representatives  work  with  this 
organization  in  presenting  programs,  information  seminars,  etc. 

Through  the  outreach  efforts  of  the  Hispanic  constituency 
within  PHS  (PHS  Hispanic  Employment  Program  Manager,  PHS  Hispanic 
Employee  Organization,  etc),  candidates  were  sought  to  apply  for 
two  Senior  Executive  Service  (SES)  vacancies  at  NIH,  one  in  the 
Office  of  the  Director  and  one  in  the  National  Library  of  Medicine. 
Both  candidates  were  on  the  best  qualified  lists  and  were  selected 
for  the  SES  positions. 

DEPARTMENT  COMMUNITY  EMPOWERMENT  INITIATIVE 

Mr.  Serrano:   Dr.  Lee,  the  budget  justifications  for  CDC  and 
SAMHSA  make  passing  reference  to  the  "Department  Community 
Empowerment  Initiative."   Will  you  describe  this  initiative  for  the 
Subcommittee? 

Dr.  Lee:   The  Community  Empowerment  Initiative  was  authorized 
under  the  Omnibus  Budget  Reconciliation  Act  of  1993.   Congress 
appropriated  a  one-time  special  funding  of  $1  billion  in  the  FY  1994 
Social  Services  Block  Grant  appropriation.   These  funds  will  be  made 
available  to  nine  empowerment  zones  and  95  enterprise  communities. 
The  Departments  of  HUD  and  Agriculture  will  have  lead  responsibility 
in  the  designation  of  these  areas,  but  Secretary  Shalala  is  a  member 
of  the  Vice  President's  Enterprise  Board,  which  is  coordinating  the 
empowerment  application  and  selection  process. 

The  Vice  President  has  been  an  active  leader  of  this 
initiative.   He  has  convened  and  chaired  six  seminars  for  senior 
agency  officials  focusing  on  community-related  issues,  including 
shared  risk-taking,  economic  investment  strategies  in  poverty  areas, 
and  service  coordination  and  integration.   Implementation  of  the 
initiative  is  being  managed  by  the  National  Economic  Council,  which 
has  formed  numerous  working  groups. 

In  response  to  a  request  to  all  departments,  we  have 
identified  approximately  $A00  million  over  five  years,  from  16  HHS 
programs  that  would  give  special  consideration  to  applicants  that 
meet  all  program  criteria  and  priorities,  that  serve  communities 
that  are  characterized  by  high  levels  of  poverty  and  other  forms  of 
socio-economic  distress  and  that  are  engaged  in  a  comprehensive 
community  strategic  planning  process.   Four  programs  in  PHS  will 
participate  in  this  initiative  in  FY  1995:   CDC's  Childhood  Lead 
Poisoning  Program;  SAMHSA' s  Substance  Abuse  Prevention  and  Hard  Core 
Demonstration  Programs;  and  HRSA's  Rural  Health  Technical  Assistance 
Program. 

SAMHSA  will  give  special  consideration  to  otherwise  qualified 
applicants  who  propose  to  serve  residents  of  places  which  are 
characterized  by  general  socio-economic  distress  and  which  have 
undertaken  a  comprehensive  strategic  planning  process.   Further 
special  consideration  will  be  given  to  applicants  who  propose  to 
serve  people  in  areas  designated  as  Federal  Empowerment  Zones  or 
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Enterprise  Communities  (EZ/EC).   This  will  be  accomplished  by 
incorporating  the  requirements  in  the  criteria  vhich  will  be  the 
basis  for  the  grant  awards.   Due  to  the  nature  of  SAMHSA's  programs, 
many  of  them  are  located  in  areas  that  will  qualify  as  Empowerment 
Zones. 

The  Office  of  Rural  Health  Policy,  HRSA  supports  the  creation 
of  a  partnership  between  each  EZ/EC  and  an  outside  organization  with 
the  skills  and  staff  capable  of  facilitating  a  process  that  will 
help  these  distressed  communities  Identify,  prioritize,  and  address 
their  particular  health  care  needs.   Partnerships  will  be  developed 
at  both  the  federal  and  state  levels  that  will  focus  existing 
expertise  onto  this  community  development  process  and  provide 
ongoing  encouragement  and  support  to  each  EZ/EC. 

PRIMARY  CARE  HEALTH  PROFESSIONS  TRAINING 

Mr.  Serrano:   The  Administration  proposes  to  consolidate 
HRSA's  dozen  primary  care  health  professions  programs  into  one. 
However,  despite  the  emphasis  the  President  places  on  Increasing  the 
numbers  of  primary  care  health  professionals,  total  funding  for  the 
primary  care  initiative  would  be  over  $13  million  below  the 
comparable  FY  1994  level. 

How  will  this  funding  level  support  the  President's  goal  of 
increasing  the  training  of  generalist  health  professionals  to 
support  a  reformed  health  care  system? 

Dr.  Lee:   The  FY  1995  budget  reflects  some  difficult  choices 
between  investment  strategies  and  targeted  deficit  reduction 
savings.   A  major  mission  of  the  HRSA  is  to  increase  the  numbers  of 
primary  care  health  professionals  to  address  the  serious  shortage  of 
professionals  in  inner  city  and  rural  areas.   All  of  HRSA's  primary 
care  training  programs  would  be  reduced  but  some  less  than  others. 
All  current  grantees  would  be  held  harmless  and  will  be  protected; 
continuation  support  would  be  provided  to  all  existing  grantees.   In 
high  priority  areas  such  as  Family  Medicine  Training,  General 
Internal  Medicine  and  Pediatrics  Training,  Area  Health  Education 
Centers,  Public  Health,  Health  Administration,  Physician  Assistant 
Training,  and  Health  Education  and  Training  Centers,  there  would  be 
dollars  to  fund  new  applications.  Podlatric  Medicine  Training  and 
Chiropractic  Demonstration  Grants  would  not  be  funded. 

ADVANCED  GENERAL  DENTISTRY  PROGRAM 

Mr.  Serrano:   It  also  appears  that  the  general  dentistry 
program  would  not  be  funded  in  the  budget  request.   Does  the  PHS  not 
consider  dental  care  a  necessary  part  of  primary  health  care? 

Dr.  Lee:   The  PHS  considers  oral  health  care  an  integral  part 
of  primary  health  care.   Funds  for  the  Advanced  General  Dentistry 
(AGD)  program  are  included  in  the  proposed  revised  FY  1995 
President's  Budget  as  a  line  item  request  under  the  general  heading 
of  Primary  Care  Health  Professions  Initiatives.   It  is  now 
envisioned  that  consolidation  of  the  Health  Profession's  programs 
will  be  achieved  over  a  two  year  period,  working  with  the 
Congressional  authorizing  committees  to  give  grants  more  flexibility 
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in  directing  resources.   The  categorical  amount  provided  for  the 
General  Dentistry  program  is  $1.6  million  in  FY  1995.   Under  the 
proposed  revised  FY  1995  request,  all  current  grantees  would  be  held 
harmless  and  will  be  protected;  continuation  support  would  be 
provided  to  all  existing  grantees. 

Mr.  Serrano:   Four  Bronx  hospitals  participate  in  the  program; 
what  will  the  impact  be  on  them  and  on  their  ability  to  provide 
basic  dental  care  to  their  underserved  neighbors,  such  as  my 
constituents  in  the  South  Bronx?  And  what  other  sources  of  dental 
care  will  these  underserved  populations  have? 

Dr.  Lee:   The  Health  Security  Act  places  great  emphasis  on 
preventive  dental  care.   By  1998,  all  children  under  age  18  will 
have  coverage  for  preventive  dental  services,  and  by  2001,  all 
adults  will  have  this  coverage  as  well. 

This  represents  a  significant  improvement  over  the  current 
system.   A  study  conducted  by  Lewin-VHI  for  Families  USA  estimates 
that  by  2001,  121  million  Americans  (87  million  adults  and  34 
million  children)  will  have  gained  dental  benefits  because  of  the 
President's  health  care  plan. 

In  your  State,  Mr.  Serrano,  over  8  million  individuals  will 
gain  dental  benefits  by  2001  as  a  result  of  the  President's  health 
care  plan. 
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OFFICE  OF  ADOLESCENT  HEALTH 

Ms.  DeLauro:   I  applaud  the  creation  of  the  new  Office  of 
Adolescent  Health.   We  must  devote  more  attention  to  our  adolescents 
--  their  needs  and  special  problems  have  been  overlooked  for  too 
long.   Adolescence  is  the  time  when  many  life-long  habits  are  formed 
and  many  risky  behaviors  are  engaged  in.   How  will  this  office 
interact  with  the  other  PHS  agencies  (HRSA,  CDC,  NIH)  --  are  there 
specific  projects  you  will  undertake  in  conjunction  with  them?  What 
specific  issues  do  you  anticipate  will  be  investigated  in  FY  19957 
Will  the  problem  of  adolescent  childbearing  receive  the  new  Office's 
immediate  attention?  Are  there  plans  to  address  health  problems 
that  have  a  greater  impact  on  girls  than  boys? 

Dr.  Lee:   The  mission  of  the  OAH,  which  is  planned  to  be 
administered  and  directed  by  the  Office  of  Population  Affairs  within 
CASH,  is  to  ensure  a  focal  point  for  coordinated,  comprehensive  and 
continuing  PHS  leadership  on  health  issues  related  to  adolescents. 
The  authorizing  legislation  specifically  charges  the  OAH  with  two 
broad  mandates: 

•  Coordination  of  activities  within  the  Department  that 
relate  to  disease  prevention,  health  promotion, 
preventive  health  services,  and  health  information  and 
education  in  order  to  improve  adolescent  health,  as  well 
as  coordinating  those  activities  with  similar  activities 
in  the  private  sector;  and 

•  Support  of  demonstration  projects  and  research  related 
to  adolescent  health. 

OAH  program  funding  will  be  utilized  for  policy  coordination 
and  Information  dissemination  activities.  Including: 

•  Cooperative  agreements  with  other  PHS  and  HHS  agencies 
to  facilitate  special  interagency  projects  directed  at 
improving  adolescent  health  across  programs,  and 
collaborative  efforts  with  national  organizations. 

•  Continued  operation  of  an  adolescent  health 
clearinghouse  and  support  for  a  computerized  national 
database  of  current  information  on  adolescent  health 
that  is  accessible  by  researchers  and  policymakers. 

•  Consultation  within  the  Department  and  with  national 
experts  to  develop  a  national  plan  to  Improve  adolescent 
health  which  is  to  be  consistent  with  the  Healthy  People 
2000  objectives. 

The  OAH  will  also  support  a  small  number  of  demonstration  and 
research  project  activities.  Demonstration  projects  will  consist  of 
a  relatively  small,  but  highly  focused  set  of  demonstration  grant 
projects  on  specific  adolescent  health  Issues  of  high  priority.  OAH 
funding  for  many  of  these  projects  would  serve  as  'magnet"  or  "glue" 
money  for  collaborative  efforts  with  other  PHS  and  HHS  agencies  to 
address  major  Issues  of  adolescent  mortality  and  morbidity. 
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Demonstration  projects  would  be  directed,  comprehensive, 
multi-agency  evaluation  efforts  to  examine  specific  areas  of 
concern,  including:   (1)   integrated  prevention  approaches  to 
adolescent  pregnancy  and  sexually  transmitted  diseases  through 
comprehensive  health  education  programs  serving  youth  most  at-risk; 
(2)  the  relationship  of  adolescent  sexual  behavior  and  violence;  (3) 
issues  surrounding  the  mental  health  needs  of  adolescents;  and  (4) 
improvements  in  the  delivery  of  health  care  services  to  adolescents, 
as  well  as  non-traditional  approaches  to  service  delivery  for  the 
adolescent  population. 

The  OAH  will  provide  leadership  in  guiding  and  coordinating 
PHS  research  efforts  related  to  adolescent  health.   This  will  be 
accomplished  through  policy  relevant  research  activities  in 
colleiboration  with  the  primary  PHS  research  agencies,  including  the 
National  Institutes  of  Health  and  the  National  Center  for  Health 
Statistics.   These  efforts  will  seek  to  pool  resources  to  enhance 
existing  research  activities  and  to  address  gaps. 

The  problems  of  adolescent  pregnancy  prevention  will  continue 
to  be  a  priority  for  the  Office  of  Adolescent  Health,  although  the 
approaches  will  be  broader  and  more  comprehensive  than  has  been  the 
case  in  the  past.   There  are  no  plans  to  focus  on  problems  that  have 
a  greater  impact  on  girls  than  on  boys. 

Ms.  DeLauro;   Your  testimony  indicates  a  reprogramming  action 
is  planned  in  FY  1994  to  initiate  this  office.   What  level  of 
funding  will  be  reprogrammed  in  FY  1994,  and  where  will  those  funds 
come  from? 

Dr.  Lee:   A  reprogramming  action  is  currently  under  review 
with  the  PHS  in  order  to  reprogram  funding  from  the  AFL  program  to 
initiate  operation  of  an  Office  of  Adolescent  Health.   As  we  move 
further  into  the  fiscal  year,  however,  the  significance  of  a  FY  1994 
reprogramming  diminishes  and  OAH  operations  will  more  likely  rely  on 
the  program  transfer  request  included  in  the  President's  FY  1995 
Budget . 

OAH  funds  would  be  reprogrammed  from  the  Adolescent  Family 
Life  (AFL)  Program  which  has  not  been  reauthorized  by  Congress  and 
has  been  operating  under  provisions  provided  for  in  the  annual 
appropriations  process.   The  Office  of  Adolescent  Health  was 
authorized  in  1992  but  has  not  received  funds  with  which  to  carry 
out  its  legislative  mandate.   Funding  for  the  AFL  Program  in  FY  1994 
is  $6.3  million. 
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NICOTINE  SPIKING 

Ms.  Bentley:   In  early  March,  you  appeared  before  another 
Appropriations  Subcommittee  with  Dr.  Kessler  of  the  FDA.   You  stated 
then  that  your  Department  had  requested  a  Justice  Department 
Investigation  of  the  tobacco  Industry's  alleged  "spiking*  of 
nicotine.   Your  office  then  Issued  a  "clarification"  saying  that  you 
had  misspoken,  but  that  the  Justice  Department  had  been  consulted  on 
several  Issues  relating  to  cigarettes.   Has  HHS  taken  any  steps  to 
Investigate  manufacturing  practices  of  the  tobacco  Industry? 

Dr.  Lee:   In  September  and  December  of  1993,  CDC  wrote  U.S. 
tobacco  manufacturers  to  express  concern  that  nicotine.  In  the 
process  of  extraction  and  reappllcatlon  during  cigarette 
manufacture,  constituted  an  Ingredient  that  should  be  reported  to 
DHHS.   The  response  from  the  Industry  was  not  satisfactory. 
Consequently,  CDC  consulted  with  the  Department  of  Justice  (DOJ), 
which  has  statutory  responsibilities  to  enforce  the  provisions  of 
the  Comprehensive  Smoking  Education  Act  (Public  Law  98-474).   CDC 
continues  to  discuss  this  Issue  with  DOJ. 

CDC  convened  a  task  force  to  analyze  the  toxicologic 
properties  of  cigarettes  and  identify  additional  Information  that 
would  be  needed  In  the  ingredients  list  to  determine  health  risks. 

Ms.  Bentley:  Also,  when  will  HHS  release  its  report  to 
Congress  regarding  the  particular  ingredients  used  in  the 
manufacture  of  cigarettes? 

Dr.  Lee:   Public  Law  98-474,  Comprehensive  Smoking  Education 
Act,  states  that  the  Secretary  shall  submit  to  the  Congress  a  report 
on  the  lists  of  ingredients  added  during  the  manufacture  of 
cigarettes  at  such  times  as  the  Secretary  considers  appropriate. 
CDC  is  preparing  such  a  report,  which  Is  scheduled  to  be  submitted 
to  Congress  later  this  year. 
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DRUG  ABUSE 

Mr.  Bonlllat   Would  you  agree  that  drug  abuse  is  not  simply 
related  to  crime  and  violence?   It's  at  the  heart  of  homelessness, 
escalating  health  care  costs,  the  spread  of  AIDS,  our  economic 
competitiveness  and  so  much  more  and  we  need  to  do  all  we  can  to 
combat  the  use  of  drugs  in  our  society. 

Dr.  Lee:   Drug  abuse  cannot  be  viewed  in  isolation;  it  is 
inextricably  linked  to  a  host  of  domestic  policy  issues  and  social 
ills.   This  link,  and  a  strategy  by  which  to  address  these  issues, 
is  clearly  outlined  in  the  President's  199A  National  Drug  Control 
Strategy.  Addressing  the  problems  of  drug  abuse  makes  up  good 
health  policy,  good  economic  policy,  and  good  domestic  policy. 

DRUG  TRENDS 

Mr.  Bonilla;   Why  do  you  think  that  anti-drug  attitudes  are 
beginning  to  soften  and  reverse,  particularly  among  our  youth? 

Dr.  Lee:   There  is  no  clear  explanation  for  the  decline  in 
perceived  dangers  and  the  increase  in  drug  use  among  teenagers 
indicated  in  recently  published  surveys  from  1992  and  1993.   It  is 
possible  that  the  increases  in  prevalence  among  students  may  be  a 
random  interruption  in  the  trends  and  a  downward  trend  may  resume  in 
the  future . 

Trends  from  both  the  National  Household  Survey  on  Drug  Abuse 
(NHSDA)  and  the  Monitoring  the  Future  (MTF)  study  clearly 
demonstrate  the  significant  gains  made  in  the  1980s  in  educating 
Americans  about  the  health  risks  of  illicit  drugs.   However,  the 
lack  of  further  significant  progress  regarding  perceptions  of  risk 
in  using  illicit  drugs  in  the  1990s  indicates  a  need  for  continuing 
and  strengthening  prevention  work,  especially  among  today's  youth. 
We  can  never  decrease  our  vigilance  on  this  front.   These  trends 
remind  us  that  we  must  ensure  we  teach  each  generation  of  young 
people  how  to  resist  social  pressure  to  use  drugs.   It  is  important 
to  note  though  that  while  the  increasing  rates  in  illicit  drug  use 
among  teenagers  represent  a  reversal  of  the  declines  recorded  for 
more  than  a  decade,  they  are  still  well  below  the  peak  levels 
reached  in  the  late  19708  and  early  19808. 

DRUG  BUDGET 

Mr.  Bonilla:   In  recent  months,  the  government  has  released 
studies  showing  that  our  nation's  drug  problem  is  becoming  more 
serious  and  widespread.  After  more  that  an  decade  of  decline,  drug 
use  in  this  country  jumped  up  in  1993.  Yet  since  taking  office  the 
Administration  has  sent  mixed  signals  regarding  the  use  of  drugs. 
Last  year  President  Clinton  proposed  budget  slashed  the  drug  czar's 
budget  by  8A  percent,  the  State  Department's  anti-narcotics  budget 
by  32  percent  and  has  proposed  a  $200  million  cut  in  drug- 
interdiction  efforts  at  the  Defense  Department. 

What  is  the  administration's  comprehensive  approach  for  its 
drug  policy? 
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Dr.  Lee:   The  199A  National  Drug  Control  Strategy  clearly 
outlines  this  administration's  approach  to  drug  policy.   The 
Strategy  focuses  on  four  key  areas: 

•  Chronic  hardcore  drug  use  and  the  violence  that 
surrounds  it,  which  are  at  the  heart  of  the  Nation's 
drug  crisis. 

•  Prevention  efforts  to  educate  the  young  on  the  dangers 
of  illicit  drug  use. 

•  The  need  to  empower  local  communities  with  an  integrated 
plan  of  education,  prevention,  treatment,  and  law 
enforcement. 

•  Changes  in  how  the  United  States  carries  out 
international  drug  control  policy  to  refocus 
interdiction's  emphasis  from  the  transit  zones  to  the 
source  countries. 

The  Strategy  recognizes  that  drug  abuse  cannot  be  viewed  in 
isolation;  it  is  inextricably  linked  to  a  host  of  domestic  policy 
issues  and  social  ills.   It  shifts  the  primary  focus  away  from  the 
easy  part  of  the  drug  problem,  reducing  casual  or  intermittent  drug 
use,  to  the  most  difficult  aspect,  reducing  drug  use  and  its 
consequences  by  hard-core  drug  users.   It  also  recognizes  drug  abuse 
as  a  chronic,  relapsing  disorder,  one  that  lies  at  the  base  of  a 
major  public  health  problem.   All  told,  this  strategy  outlines  an 
aggressive  plan  for  reducing  hard  core  drug  use  and  its 
consequences,  while  strengthening  the  other  important  aspects  of 
national  anti-drug  efforts. 

CAREERS  IN  HEALTH  PROFESSIONS  FOR  MINORITIES 

Mr.  Bonilla:  You  state  on  page  13  of  your  budget 
justification  that  a  report  on  Hispanic  subgroups  is  under 
development  and  the  agency  will  be  unable  to  complete  the  report 
until  April.  What  is  the  status  of  the  report? 

Dr.  Lee:   A  draft  was  prepared  by  the  Office  of  Minority 
Health  with  input  from  other  PHS  agencies.   The  report  has  been 
reviewed  and  returned  to  OMH  for  revision.   We  will  make  efforts  to 
expedite  the  submission  of  this  report  to  the  Committee. 

HEALTH  CARE  REFORM 

Mr.  Bonilla:   If  Congress  enacts  some  kind  of  health  care 
reform  this  year  will  your  office  still  need  $3  million  in  FY  1995 
to  serve  as  the  focal  point  for  the  coordination  of  Public  Health 
Service's  efforts? 

Dr.  Lee;   Following  enactment  of  health  care  reform 
legislation,  the  OASH  responsibilities  will  be  even  more  important 
than  at  present.   Post- enactment,  primary  responsibility  for  the 
successful  implementation  of  the  legislation  will  rest  with  the 
program  agencies  (PHS,  HCFA,  National  Health  Board  or  other  new 
administrative  entities).   OASH  staff  will  assist  the  ASH  in  the 


819 


complex  process  of  designing  the  implementation  of  the  PHS  programs, 
consulting  with  interested  parties  on  issues  relating  to 
implementation,  and  providing  leadership  for  the  multiple  aspects  of 
reform  legislation  that  will  require  coordination  between  two  or 
more  PHS  agencies ,  PHS  and  HCFA  and  within  HHS  and  other  departments 
of  government. 
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Office  of  the  Assistant  Secretary  for  Health 

For  the  expenses  necessary  for  the  Office  of  the  Assistant  Secretary  for 
Health  and  for  carrying  out  titles  III,  XVII,  and  XXI  of  the  Public  Health 
Service  Act,  [$69,917,000]  $69,742,000,   and,  in  addition,  amounts  received 
from  Freedom  of  Information  Act  fees  and  reimbursable  and  interagency 
agreements  shall  be  credited  to  this  appropriation  and  shall  remain  available 
until  expended. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

Assistant  Secretary  for  Health 
Office  of  the  Assistant  Secretary  for  Health 


Amounts  Available  for  Obligation  \J 


1993  1994  1995 

Actual  Appropriation  Estimate 

Appropriation: 

Annual  $56,369,000     $69,917,000  $69,742,000 


Comparative  transfer 
from: 

"Health  Resources 
and  Services",  HRSA 
for  Minority  Male 
Program  4 .910 .000 


Subtotal,  adjusted 

budget  authority  ...   61,279,000      69.917,000       69,742,000 


Unobligated  balance, 

lapsing  -954.000 


Total  obligations  ..  $60,325,000     $69,917,000      $69,742,000 


1/  Excludes  the  following  amounts  for  reimbursable  activities: 

FY  1993,  $52,830,000  and  579  FTEs;  FY  1994,  $53,265,000  and  578  FTEs; 
FY  1995,  $54,309,000  and  618  FTEs. 
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Office  of  the  Assistant  Secretary  for  Health 
SUMMARY  OF  CHANGES 

1994  Appropriation  $69,917,000 

1995  Request  69.742.000 

Net  Change -$175,000 

1994  Appropriation 

Base Changes  from  Base 

Budget  Budget 

FTE Authority   FTE    Authority 

Increases: 

A.  Built-in: 

1.  January  1995  pay  raise  of  1.6%  —    $28,860,000   —    +$434,000 

2.  Within-grade  increases  —   $28,860,000   — -     +506,000 

3.  Annual ization  of  1994 

Coranissioned  Corps  pay  raise  —   $28,860,000   —     +21,000 

4.  Annual ization  of  1994  locality 

pay  increase  ---  28,860,000  —  +363,000 

5.  DHHS  Working  Capital  Fund  ..  ---  451,000  —  +5,000 

6.  PHS  Service  and  Supply  Fund  — -  1,995,000  -—  +313,000 

7.  Rent  —  3,560,000  —  +96,000 

8.  Inflation  costs  on  other 

objects  —  —  zz^  ^766. 000 

Subtotal,  Built-in  —    +2,504,000 

B.  Program: 

1.  Adolescent  Health  —         —  ±11        +6.825.000 

Initiation  of  more  compre- 
hensive adolescent  program  to 
supplant  the  Adolescent 
Family  Life  Program. 

Total,  Increases  +13    +9,329,000 

Decreases: 

A.  Built-in: 

1.  One  less  day  of  pay  —    28,860,000   —     -131,000 

B.  Program: 

1.  Adolescent  Family  Life  13     7,000,000   -13    -7,000,000 

Program  elimination. 

2.  Disease  Prevention  25     4,771,000   —     -155,000 

Absorption  of  built-in 
increases. 

3.  Physical  Fitness  &  Sports  ...    16     1,453,000   —      -57,000 

Absorption  of  built-in 
increases. 
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1994  Appropriation 

Base Changes  from  Base 

Budget  Budget 

FTE     Authority  FTE     Authority 


4.  Minority  Health  77 

Absorption  of  built-in 
increases  and  FTE  decrease. 

5.  National  AIDS  Program  Office     33 

Absorption  of  built-in 
increases. 

6.  National  Vaccine  Program  35 

Absorption  of  built-in 
increases. 

7.  Research  Integrity  52 

Absorption  of  built-in 
increases  and  FTE  decrease. 

8.  Women's  Health  10 

Absorption  of  built-in 
increases. 

9.  Emergency  Preparedness  23 

Absorption  of  built-in 
increases. 

10.  Health  Care  Reform  22 

Absorption  of  built-in 
increases. 

11.  PHS  Management  257 

Absorption  of  built-in 
increases  and  FTE  decreases. 

Total ,  Program  

Total  Decreases  

Net  Change  


20,398,000    -1     -418,000 


2,929,000 


2,737,000 


1,000,000 


2,250,000 


3,000,000 


-112,000 


-265,000 


4,000,000    -1     -172,000 


-30,000 


-85,000 


-159,000 


20,379,000   _:i  -920.000 

=11  -9.373.000 

-17  -9,504,000 

-4  -175,000 
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Office  of  the  Assistant  Secretary  for  Health 

Budget  Authority  by  Activity 

(Dollars  in  thousands) 

1993             1994  1995 

^^  Agtti^l  „,      APPr9pris<tion      Estimate 

m  BA     m     M     £!£     M 

1.  Population  affairs: 

(a)  Adolescent  family 

life  11   $7,598      13    $7,000      

(b)  Adolescent  health.    —     -—      —     — -      13   $6,825 

2.  Special  health  initiatives: 

(a)  Disease  prevention 

and  health 

promotion  24    4,778       25    4,771       25    4,771 

(b)  Physical  fitness 

and  sports  15    1,453       16     1,453       16    1,453 

(c)  Minority  health  ..    69   20,398  1/    77    20,398      76   20,398 
(AIDS)  (4)   (2,394)      (5)   (2,394)      (5)   (2,394) 

(d)  National  AIDS 

program  office      30    2,936      33    2,929      33    2,929 

(e)  National  vaccine 

program 33    2,737      35    2,737      35    2,737 

(f)  Office  of  research 

integrity  41    —       52    4,000      51    4,000 

(g)  Office  on  women's 

health  5    —       10    1,000      10    1,000 

(h)  Emergency 

preparedness  19    —       23    2,250      23    2,250 

(i)  Health  Care 

Reform  i^     ^^  2Z  3.000       22    3.000 

Subtotal  236   32,302      293    42,538      291   42,538 

3.  Public  health  service 

management  222   21.379      252    20.379      255   20-379 

Total,  BA  526  $61,279      563   $69,917      559  $69,742 

Reimbursable  FTEs: 

PHS  Service  and 
Supply  Fund  429     —      445      —      439 

Other  Reimbursements    15Q     — -      133      —      179     — - 

Total,  FTEs  1,105     — -     1,141      —     1,177 

1/  Reflects  comparative  transfer  from  the  Health  Resources  and  Services 
Administration  of  $4,910,000  for  the  Minority  Male  Grant  Program. 


$106,981 

$114,707 

+$7,726 

11.51 

11.49 

$50,756 

$52,867 

+$2,111 
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Budget  Authority  by  Object 
Office  of  the  Assistant  Secretary  for  Health 

FY  1994       FY  1995     Increase/ 
Appropriation     Estimate    Decrease 

Total  compensable  workyears: 
Full-time  equivalent  employment  ..         563         559         -4 

Full-time  equivalent  of 
overtime  and  holiday  hours  2  2        — 

Average  SES  salary  

Average  GS  grade  

Average  GS  salary  

Personnel  compensation: 

Full-time  permanent  

Other  than  full-time  permanent  ... 

Other  personnel  compensation  

Special  personnel  service  payments 
Total  personnel  compensation  ... 

Personnel  benefits  

Travel  and  transportation  of  persons 

Transportation  of  things  

Rent,  communications  and  utilities: 

Rental  payments  to  GSA  3,560,000     3,656,000     +96,000 

Communications,  utilities,  and 
miscellaneous  charges  

Printing  and  reproduction  

Consultant  services  contracts  

Project  contracts  

Other  services  


$25,334,000 

$25,683,000 

+$349,000 

/ 

2,927,000 

2,885,000 

-42.600 

545,000 

479,000 

-66,000 

54.000 

52.000 

-2.000 

28,860,000 

29,099,000 

+239,000 

5,770,000 

5,812,000 

+42,000 

1,088,000 

1,037,000 

-51,000 

134,000 

108,000 

-26,000 

1,175,000 

1,245,000 

+70,000 

373,000 

355,000 

-18,000 

6,129,000 

5,974,000 

-155,000 

8,459,000 

8,386,000 

-73,000 
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Budget  Authority  by  Object 

Office  of  the  Assistant  Secretary  for  Health 

FY  1994  FY  1995  Increase/ 

Appropriation  Estimate  Decrease 

Supplies  and  materials  ...: 290.000  211.000  -79,000 

Equipment  ^29.000  384.000  -45,000 

grants  13.650.000  13.475.000  -175.000 

Total ,  budget  authority  by  object     69,917,000  69,742,000  -175,000 
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Budget  Authority  by  Object 
PHS  Service  and  Supply  Fund  \J 

FY  1994        FY  1995       Increase/ 
Estimate      Estimate      Decrease 

Total  compensable  workyears: 
Full-time  equivalent  employment: 

Indian  Health  Service  42  42         

Health  Resources  and  Services 

Administration  128         128         

Food  and  Drug  Administration..        117  117  

Office  of  the  Assistant 

Secretary  for  Health  445         439  -6 

Total,  FTE  employment  732  726  -6 

Average  SES  salary  $107,819      $110,191       +$2,372 

Average  GS  grade  9.78         9.80 

Average  GS  salary  $40,457       $41,358        +$901 


Personnel  compensation: 

Full-time  permanent  $32,859,000  $34,465,000  +$1,606,000 

Other  than  full-time  permanent  ...  341,000  350,000  +9,000 

Other  personnel  compensation  1,281,000  1,300,000  +19,000 

Special  personnel  service  payments   ■2^;^         ---   --- 

Total  personnel  compensation  ...  34,481,000  36,115,000  +1,634,000 

Personnel  benefits  6,248,000  6,544,000  +296,000 

Travel  and  transportation  of  persons  495,000  525,000  +30,000 

Transportation  of  things  1,112,000  1,179,000  +67,000 

Rent,  communications  and  utilities: 

Rental  payments  to  GSA  4,926,000  5,222,000  +296,000 

Communications,  utilities,  and 

miscellaneous  charges  8,548,000  9,061,000  +513,000 

Printing  and  reproduction  728,000  772,000  +44,000 

Consultant  services  contracts  
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1  1 

Budget  Authority  by  Object 
PHS  Service  and  Supply  Fund  1/ 

FY  1994       FY  1995  Increase/ 

Estimate       Estimate  Decrease 

Project  contracts  20,011,000    21,212,000  +1,201,000 

Other  services  22,795,000    44,163,000  +21,368,000 

Supplies  and  materials  37,494,000    48,817,000  +11,323,000 

Equipment  10,471,000    11,097,000  +626,000 

Grants  ^zz.       ^zn   zzz. 

Total  budget  authority  by  object   $147,309,000   $184,707,000  +37,398,000 

ly  Represents  reimbursable  dollars  and  FTEs  in  IHS,  HRSA,  FDA,  and  GASH. 
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OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 
Admlnistrativ9  Costs 
Budget  Authority 


FY  1994 

Change 

Estimate 

From 

FY  1994 

Comparable 

FY199S 

FY  1994 

Object  Classification 

Appropriation 

To  FY  1995  1/ 

Estimate 

Comparable 

Personnel  Compensation: 

11.1 

Full-time  permanent 

25,334,000 

25,334.000 

25,683,000 

349,000 

11.3 

Ottier  than  full-time  permanent 

2.927,000 

2.927.000 

2,885,000 

(42,000) 

11.5 

Other  personnel  compensation 

545.000 

545.000 

479,000 

(66,000) 

11.8 

Special  personnel  services  payments 
Subtotal,  personnel  compensation 

54.000 

54.000 

52.000 

(2,000) 

11  9 

28.660.000 

28.860.000 

29.099.000 

239,000 

12  I 

Civilian  personnel  benefits 

5,770.000 

S.770.000 

5.812.000 

42.000 

13.0 

Benefits  for  former  personnel 

Subtotal  Pay  Costs 

Travel  and  transportation  of  persons 

0 

0 

0 

0 

34,630.000 

34.630.000 

34.911,000 

281.000 

210 

1.088.000 

1.088.000 

1.037.000 

(51.000) 

220 

Transportation  of  things 

134.000 

134,000 

108.000 

(26,000) 

232 

Rental  payments  to  others 

0 

0 

0 

0 

233 

Communications,  utilities,  and 

miscellaneous  charges 

1,175.000 

1.175,000 

1,245.000 

70,000 

24  0 

Printing  and  reproduction 

373.000 

373.000 

355,000 

(18,000) 

250 

Other  Services 

14.588.000 

14.504.000 

14.276,000 

(228,000) 

260 

Supplies  and  materials 
Subtotal  non-pay  costs 

Total  Administrative  Costs 

290.000 

290.000 

211,000 

(79,000) 

17.648.000 

17.564.000 

17,232,000 

(332,000) 

52,278.000 

52.194.000 

52,143,000 

(51,000) 

1/  One  percent  evaluation  funds  are  not  Included  in  this  estimate. 

NOTE:  FY  1994  does  not  Include  rescission  and  FY  1995  does  not  include  any  amendments. 
ED  C:\QPRO\ADMOBJ2  12-May-94  10:50  AM 
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Significant  Items  in  House  and  Senate 

and  Conference  Appropriation 

Committee  Reports 


13 


Item 

1994  House  Report 

Minority  health  -  The  Secretary 
should  assess  organizational  and 
other  changes  to  strengthen  public 
health  efforts  aimed  at  minorities 
throughout  PHS,  including  but  not 
limited  to  improving  reporting  and 
other  communications  between  agency 
directors  and  OMH  on  matters 
affecting  the  health  of  minorities. 
The  Committee  looks  forward  to 
discussing  these  issues  during 
hearings  on  the  fiscal  year  1995 
budget  request. 


Minority  health  -  The  Department  has 
supplied  the  Committee  with 
information  on  the  various  Public 
Health  Service  programs  designed  to 
attract  minority  individuals  to 
careers  in  health  professions  and 
biomedical  research  and  to  support 
their  education  and  career 
development.  The  Committee  is 
pleased  with  the  efforts  of  the  PHS 
in  this  regard  and  requests  that  the 
PHS  report  to  the  Committee  on  the 
relative  effectiveness  of,  and  on 
the  breakdown  among  minority  groups 
including,  Hispanic  subgroups  in, 
each  of  the  programs  involved.  This 
report  should  be  submitted  to  the 
Committee  by  December  31,  1993,  and 
the  appropriate  administration 
officials  should  be  prepared  to 
discuss  it  in  hearings  on  the  fiscal 
year  1995  budget. 


Action  Taken  Or  To  Be  Taken 


OMH  has  the  lead  responsibility  for 
oversight  and  coordination  of  all 
PHS  minority  health  activities.  OMH 
carries  out  this  responsibility 
through  a  series  of  specific 
strategies  and  activities.  OMH 
meets  with  the  Internal  PHS 
Coordinating  Committee  to  evaluate 
and  track  all  activities  throughout 
DHHS  and  PHS.  OMH  has  developed  a 
PHS  minority  network  consisting  of 
focal  points  within  the  offices  of 
the  agency  heads.  These  focal 
points  will  be  continued  and 
strengthened  through  effective 
communication  and  participation  in 
collaborative  activities.  The 
activities  are  monitored  through  the 
Minority  Health  program  and  data 
tracking  system.  Collaboration  will 
be  continued  through  ongoing 
memorandums  of  agreement. 

The  requested  report  is  under 
development.  Because  the  activities 
involved  are  very  complex  we  will  be 
unable  to  complete  the  report  until 
April. 
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Women's  Health  -  The  Conmittee 
intends  part  of  the  increase  for  the 
Office  to  be  used  to  examine  issues 
surrounding  the  appropriate 
integration  of  women's  health  issues 
into  medical  school  curricula.  The 
Committee  directs  that  the  Office 
work  with  the  various  agencies  of 
the  Public  Health  Service,  in 
particular  the  Health  Resources  and 
Services  Administration,  to  study 
the  improvement  of  competencies  in 
training  in  the  care  of  women  with 
the  goal  of  educating  all  physicians 
in  the  full  range  of  women's  health 
issues  and  ending  the  fragmentation 
of  women's  health  care.  This  will 
ensure  the  provision  of  optimal 
health  care  to  women.  The  study 
should  be  broad-based,  including 
specialty  boards,  women's  health 
professionals,  specialists  in 
women's  health.  Members  of  Congress, 
medical  school  representatives,  and 
consumer  groups.  The  Committee 
would  like  to  receive  this  study  by 
February  1,  1994. 


PHS  Hanaqement 

Funding  of  Conferences  -  The 
Committee  is  concerned  about  the 
number  of  conferences  of  one  kind  or 
another  that  are  being  funded  by 
agencies  of  the  Public  Health 
Service.  The  amount  of  money 
involved  here  could  be  substantial. 
The  Committee  needs  to  have  useful 
information  on  this  matter. 
Therefore,  the  Department  is 
directed  to  submit  to  the  Committee 
by  December  31,  1993  a  full  report 
on  the  amounts  spent  on  conferences 
by  the  PHS  agencies  for  fiscal  years 
1991,  1992  and  1993.  The  amounts 
are  to  be  broken  down  by  agency  and 
institute.  In  addition,  informjition 
on  the  purposes  of  the  conferences 
being  funded  should  be  included,  as 
well  as  an  assessment  of  the  adverse 
impact,  if  any,  of  not  holding  some 
of  these  conferences. 


In  response  to  the  Committee's 
request,  PHS  activities  on  this 
matter  that  have  been  initiated 
include:  Collaboration  has  been 
established  between  HRSA,  NIH,  and 
OASH.  Specifically,  1)  the  Women 
and  Medicine  Subcommittee  of  the 
Council  on  Graduate  Medical 
Education  of  HRSA  has  commissioned 
two  papers  on  this  issue.  Drafts 
were  reviewed  at  the  February  COGME 
meeting;  2)  HRSA  is  establishing  a 
women's  health  office  to  work 
together  with  OASH  and  the  Office  of 
Research  on  Women's  Health  (ORWH)  at 
NIH  on  this  and  other  issues;  3)  the 
ORWH  addressed  the  issue  through  its 
AD  Hoc  Task  Force  on  Women  in 
Biomedical  Careers;  and  4)  a  meeting 
with  trans-agency  representation  and 
other  appropriate  participants  will 
be  held  to  assess  the  activities  in 
the  various  PHS  agencies  and  lay  the 
foundation  for  a  larger  study  of 
women's  health  education  programs  in 
health  professional  training.  Since 
this  is  a  very  complex  trans-agency 
effort  requiring  coordination  of 
both  government  and  private  sector 
representatives,  it  is  expected  that 
the  study  cannot  be 
completed  until  November. 


The  report  on  conference  funding  has 
been  prepared  and  cleared.  It  is 
expected  to  be  delivered  to  the 
Committee  in  early  February. 
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"Tapping"  funds  -  The  Committee  has 
made  several  reductions  in  this 
account  for  the  staffing  of  offices, 
i.e.  Emergency  Preparedness, 
Research  Integrity.  The  Committee 
directs  the  Department  to  refrain 
from  "tapping"  funds  from  other  PHS 
agencies  to  restore  these 
reductions.  Spending  from  the 
Service  and  Supply  Fund  shall  not 
exceed  the  level  proposed  in  the 
President's  request. 


1994  Senate  Report 

Disease  Prevention/Health  Promotion 

-  The  Committee  has  included 
$250,000  to  establish  a  Surgeon 
General's  report  on  nutrition  and 
health.  The  report  will  help  focus 
attention  on  the  critical  link 
between  diets  and  health.  The 
report  would  address  topics  such  as 
the  role  of  diet  in  preventing  and 
treating  disease,  the  public's 
knowledge  about  the  relationship 
between  nutrition  and  health,  and 
the  nutritional  concerns  of  special 
populations  such  as  children, 
elderly  women,  and  low-income 
groups.  The  information  provided  by 
this  report  will  help  make 
prevention  and  a  healthy  diet  a 
cornerstone  of  all  our  lives. 


The  Department  has  no  intention  of 
"tapping"  the  agencies  to  restore 
these  reductions.  Further,  spending 
in  the  Service  and  Supply  Fund  will 
not  exceed  the  levels  contained  in 
the  President's  Budget. 


A  Surgeon  General's  report  on 
Nutrition  and  Health  is  being 
prepared  for  publication  in  early 
1995.  It  will  focus  specifically  on 
dietary  fat  and  health. 
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National  AIDS  Program  Office  -  For 
some  time,  the  Congress  has 
endeavored  to  insure  that  NIH  and 
CDC  foster  strong  collaborative 
relationships  between  themselves  and 
their  respective  grantees  in  the 
area  of  primary  HIV  prevention. 
Increased  collaboration  will  foster 
better  prevention  programming  and 
provide  more  valuable  evaluation  of 
existing  programs.  The  Committee 
strongly  recommends  that  NIH  and 
CDC,  working  with  the  Assistant 
Secretary  (for  Health),  develop  a 
mechanism  for  better  collaboration 
and  coordination  between  research 
and  prevention  activities. 
Sufficient  funding  has  been  provided 
to  CDC  and  to  NIH  to  develop  such 
collaboration.  The  Committee 
requests  a  report  prior  to  next 
year's  hearings  on  this  subject. 

Office  on  Women's  Health  -  The 
Committee  is  concerned  that  there  is 
great  professional  uncertainty  about 
the  appropriate  use  of  hysterectomy; 
that  there  are  critical  research 
gaps  on  the  diseases  that  lead  to 
almost  90  percent  of  hysterectomies, 
such  as  endometriosis,  dysfunctional 
bleeding,  and  fibroid  tumors;  that 
little  is  known  about  which  women 
are  at  risk  for  these  diseases  or 
how  to  prevent  them;  that  there  has 
never  been  a  clinical  trial  on  the 
effectiveness  or  efficacy  of 
hysterectomy;  and  that  we  have  no 
national  data  on  the  rate  of 
unnecessary  hysterectomy  in  the 
United  States.  The  Committee 
expects  the  Secretary  to  develop  an 
action  plan  to  close  the  research 
gaps  leading  to  unnecessary 
hysterectomy  and  requests  that  the 
Secretary  submit  her  plan  to 
Congress  no  later  than 
April  30,  1994. 


A  report  outlining  the  collaborative 
relationship  between  NIH  and  CDC  has 
been  prepared,  and  is  undergoing  the 
review  and  clearance  process.  It  is 
expected  that  the  report  will  be 
delivered  to  the  Committee  prior  to 
the  hearings. 


The  PHS  Office  on  Women's  Health  has 
requested  that  the  PHS  agencies 
provide  responses  to  central 
questions  surrounding  conditions 
that  lead  to  the  surgical  procedure 
of  hysterectomy  and  to  evaluate 
issues  around  the  use  and  over  use 
of  this  procedure.  Responses  cut 
across  research,  treatment,  and 
health  care  delivery  issues 
including  a  review  of  both  existing 
and  new  therapies  and  procedures, 
safety  and  efficacy,  and  health 
outcomes.  These  agency  responses 
are  the  foundation  for  a 
departmental  plan  on  this  public 
health  issue.  Since  this  is  a 
Department-wide  effort  requiring 
multi-level  coordination,  it  is 
expected  that  a  plan  will  be 
delivered  in  June  1994. 
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Chronic  Fatigue  Syndrome  -  The 
Committee  has  included  funding  to 
convene  the  Interagency  Committee  on 
Chronic  Fatigue  Syndrome.  The 
Interagency  Coordinating  Committee, 
chaired  by  the  Assistant  Secretary 
for  Health,  should  coordinate  the 
CFS  research  and  activities  of  all 
Public  Health  Service  agencies  and 
the  Social  Security  Administration, 
and  be  responsible  for  establishing 
a  yearly  CFS  action  plan.  This 
Committee  requested  the  convening  of 
such  a  group  last  year.  Again,  the 
Committee  directs  the  Assistant 
Secretary  to  hold  a  meeting  no  later 
than  December  15,  1993.  The 
Interagency  Committee  should  be 
comprised  of  representatives  from 
the  Food  and  Drug  Administration, 
The  National  Institutes  of  Health, 
The  Centers  for  Disease  Control  and 
Prevention,  and  the  Social  Security 
Administration.  The  Interagency 
Committee  should  also  include  a 
formal  representation  of  patient  or 
consumer  advocates  and  the  private 
biomedical  research  community. 

Disaster  medical  assistance  teams  - 
of  the  $2,500,000,  $1,260,000  is  to 
be  used  for  the  training  and 
equipment  of  the  disaster  medical 
assistance  teams  (DMAT).  Our  current 
experience  with  the  flood  and  our 
recent  experiences  with  Hurricanes 
Andrew  and  Iniki  have  demonstrated 
the  need  to  improve  the  Department's 
efforts  to  respond  to  emergencies 
effectively,  both  in  terms  of 
responding  to  the  States  for 
substantive  assistance  and  being 
responsive  to  residential  and  FEMA 
direction  to  have  a  timely, 
effective,  well-coordinated  PHS-wide 
response  to  disasters.  During  the 
hurricanes,  27  DMATs  were  deployed 
to  provide  medical  care;  these  teams 
saw  over  17,000  patients  in  the  aid 
stations,  community  health  center 
sites,  and  hospital  emergency  rooms. 


The  Assistant  Secretary  for  Health 
chaired  a  meeting  of  the  Chronic 
Fatigue  Syndrome  Interagency 
Coordinating  Committee  on  November 
17,  1993.  Members  of  the  patient 
community  were  invited  and 
representatives  from  seven  patient 
groups  made  presentations.  Another 
meeting  is  scheduled  for  March  1, 
1994.  The  principle  agenda  item  is 
discussion  of  the  FY  1993  Report  to 
Congress  and  Action  Plan. 
Consultants  representing  four  of  the 
major  patient  groups  have  been  asked 
to  attend  the  meeting.  The  meeting 
will  be  open  to  the  public.  It  is 
expected  that  the  Report  and  Action 
Plan  will  be  sent  to  Congress 
shortly  after  the  March  1  meeting. 


The  training  and  equipping  of  the 
DMATs  is  a  high  priority  and  PHS  is 
making  every  effort  to  adequately 
equip  the  DMATs.  The  FY  1994 
appropriation  of  $2,250,000  will 
allow  approximately  $500,000  for 
this  purpose  and  will  be 
supplemented  by  funds  provided  to 
the  Office  of  Emergency  Preparedness 
by  FEMA  as  well  as  from  the  FY  1992 
Emergency  Supplemental 
appropriation.  In  fact,  in  FY  1994 
expenditures  for  training  and 
equipping  the  DMATs  will  exceed 
$1,260,000. 


/^ 
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Office  of  Research  Integrity  -  The 
National  Institutes  of  Health 
Revitalization  Act  of  1993 
established  ORI  as  an  independent 
entity  in  the  Department  of  Health 
and  Human  Services  and  directs  the 
Secretary  to  establish  the 
Commission  on  Research  Integrity. 
The  Commission  will  develop 
recommendations  on  the 
administration  of  the  research 
misconduct  provisions  in  the  act  and 
submit  a  report  to  the  Secretary  and 
the  Congress. 


1994  Conference  Report 

National  Museum  of  Health  and 
Medicine  -  The  Conferees  direct  the 
Department  to  allocate  $70,000  to 
the  General  Services  Administration 
to  conduct  an  environmental 
assessment  of  the  East  Plaza  of  the 
Hubert  Humphrey  Building  to 
determine  the  feasibility  of  that 
site  for  the  National  Museum  of 
Health  and  Medicine. 


The  Commission  on  Research 
Integrity,  as  mandated  in  the  NIH 
Revitalization  Act  of  1993,  has  a 
broad  statutory  charter  to  look  at 
virtually  every  aspect  of  the 
policies  and  operations  of  the 
Office  of  Research  Integrity  and  a 
specific  mandate  to  provide  a  report 
with  recommendations  to  the 
Secretary  and  the  Congress  120  days 
after  it  is  established.  Currently, 
the  Commission's  charter  has  been 
approved  and  a  list  of  nominees  is 
in  clearance  in  the  Department. 


The  funds  have  been  transferred  to 
GSA. 
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Authorizing  Legislation 

1994  1995      1995 

Amount        1994         Amount     Budget 

Authorized   Appropriation   Authorized   Request 

Office  of  the  Assistant 
Secretary  for  Health: 

1.  Population  affairs: 

(a)  Adolescent  family  life: 

PHSA  Title  XX $7,000,000  $7,000,000  1/ 

(b)  Adolescent  health: 

PHSA  Title  XVII Indefinite    $6,825,000 

2.  Special  health  Initiatives: 

(a)  Disease  prevention 
and  health  promotion: 

PHSA  Title  XVII  Indefinite    4,771,000     Indefinite    4,771,000 

(b)  Physical  fitness 
and  sports: 

PHSA  Section  301  Indefinite    1,453,000     Indefinite    1,453,000 

(c)  Minority  health: 

PHSA  Title  XVII  2/      20,398,000       2J  20,398,000 

(d)  National  AIDS  program 
office: 

PHSA  Section  301  Indefinite    2,929,000     Indefinite    2,929,000 

(e)  National  vaccine 
program: 

PHSA  Title  XXI  Indefinite    2,737,000     Indefinite    2,737,000 

(f)  Research  integrity: 

PHSA  Section  301  Indefinite    4,000,000     Indefinite    4,000,000 

(g)  Women's  health: 

PHSA  Section  301  Indefinite    1,000,000    Indefinite    1,000,000 

(h)  Emergency  Preparedness: 
PHSA  Sections 
301  and  311  Indefinite    2,250,000    Indefinite    2,250,000 

(i)  Health  Care  Reform: 

PHSA  Section  301  Indefinite    3,000,000     Indefinite    3,000,000 

3.  Public  health  service 
management: 

PHSA  Section  301  Indefinite   20,379,000     Indefinite   20,379,000 
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Authorizing  Legislation 


1994  1995        1995 

Amount        1994        Amount      Budget 

Authorized   Appropriation   Authorized    Request 


Unfunded  Authorizations: 


1.  Emergency  Response  Fund: 

PHSA  Section  319  45,000,000   zz^  45,000,000 


Total  Appropriation  $69,917,000  $69,742,000 

Total  Appropriation  against 

definite  authorizations  $52,000,000  $27,398,000    $45,000,000  $20,398,000 


1/  Authorization  for  PHSA  Title  XX  expired  September  30,  1985.  Current  year 
funds  are  authorized  under  the  Fiscal  Year  1994  Appropriations  Act, 
P.L.  103-112. 

g/     Authorization  for  Section  1707  PHSA  Title  XVII  expired  September  30,  1993. 
Reauthorization  has  been  proposed. 
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OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 
TABLE  OF  ESTIMATES  AND  APPROPRIATIONS 
Budget 


Estimate 

House 

Senate 

Year 

to  Conaress 
106,809,000 

Allowance 

Allowance    P 
94,136,000  2/ 

iDDrooriation  1/ 

1986 

88,671,000  2/ 

104,230,000 

1986  Sequester 

... 

— 

— 

-4,481,000 

1987 

110,060,000 

97,921,000  3/ 

117,456,000 

117,216,000 

1988 

251,047,000 

...  4/ 

113,609,000 

106,737,000 

1989 

194,191,000 

67,144,000  3/ 

69,903,000 

69,325,000 

1990 

168,844,000 

95,345,000  3/ 

77,174,000 

76,152,000  5/ 

1990  Sequester 

— 

— 

... 

-1,005,000 

1991 

206,000,000 

61,270,000  3/ 

67,192,000 

67,167,000 

1992 

65,329,000 

71,318,000 

54,302,000  6/ 

65,167,000 

1992  Recision 

... 

... 

... 

-434,000 

1993 

87,258,000 

63,609,000 

56,251,000 

56,369,000 

1993  Supplemental 

300,000,000 

... 

... 

... 

1994 

87,258,000 

68,758,000 

71,167,000 

69,917,000 

1995  69,742,000 

1/  Reflects  enacted  supplemental,  recessions  and  reappropriations. 

2/  House  and  Senate  deferred  action  on  request  of  $14,729,000  for 
the  Adolescent  Family  Life  Program. 

3/  House  deferred  action  on  requests  for  Adolescent  Family  Life  Program 
in  Fiscal  Years  1987,  1989,  1990,  and  1991. 

4/  House  deferred  action  on  OASH  request. 

5/  Includes  $23,353,000  appropriated  for  the  Agency  for  Health  Care 
Policy  and  Research. 

6/  Senate  deferred  action  on  request  of  $12,000,000  for  Adolescent  Family 
Life  Program. 
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Office  of  the  Assistant  Secretary  for  Health 

Account  Surranary 
(Dollars  in  thousands) 

FY  1993       FY  1994         FY  1995       Increase  or 

Actual      Appropriation      Estimate       Decrease 

EIEMFIE  iA£I£  MFI£  M 

1.  Population  affairs: 

(a)  Adolescent  family 

life  11   $7,598    13     $7,000    —      —  -13    -$7,000 

(b)  Adolescent  Health    —    13    $6,825  +13    +6,825 

2.  Special  health  initiatives: 

(a)  Disease  prevention 

and  health  promotion  24    4,778    25      4,771    25     4,771 

(b)  Physical  fitness 

and  sports  15    1,453    16      1,453    16     1,453   — 

(c)  Minority  health  ..   69   20,398    77     20,398    76    20,398    -1 

(AIDS)  (4)  (2,394)   (5)     (2,394)   (5)    (2,394)  (  — )     (— ) 

(d)  National  AIDS 

program  office  ...   30    2,936    33      2,929    33     2,929   — 

(e)  National  vaccine 

program  33    2,737    35      2,737    35     2,737   — 

(f)  Office  of  research 

integrity  41     —    52      4,000    51     4,000    -1 

(g)  Office  on  women's 

health  5     —    10      1,000    10     1,000   — 

(h)  Emergency 

preparedness  19     —    23      2,250    23     2,250   — 

(i)  Health  care 

reform ^^^    ^^^   21.     3.000   22_    3.000   ^^^     ^^ 

Subtotal  236   32,302   293     42,538   291    42,538    -2 

3.  Public  health  service 

management  222   21.379  251  20-379   25S    20.379  _^  ;::; 

Total  BA  526  $61,279   563     $69,917   559    $69,742    -4     -$175 

Reimbursements  52S     zzz.      SZfi       zzz.      &]&  z^z      ±4Jl      :izz 

Total  1,105  $61,279  1,141    $69,917  1,177    $69,742   +36    -$175 

AIDS  (34)  ($5,330)  (38)    ($5,323)  "  (38)   ($5,323) 
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General  Statement 

The  Office  of  the  Assistant  Secretary  for  Health  (OASH)  appropriation  provides 
resources  to  support  the  two  major  responsibilities  of  the  Assistant  Secretary 
for  Health.  The  first  of  these  is  the  leadership  and  direction  of  the 
activities  of  the  Public  Health  Service  (PHS)  agencies.  Plans  and  strategies 
for  accomplishing  National  health  goals  are  formulated  in  cooperation  with  the 
agencies  for  implementation  throughout  PHS.  Currently,  the  most  significant 
of  these  is  participating  in  the  further  development  and  future  implementation 
of  the  President's  Health  Care  Reform  initiatives.  The  second  major  function 
of  OASH  is  the  operation  of  several  priority  programs  with  a  variety  of 
missions. 

In  FY  1995,  the  Assistant  Secretary  for  Health  will  direct  the  PHS  agencies  in 
efforts  to  carry  out  Public  Health  Service  activities  that  are  essential  to 
the  successful  implementation  of  National  Health  Care  Reform.  Specifically, 
the  PHS  initiatives  contained  in  the  Health  Security  Act  are  central  to 
achieving  the  prevention,  access,  quality,  and  cost-effectiveness  goals 
articulated  in  the  President's  Plan.  The  PHS  initiatives  are  included  in 
Title  III  and  Title  VIII  of  the  Health  Security  Act  and  pertain  to  health  care 
workforce  priorities,  health  research  activities,  core  functions  of  public 
health  programs  and  preventive  health,  academic  health  centers,  health 
services  for  medically  underserved  populations,  mental  health  and  substance 
abuse,  comprehensive  school -related  health  activities,  and  health  services  to 
American  Indian  and  Alaskan  populations.   PHS  priorities  will  continue  to 
focus  on  reducing  infant  mortality,  promoting  healthy  behaviors,  the 
immunization  of  all  children,  and  efforts  to  improve  the  health  of  minorities 
and  low- income  persons. 

In  addition  to  the  overall  management  and  direction  of  PHS,  the  Assistant 
Secretary  for  Health  directly  manages  several  high-priority  programs. 

The  prevention  of  disease  and  the  promotion  of  good  health  practices  continues 
to  be  one  of  the  major  priorities  of  the  PHS.  The  provision  of  preventive 
health  services,  the  protection  of  our  environment,  and  the  promotion  and 
adoption  of  healthy  lifestyles  represent  important  ways  for  individuals  and 
society  to  reduce  major  risk  factors  for  disease  and  early  death,  and 
substantially  improve  the  health  of  Americans.  Within  OASH,  several  programs, 
such  as  Minority  Health,  Disease  Prevention  and  Health  Promotion,  Physical 
Fitness  and  Sports,  and  the  National  Vaccine  Program  Office,  educate  the 
public  about  occupational,  societal,  environmental  and  behavioral  factors 
which  affect  health. 

The  Office  of  Minority  Health  plays  a  major  role  as  the  Department's  advocate 
for  minority  communities  on  issues  which  impact  on  the  health  of  minority 
populations.  The  mission  of  this  office  is  to  close  the  gap  in  health  status 
between  minority  groups  and  non-minority  populations  by  coordinating 
Departmental  initiatives,  encouraging  the  development  of  innovative  strategies 
to  promote  health  and  prevent  disease  among  minority  communities,  and 
developing  collaborative  efforts  with  PHS  agencies  and  the  private  sector  to 
achieve  mutual  objectives  of  improving  the  health  status  of  minorities.  The 
Office  of  Minority  Health  supports  the  Minority  Male  Grant  Program,  the 
Minority  Community  Health  Coalition  Grant  Program  and  an  AIDS  Demonstration 
Program. 
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The  National  Vaccine  Program  (NVP)  is  an  integral  part  of  the  PHS  prevention 
effort.  The  appropriate  administration  of  safe  and  effective  vaccines  remains 
the  most  cost-effective  method  of  preventing  human  suffering  and  reducing 
economic  costs  resulting  from  vaccine-preventable  diseases.  The  National 
Vaccine  Program  Office  (NVPO)  coordinates  and  directs  all  immunization 
activities,  including  the  Comprehensive  Childhood  Immunization  Initiative  to 
protect  our  Nation's  children  from  infectious  diseases  by  ensuring  that 
vaccination  coverage  is  available  for  all  children.  The  NVPO  provides  staff 
support  to  the  National  Vaccine  Advisory  Committee,  and  the  NVP  Interagency 
Group. 

Two  programs  within  OASH--the  National  AIDS  Program  Office  and  the  Office  of 
Minority  Health--perform  AIDS  related  functions.  The  primary  function  of  the 
National  AIDS  Program  Office  is  to  advise  the  Assistant  Secretary  for  Health 
on  the  development  of  policy,  establishment  of  priorities,  and  implementation 
of  HIV  and  AIDS  programs  across  PHS.  Through  its  coordinative,  analytic  and 
advisory  roles,  the  staff  assist  the  ASH  in  making  decisions  and  responding  to 
HIV  infection  and  AIDS  policy  issues  and  provides  overall  direction  for  PHS 
HIV-  and  AIDS-related  activities.  The  Office  of  Minority  Health  has  specific 
responsibilities  for  AIDS,  and  provides  technical  assistance  to  minority 
organizations  and  minority  community-based  organizations  in  the  dissemination 
of  AIDS  information  through  their  Minority  Community  Health  Coalition  Grant 
Program. 

In  FY  1995,  the  Administration  is  proposing  to  supplant  the  Adolescent  Family 
Life  Program  by  the  Office  of  Adolescent  Health,  authorized  in  1992  under 
Section  1708  of  the  Public  Health  Service  Act.  This  Office  will  ensure  a 
coordinated  and  comprehensive  response  to  the  special  problems  of  the 
adolescent  population  and  will  allow  for  the  development  of  a  more 
comprehensive  set  of  public  health  strategies  to  address  the  multiple  health 
problems/needs  of  the  adolescent  population. 

The  Office  of  Emergency  Preparedness  will  continue  to  carry  out  its 
operational  responsibility  for  the  planning,  implementation,  and  coordination 
of  the  Department's  response  to  major  disasters.  This  Office  played  a  key, 
critical  role  in  the  successful  PHS  response  to  the  1993  Midwest  Floods  and 
the  January  1994  earthquake  in  Los  Angeles. 

Other  significant  undertakings  within  OASH  include  oversight  and  direction  of 
PHS  research  integrity  efforts  by  the  Office  of  Research  Integrity  and  the 
direction,  priority  and  policy  roles  on  issues  related  to  women's  health  that 
are  carried  out  by  the  Office  on  Women's  Health. 

The  FY  1995  budget  request  reflects  a  net  increase  of  36  FTEs  over  FY  1994. 
This  results  from  an  FTE  savings  of  18  FTEs  and  a  functional  transfer  of  54 
FTEs  from  the  Office  of  the  Secretary,  DHHS  for  the  Payment  Management  System 
funded  through  the  OS  Working  Capital  Fund.  The  Payment  Management  System  is 
responsible  for  the  payment  of  DHHS  grants  and  contracts  as  well  as  the 
provision  of  such  services  to  other  Federal  Agencies. 

The  budget  request  assumes  enactment  of  legislative  proposals  to  extend  Title 
XVII  of  the  PHS  Act. 
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Office  of  Adolescent  Health 


Authorizing  Legislation 

-  Title 

XVII  of  the 

Public  Health  Service  Act 

FY  1993 
Actual 

FY  1994 

Appropriation 

FTE          BA 

FY  1995        Increase  or 
Estimate        Decrease 

FTE         BA 

FTE         BA  FTE          BA 

AFL     11   $7,598,000 
OAH 

13 
13 

$7,000,000 

—  -13  -$7,000,000 
13  $6,825,000  +13   +6.825.000 

Total  11    7,598,000 

7,000,000 

13   6,825,000   —     -175,000 

1995  Authorization  

Indefinite 

Purpose  and  Method  of  Operation 

The  Office  of  Adolescent  Health  (OAH)  is  administered  and  directed  by  the 
Office  of  Population  Affairs.  The  OAH  focuses  on  improving  adolescent  health 
by  supporting  demonstration  grants,  including  projects  to:  train  health 
professionals;  reduce  the  incidence  of  violence  and  substance  abuse  among 
youth;  prevent  adolescent  pregnancy  and  sexually  transmitted  diseases; 
encourage  comprehensive  health  education  and  the  provision  of  contraceptive 
information  and  services  to  adolescents;  provide  attention  to  the  mental 
health  needs  of  adolescents. 

The  legislation  for  the  Office  of  Adolescent  Health  supports  a  broad 
definition  of  "adolescent  health."  The  definition  includes  all  diseases, 
disorders,  and  conditions  (including  mental  health)  that  are  unique  to 
adolescents,  or  more  serious  or  more  prevalent  in  adolescents;  for  which  the 
factors  of  medical  risk  or  types  of  medical  intervention  are  different  for 
adolescents;  and  for  which  there  is  insufficient  clinical  research  involving 
adolescents  as  subjects  or  insufficient  clinical  data  on  adolescents. 

P.L.  102-531  authorizes  $5  million  for  fiscal  year  1993  and  "such  sums  as 
necessary"  for  fiscal  years  1994-1997  for  the  office  to  make  demonstration 
grants  for  the  improvement  of  adolescent  health.  The  OAH  is  specifically 
charged  with  the  following  responsibilities: 

•  coordination  of  all  activities  within  the  Department  related  to 
adolescent  health; 

•  operation  of  a  clearinghouse  on  adolescent  health; 

•  development  of  a  national  plan  to  improve  adolescent  health  which  is  to 
be  consistent  with  the  Healthy  People  2000  objectives;  and 

•  administration  of  a  demonstration  grant  program,  including  grants  to 
train  health  professionals  and  to  reduce  the  incidence  of  violence  among 
adolescents,  particularly  among  minority  males. 
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Rationale  for  Budget  Request 

The  request  of  $6,825,000  and  13  FTEs  in  Fiscal  Year  1995  will  provide  funds 
to  support  the  OAH  demonstration  grant  and  contract  program  as  authorized  by 
P.L  102-531.  In  advancing  a  more  comprehensive  public  health  response  to  the 
special  health  problems  of  adolescents,  adolescent  pregnancy  prevention  and 
care  will  continue  to  be  a  priority  for  the  Office  of  Adolescent  Health. 
However,  future  OAH  grants  will  be  more  broadly  focused  than  they  were  under 
the  Adolescent  Family  Life  (AFL)  program.  All  AFL  grantees  will  be  eligible 
for  funding  to  complete  their  current  project  periods  during  the  FY  1994 
funding  cycle,  and  it  is  likely  that  many  will  be  eligible  to  compete  for 
funding  under  the  OAH  demonstration  grant  program  in  FY  1995. 

A  comprehensive  range  of  health,  educational  and  social  services  is  needed  to 
protect  and  improve  the  health  of  adolescents.  And,  in  light  of  the 
increasing  rates  of  morbidity  and  mortality  among  adolescents,  it  is 
imperative  that  new  and  effective  approaches  to  the  prevention  of  adolescent 
health  problems  be  developed  and  evaluated.  The  health  problems  of 
adolescents  present  a  formidable  public  health  challenge:  one  in  five 
adolescents  suffers  at  least  one  serious  health  problem;  the  three  leading 
causes  of  death  among  adolescents  are  injury,  suicide  and  homicide;  nearly  1 
million  teens  become  pregnant  each  year;  up  to  25  percent  of  all  adolescents 
will  have  had  at  least  one  sexually  transmitted  disease  before  leaving  high 
school;  and  35  percent  of  high  school  seniors  report  binge  drinking  within  the 
last  two  weeks. 

The  OAH  provides  leadership,  planning,  and  coordination  support  for  existing 
and  new  PHS  adolescent  health  activities.  In  general,  OAH  coordinates  in  the 
design,  support  and  evaluation  of  existing  and  emerging  adolescent  health 
programs;  monitors  trends  in  adolescent  health;  provides  support  for 
multidisciplinary  projects  on  adolescent  health;  operates  a  clearinghouse  for 
the  collection  and  dissemination  of  adolescent  health  information;  and 
provides  support  for  special  training  projects  for  health  providers  who  work 
with  adolescents.  Much  of  this  is  done  through  demonstration  grant  projects 
that  attempt  to  close  the  gap  between  research  findings  and  practice. 

The  OAH  seeks  to  demonstrate  successful  outcomes  for  emerging  programmatic 
efforts  directed  at  adolescents,  and  to  strengthen  links  among  existing  public 
health  activities  related  to  adolescents.  A  major  study  by  the  Office  of 
Technology  Assessment  of  existing  adolescent-related  programs  within  the 
Federal  government  showed  that  over  75  different  departments  and  agencies  are 
responsible  for  providing  care  to  adolescents.  Most  of  the  public  health 
programs  are  targeted  at  a  particular  health  problem  --  e.g.,  drug  abuse, 
substance  abuse  or  pregnancy  —  rather  than  on  the  adolescent  population  in 
general.  Unfortunately,  few  of  these  programs  have  been  adequately  linked  to 
each  other,  and  the  piece-meal  manner  in  which  they  have  been  developed  have 
often  prevented  clear  coordination  of  efforts. 

Funding  at  the  requested  level  would  improve  the  ability  of  the  Public  Health 
Service  (PHS)  to  enhance  adolescent  health  by:  (a)  allowing  for  the 
development  of  more  comprehensive  public  health  strategies;  (b)  complementing 
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current  efforts  in  health  care  reform  which  propose  expanded  school -linked 
health  services  for  adolescents  who  represent  an  underserved  population,  and 
comprehensive  school  health  education  for  children  in  grades  K-12;  and 
(c)  enabling  improved  program  and  policy  coordination  of  a  wide  range  of  PHS 
prevention  and  services  programs  that  address  adolescents. 
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Program  Data 


Programs: 

Demonstration  Grants 
Research  grants 
Total 

Contracts 


Adolescent  Family  Life 


FY  1993 
Actual 


$4,729,000 

994.000 

5,723,000 

313,000 


FY  1994 
Estimate 


$4,404,000 

952.000 

5,356,000 


Adolescent  Health 
FY  1995 
Request 

$5,000,000 


348,000 


5,000,000 
477,000 


Support  Costs 
Total  Funds 
FTEs 


1-582.000 

$7,598,000 

11 


1-296.000 

$7,000,000 

13 


1-348.000 

$6,825,000 

13 
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Disease  Prevention  and  Health  Promotion 

Authorizing  Legislation  -  Title  XVII  of  the  Public  Health  Service  Act 

FY  1993  FY  1994  FY  1995         Increase  or 

Actual        Appropriation       Estimate         Decrease 
FIEBAFIE       BA      FTE      BA      FTE     BA 

24   $4,778,000    25    $4,771,000    25   $4,771,000   

1995  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  Office  of  Disease  Prevention  and  Health  Promotion  (ODPHP)  provides 
leadership,  coordination,  and  policy  development  related  to  prevention.  Its 
central  mandate  is  the  establishment  of  a  cohesive  policy  framework  for  the 
prevention  activities  of  the  Public  Health  Service  (PHS) .  Its  long-range 
goals  are,  therefore,  embodied  in  the  prevention  goals  of  the  PHS,  enunciated 
in  Healthy  People  2000:  National  Health  Promotion  and  Disease  Prevention 
Objectives  and  offered  as  goals  for  the  Nation--namely  to  increase  the  span  of 
healthy  life  for  Americans,  to  reduce  (and  finally  to  eliminate)  disparities 
among  Americans,  and  to  assure  access  to  preventive  services  for  all 
Americans. 

To  achieve  its  long-range  goals,  this  activity  coordinates  and  works  in 
collaboration  with  PHS  agencies,  other  Federal  departments,  and  private 
voluntary,  professional,  and  trade  associations  to  implement  programs  and 
provide  services  that  support  and  monitor  targeted  improvements  in  key 
priority  areas  for  health  promotion  and  disease  prevention. 

Special  focus  is  given  to  the  following  policy  and  program  areas: 
collaboration  with  primary  health  care  provider  organizations  and  other  PHS 
agencies  to  promote  implementation  of  scientifically  proven  clinical 
preventive  services  in  medical  practice;  coordination  of  nutrition  policy  with 
the  U.S.  Department  of  Agriculture  and  among  PHS  agencies,  including 
development  of  the  1995  revision  to  the  Dietary  Guidelines  for  Americans; 
convening  of  forums  to  support  improvements  in  school  health  programs,  in 
collaboration  with  the  U.S.  Department  of  Education;  expansion  of  worksite 
health  promotion  programs  and  integration  with  health  benefit  programs;  and 
continued  implementation  of  Healthy  People  2000  objectives,  with  special 
attention  to  the  development  of  state  and  local  level  Healthy  People  plans. 

This  activity's  direct  operations  include  a  legislatively-mandated  health 
information  clearinghouse  and  the  National  Health  Promotion  Program,  which  is 
a  small  cooperative  agreement  program  directed  to  national  organizations  to 
facilitate  the  adoption  of  the  national  goals  and  objectives  into  their 
programs. 


849 


29 


Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 

BA         FTE 

1990  $4,440,000      17 

1991  4,577,000  18 

1992  4,447,000  21 

1993  4,778,000  24 

1994  4,771,000  25 

Rationale  for  Budget  Request 

The  FY  1995  request  will  permit  the  ODPHP  to  lead  the  PHS-wide  initiative  to 
refine  the  core  public  health  functions  as  they  relate  to  proposed  health  care 
reform;  and  to  organize  and  oversee  monthly  management  reviews  of  each  of  the 
22  priority  areas  of  Healthy  People  2000.  providing  tracking  of  progress, 
regular  reports  to  PHS  Agencies  and  supporting  organizations,  and  program 
development  in  support  of  the  national  goals  and  objectives;  to  coordinate 
worksite  health  promotion,  clinical  preventive  services,  and  school  health 
efforts  undertaken  by  the  PHS  through  organization  and  staffing  of  both 
Federal  and  non-Federal  coordinating  groups  of  relevant  agencies  and 
organizations;  to  refine  use  of  communication  technology  to  make  access  to 
health  information  by  consumers  and  professionals  more  efficient  and  less 
costly  through  the  National  Health  Information  Center;  to  expand  the  diffusion 
and  adoption  of  "Put  Prevention  into  Practice,"  with  the  "Guides  to  Personal 
Health,"  patient-held  records  for  adults  and  children,  through  primary  health 
care  clinical  practices,  hospital  systems,  and  to  the  public  directly,  in 
collaboration  with  the  principal  professional  associations  of  primary  health 
care  providers;  and  to  continue  an  initiative,  using  leveraged  funds  provided 
by  other  agencies,  to  foster  collaboration  between  public  and  private  sectors 
in  the  use  of  advanced  communication  technology  for  dissemination  of  health 
information. 

Distribution  of  Resources 
(Dollars  in  thousands) 

FY  1994     FY  1995     Increase/ 
Appropriation   Estimate    Decrease 

National  Health  Objectives..  $950  $950 

Nutrition  380  380 

Health  Information  1,200  1,200 

Worksite  Health  Promotion  ..  350  225      -$125 

Clinical  Preventive  Services  700  700       — 

Administrative/Management  ..  1.191  1.316       +125 

Total  $4,771  $4,771 

-The  FY  1995  budget  request  of  $4,771,000  and  25  FTEs  reflects  the  absorption 
of  built-in  cost  increases. 
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President's  Council  on  Physical  Fitness  and  Sports 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act. 


1993  1994  FY  1995         Increase/ 

Actual         Appropriation       Estimate         Decrease 
FIE       MELE       METE       BAFIEBA 

15   $1,453,000     16   $1,453,000     16   $1,453,000   — 

1995  Authorization  Indefinite. 

Purpose  and  Method  of  Operation 

The  purpose  of  this  activity  is  to  provide  staff  support  and  assistance  for 
the  President's  Council  on  Physical  Fitness  and  Sports  (PCPFS).  The  PCPFS 
is  responsible  for  coordinating  and  promoting  a  national  program  of  physical 
fitness  and  sports  for  all  Americans  as  directed  by  Executive  Order  12345. 
The  PCPFS  is  the  lead  agency  for  physical  activity  and  fitness  within  Healthy 
People  2000  to  improve  the  health  and  productivity  status  of  the  American 
people.  The  Council's  emphasis  on  the  physical  fitness  objectives  of  Healthy 
People  2000.  promoting  community  programs,  information,  research,  program 
development  and  federal/state  relations,  and  other  critical  areas  has  been 
beneficial  to  organizations  as  well  as  individuals.  The  Council  staff  has 
been  highly  effective  in  its  approach  to  promoting  physical  fitness.  It  has 
worked  with  private  industry  to  maintain  the  national  campaign  for  health  and 
fitness.  In  addition,  program  initiatives  have  been  successfully  developed 
and  sponsored  with  professional  associations,  medical  associations.  Federal, 
State,  and  local  governments,  corporate  worksites  and  other  specialized 
situations.  The  Council  is  in  a  unique  strategic  position  to  expand  awareness 
of  health  care  improvement  opportunities  for  all  Americans. 

Special  programs  such  as  the  National  Youth  Fun  and  Fitness  Program,  Public 
Service  Announcement  campaigns,  the  President's  Challenge  Program  and  the 
Presidential  Sports  Award  have  had  a  direct  effect  on  the  active  lifestyles 
of  an  estimated  60  million  Americans  in  FY  1993.  Special  fitness  initiatives 
such  as  the  National  Physical  Fitness  and  Sports  Month  have  brought  a  new 
level  of  awareness  of  the  importance  of  physical  fitness. 

Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 

BA         FTE 

1990  $2,468,000      16 

1991  1,443,000  16 

1992  1,408,000  18 

1993  1,453,000  15 

1994  1,453,000  16 
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Rationale  for  Budget  Request 

The  FY  1995  request  includes  $1,453,000  and  16  FTEs  for  the  President's 
Council  on  Physical  Fitness  and  Sports,  the  same  level  of  funding  as  in 
FY  1994.  This  will  allow  PCPFS  to  maintain  existing  programs  and  continue  to 
promote  physical  fitness  through  ongoing  information  dissemination  efforts. 
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Office  of  Minority  Health 

Authorizing  Legislation  -  Title  XVII,  Section  1707  of  Title  XVII  of  the  PHS 
Act 

FY  1993  FY  1994  FY  1995  Increase  or 

Actual         Appropriation        Estimate  Decrease 

FTEBA£IiBA£Ii        BA  FTE       BA 
69   $20,398,000    77   $20,398,000    76    $20,398,000     -1 

FY  1995  Authorization  Extension  proposed 

Purpose  and  Method  of  Operation 

The  Office  of  Minority  Health  (OMH)  was  established  in  statute  by  the 
Disadvantaged  Minority  Health  Improvement  Act  of  1990  (P.L.  101-527).  OMH  has 
lead  agency  responsibility  within  the  Department  in  the  formulation  and 
development  of  policy  issues  to  address  disparities  in  the  health  status  of 
racial  and  ethnic  minorities.  The  goal  of  the  office  is  to  improve  the  health 
status  of  racial  and  ethnic  minority  populations  in  the  United  States. 

To  carry  out  its  legislated  mandates,  the  OMH  works  closely  with  the  Public 
Health  Service  (PHS)  agencies,  and  other  components  of  the  Department  in  a 
catalytic,  coordinative,  advocacy  and  policy  development  role  to: 
(1)  establish  short  and  long-range  goals  and  objectives  and  coordinate  all 
other  activities  within  the  Department  related  to  disease  prevention,  health 
promotion,  service  delivery,  and  research  as  they  relate  to  disadvantaged  and 
minority  individuals;  (2)  enter  into  interagency  agreements  with  other 
agencies  of  the  PHS  to  stimulate  and  undertake  innovative  projects; 
(3)  operate  a  national  minority  health  resource  center;  (4)  support  research, 
demonstration,  and  evaluation  projects;  (5)  coordinate  efforts  to  promote 
minority  health  programs  and  policies  in  the  voluntary  and  corporate  sectors; 
(6)  develop  health  information  and  health  promotion  materials;  and  (7)  assist 
providers  of  primary  health  care  and  preventive  health  services  in  obtaining 
the  assistance  of  bilingual  health  professionals  and  other  bilingual 
individuals. 

Data  from  the  National  Center  for  Health  Statistics  document  generally  lower 
health  status  and  use  of  health  care  by  racial  and  ethnic  minorities.  The 
difference  in  life  expectancy  between  Blacks  and  Whites  increased  from 
5.8  years  in  1984  to  7.0  years  in  1990.  Although  life  expectancy  for  all 
Americans  continued  to  increase,  life  expectancy  for  Blacks  actually  declined 
each  year  during  1984-1989.  Despite  an  increase  in  life  expectancy  for  Blacks 
during  1990  and  1991,  it  is  still  below  the  peak  attained  in  1984.  The  causes 
of  death  that  have  historically  contributed  most  to  the  disparity  in  life 
expectancy  between  Whites  and  Blacks  have  been  infant  mortality, 
cardiovascular  disease,  homicide,  and  cancer. 

Although  some  improvements  in  minority  health  status  have  been  achieved, 
successful  resolution  of  remaining  health  disparities  requires  better 
targeting  of  existing  service  programs  to  reach  the  populations  most  in  need 
(i.e.  underserved  minorities). 
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Funding  levels  for  the  OMH  for  the  last  five  fiscal  years  were  as  follows: 

Non-AIDS  AIDS  TOTAL 

FIE      BA       ELE      BA        FTE       BA 

1990  13  $3,523,000  4  $4,010,000  17  $7,533,000 

1991  37  13,470,000  5  2,149,000  42  15,619,000 

1992  55  14,569,000  5  2,346,000  60  16,915,000 

1993  65  18,004,000  4  2,394,000  69  20,398,000 

1994  72  18,004,000  5  2,394,000  77  20,398,000 

Rational  for  Budget  Request 

The  FY  1995  budget  request  of  $20,398,000  and  76  FTEs  maintains  approximately 
the  same  level  of  program  effort  as  in  FY  1994  and  is  based  on  the  FY  1993 
reauthorization.  This  funding  level  will  allow  OMH  to  continue  to  focus  on 
strategies  designed  to  decrease  the  disparities  and  to  improve  the  health 
status  of  racial  and  ethnic  populations  in  the  United  States. 

In  FY  1995,  the  OMH  will  continue  to  operate  the  Office  of  Minority  Health 
Resource  Center  which  maintains  an  extensive  database  of  information  on 
minority  health  issues.  The  Resource  Center  provides  information,  acquisition 
and  retrieval  services;  operates  a  toll-free  telephone  line;  maintains  a 
funding  resource  database;  develops  and  maintains  an  OMH  exhibit;  operates  the 
Resource  Persons  network;  and  updates  the  informational  series,  "Closing  the 
Gap." 

As  required  by  the  Disadvantaged  Minority  Health  Improvement  Act,  OMH  will 
continue  to  conduct  research/demonstrations/evaluations  to  test  new  and 
innovative  models  for  risk  reduction  and  health  promotion.  This  will  increase 
knowledge  about  health  risk  factors,  and  develop  mechanisms  that  support 
better  information  dissemination,  education,  prevention,  and  service  delivery 
to  disadvantaged  racial  and  ethnic  minorities. 

The  OMH  will  continue  to  provide  technical  assistance  to  State  offices  of 
minority  health  and  private  sector  groups  to  promote  minority  health  programs 
and  policies.  Many  states  have  established  state  offices,  commissions, 
advisory  committees  or  programs  of  minority  health  that  have  similar  missions 
and  functions  as  the  OMH.  The  establishment  of  state  minority  health  entities 
is  crucial  to  a  smooth  operation  of  the  minority  health  network,  as  they  are 
the  pivotal  point  between  the  federal  and  local  efforts  to  improve  the  health 
status  of  minority  populations.  The  OMH  will  interact  with  the  state 
departments  of  health,  advisory  committees  of  minority  health  to  provide 
advice  and  consultation  to  assist  these  entities  on  becoming  operational. 

The  OMH  will  continue  the  monitoring  of  the  Minority  Health  Strategic  Plan 
(Toward  Equality  of  Well-Being:  Strategies  for  Improving  Minority  Health) 
that  contains  objectives  for  improving  minority  health.  The  OMH  will  continue 
this  strategic  planning  and  coordination  process  to  identify  opportunities  for 
assuring  that  Department  activities  have  an  appropriate  minority  health  focus. 
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OMH  grant  programs  were  developed  to  help  communities  deal  with  specific 
problems,  such  as  high-death  rates  among  minority  males  and  the  continuing 
high  prevalence  of  numerous  acute  and  chronic  conditions  among  the  minority 
populations.  The  grant  programs  also  have  a  larger  goal  to  empower 
communities,  both  large  and  small,  to  help  themselves  and  to  overcome  the 
myriad  of  social  and  health  problems  facing  minority  and  disadvantaged 
communities  today. 

The  FY  1995  request  will  enable  to  OMH  to  continue  the  following  grant 
activities: 

•  Minority  Male  Grant  Program  --  Continue  support  of  projects  that 
are  intended  to  demonstrate  methods  of  implementing  community 
activities  that  can  effectively  intervene  with  high-risk  minority 
males  to  address  selected  public  health,  social  and  other  human 
service  problems  that  contribute  to  premature  death  and  poor 
quality  of  life. 

•  Minority  Communitv  Health  Coalition  Demonstration  Grants  Program  - 
Continue  the  support  of  minority  community  health  demonstration 
grants. 

The  FY  1995  request  includes  $2,394,00  and  5  FTEs  for  AIDS-related  activities 
including: 

•  AIDS  Demonstration  Projects  --  Support  an  integrated, 
comprehensive  community-wide  approach  to  develop  health  activities 
for  the  prevention  of  HIV  infection  and  AIDS  in  minority 
communities. 

Program  Data  FY  1994      FY  1995   Change 

Minority  Community  Health  Coalition  Grants: 

Non-AIDS  $2,700,000  $2,700,000 

AIDS  500.000  500.000    — 

Subtotal  3,200,000  3,200,000 

Minority  Male  Grants: 

Non-AIDS  4,566,000  4,566,000 

AIDS  344.000  344.000    — 

Subtotal  4,910,000  4,910,000 

AIDS  Demonstration  Projects  1,050,000     1,050,000 

Other  Activities: 

Non-AIDS  10,738,000  10,738,000 

AIDS  500.000       500.000    — 

Subtotal  11,238,000  11,238,000 

Total: 

Non-AIDS  18,004,000  18,004,000 

AIDS  2.394.000  2.394.000    — 

Total  $20,398,000  $20,398,000 
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National  AIDS  Program  Office 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act 

FY  1993  FY  1994         FY  1995         Increase/ 

Estimate       Appropriation       Estimate        Decrease 
FIEBAFIE       BA      FTE      BA      FTE     BA 

30   $2,936,000    33    $2,929,000   33    $2,929,000   

1995  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

In  FY  1993,  President  Clinton  appointed  a  National  AIDS  Policy  Coordinator 
(NAPC),  and  the  National  AIDS  Program  Office  (NAPO)  began  a  transition  as  the 
Office  of  National  AIDS  Policy  (ONAP) .  It  is  expected  that  this  transition 
will  be  completed  in  FY  1994.  Many  of  the  NAPO  functions  will  be  continued, 
but  the  new  ONAP  will  have  an  expanded  mission.  The  ONAP  will  promote  the 
highest  achievable  levels  of  coordination  and  collaboration  in  the  Nation's 
response  to  the  impact  of  the  HIV/AIDS  pandemic  on  individuals  and  families 
affected  by  HIV,  governmental  and  non-governmental  organizations  and  health 
care  providers.  The  ONAP  mission  will  include: 

Serving  as  the  principal  HIV/AIDS  staff  to  the  Assistant  Secretary  for 
Health  (ASH)  and  the  NAPC; 

directing  and/or  coordinating  HIV/AIDS  policy  planning  processes  and 
monitoring  progress  toward  achieving  established  goals; 
providing  PHS  liaison  with  and  support  to  the  NAPC; 
identifying  critical  HIV/AIDS  national  and  PHS  policy  issues,  including 
inter-  and  intra-agency  coordination  needs,  and  advising  on  how  to  resolve 
the  issues; 

providing  liaison  with  other  Federal  organizations.  State  and  local 
governments,  and  non-governmental  and  minority  organizations  involved  in 
AIDS-related  activities; 

assisting  in  the  preparation  of  responses  to  inquiries  related  to  PHS  AIDS- 
related  activities  as  appropriate; 

providing  analytic  and  administrative  support  to  national  HIV/AIDS  advisory 
bodies  (e.g.,  the  proposed  Presidential  HIV/AIDS  Advisory  Council), 
government-wide  coordinating  groups,  and  other  subsidiary  or  independent 
task  forces,  work  groups,  or  subgroups; 

maintaining  direct  relationships  with  State  and  local  agencies  involved 
with  HIV/AIDS  activities; 

providing  guidance  on  the  cooperative  dissemination  and  exchange  of 
accurate  scientific,  prevention,  and  educational  information  and  clinical 
guidelines  with  and  between  public  health  interest  groups  and  professional 
and  private  sector  organizations; 

guiding  and  promoting  methods  of  dissemination  and  exchange  of  information 
to  and  among  the  public; 

reviewing  and  making  recommendations  on  budget  requests  and  on  research  and 
prevention  priorities  as  incorporated  in  planning  or  budget  proposals;  and. 
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•  providing  guidance  on  policy  formulation  and  implementation  for  the  Health 
Security  Act  with  respect  to  the  special  needs  of  HIV  infected  individuals. 

The  ONAP  will  continue  providing  leadership  and  coordination  of  HIV  and  AIDS- 
related  programs  and  activities  with  the  ASH  and  among  PHS  agencies.  Lead 
responsibility  for  identifying  long-range  strategies  that  are  critical  in 
planning,  and  directing  the  future  course  of  the  pandemic  will  continue  to 
fall  under  the  purview  of  the  ONAP.  Two  major  vehicles  for  achieving  these 
goals  will  be  to  develop  an  Action  Plan  for  the  Nation  to  implement  the 
objectives  in  the  PHS  Strategic  Plan  to  Combat  HIV  and  AIDS  in  the  United 
States,  the  14  HIV  objectives  included  in  Healthy  People  2000:  National 
Health  Promotion  and  Disease  Prevention  Objectives,  and  reports  of  the 
National  Commission  on  AIDS.  Through  its  analytic  and  informative  roles,  the 
ONAP  will  assist  the  ASH  in  responding  to  critical  and  fast-breaking  HIV 
infection  and  AIDS-related  policy  issues,  and  guiding  the  implementation  of 
these  policies.  The  ONAP  also  will  give  general  direction  for  PHS  HIV  and 
AIDS-related  activities.  In  support  of  the  goal  of  the  PHS's  biomedical, 
epidemiologic,  and  behavioral  research,  prevention  and  education  efforts  to 
halt  the  HIV/AIDS  epidemic,  ONAP  will  provide  overview  of  PHS  HIV  and  AIDS 
programs  and  identify  essential  areas  in  which  increased  collaboration  will 
cause  greater  efficiency  and  more  rapid  progress. 

ONAP,  working  closely  with  the  seven  PHS  agencies  that  have  HIV  and  AIDS- 
related  responsibilities,  other  Office  of  the  Assistant  Secretary  for  Health 
(OASH)  staff  and  program  offices,  and  operating  divisions  and  staff  divisions 
within  the  Department,  carries  out  the  following  responsibilities: 

•  Coordinates  significant  PHS-wide  activities  related  to  HIV  infection  and 
AIDS  and  promotes  interagency  information  sharing  and  program  coordination 
among  the  PHS  agencies.  To  carry  out  this  important  function,  the  Office: 

•  Chairs  and  staffs  the  PHS  Executive  Task  Force  on  AIDS.  For  the  past  four 
years,  the  Task  Force  has  provided  the  only  forum  for  PHS  and  Department 
representatives  to  meet  regularly  to  share  information  on  critical  HIV  and 
AIDS-related  issues,  and  identify  and  address  emerging  issues  of  importance 
for  the  ASH  and  the  Secretary.  Representatives  from  the  PHS  include  the 
PHS  Agency  AIDS  Coordinators,  other  agency  staff,  and  OASH  Staff  Offices. 
Departmental  representatives  include  the  Health  Care  Financing 
Administration,  Administration  for  Children  and  Families,  Social  Security 
Administration,  Assistant  Secretary  for  Legislation,  Assistant  Secretary 
for  Planning  and  Evaluation,  and  the  Office  for  Civil  Rights. 

•  Co-chairs  with  the  ASH,  the  HIV  Leadership  Group  that  serves  as  the  only 
forum  for  PHS  Agency  Heads,  PHS  Agency  AIDS  coordinators.  Deputy  Assistant 
Secretaries,  and  OASH  senior  staff  that  meets  to  identify,  discuss  and 
resolve  critical,  sensitive  policy  issues  with  the  ASH.  Many  issues 
discussed  at  the  Task  Force  are  brought  to  this  forum  for  debate  and 
resolution.  Including  senior  Departmental  representatives  may  become 
appropriate. 
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•  Chairs  and  staffs  the  only  government-wide  assistant  secretaries'  level 
coordinating  committee  on  AIDS.  Federal  Departments  and  Agencies  which 
expend  Federal  money  on  AIDS  will  be  asked  to  better  coordinate  efforts 
utilizing  the  ONAP  as  a  clearinghouse  for  both  policy  and  program 
formulation. 

•  Will  serve  as  executive  secretary  and  convener  of  the  Presidential  HIV/AIDS 
Advisory  Council.  This  21-member  presidentially-chartered  group  provides 
information  and  expertise  representative  of  the  geographic  and  demographic 
diversity  of  the  HIV  pandemic,  as  well  as  the  broad  range  of  public  health 
policy  areas  associated  with  it.  The  Advisory  Council  assists  in  the 
establishment  of  priorities  for  proposed  Federal  action(s)  in  response  to 
HIV/AIDS,  and  monitors  current  efforts. 

•  Serves  as  the  primary  liaison  for  the  Department  and  the  Office  of  the 
Assistant  Secretary  for  Health  to  external  groups,  professional 
associations,  and  private  organizations  (at  the  international,  national, 
regional,  state,  and  local  levels)  concerned  about  HIV/AIDS. 

Funding  levels  for  the  NAPO  for  the  last  five  fiscal  years  were  as  follows: 

BA  BLE 

1990 $3,666,000  28 

1991 3,789,000  33 

1992 2,448,000  27 

1993 2,936,000  30 

1994 2,929,000  33 

Rationale  for  the  Budget  Request 

The  FY  1995  budget  request  of  $2,929,000  and  33  FTEs  maintains  the  same  level 
of  program  effort  as  in  FY  1994  and  supports  the  Assistant  Secretary  for 
Health  by  serving  as  the  lead  office  within  the  Department  for  coordination, 
analysis,  and  review  of  the  PHS  AIDS  budget  and  subsequent  analysis,  develops 
an  Action  Plan  for  the  Nation  to  implement  the  objectives  in  the  PHS  Strategic 
Plan  to  Combat  HIV  and  AIDS  in  the  United  States,  the  14  HIV  objectives 
included  in  Healthy  People  2000:  National  Health  Promotion  and  Disease 
Prevention  Obiectives.  and  reports  of  the  National  Commission  on  AIDS.  ONAP 
will  chair  and  staff  the  Presidential  HIV/AIDS  Advisory  Council,  the  PHS 
Executive  Task  Force  on  AIDS,  the  PHS  HIV  Leadership  Group,  the  government- 
wide  coordinating  committee  on  AIDS,  and  the  HIV  subcommittee  of  Healthy 
People  2000.  The  ONAP  will  serve  as  the  liaison  for  the  Department  and  the 
Office  of  the  Assistant  Secretary  for  Health  to  external  groups,  professional 
associations,  and  private  organizations  (at  the  international,  national, 
regional,  state,  and  local  levels)  concerned  about  HIV/AIDS.  In  addition,  the 
staff  will  provide  the  principal  support  to  the  National  AIDS  Policy 
Coordinator. 
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National  Vaccine  Program 

Authorizing  Legislation  -  Title  XXI  of  the  Public  Health  Service  Act 

Increase 
FY  1993  FY  1994  FY  1995  or 

Actual         Appropriation        Estimate  Decrease 

FIEBA        FIEBAFIEBA         FTE      BA 

33  $2,737,000     35     $2,737,000    35    $2,737,000     

1995  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

Vaccines,  through  their  use  in  immunization  programs,  hold  enormous  potential 
for  control  of  infectious  diseases  and  thus  the  costs  associated  with  medical 
care.  Vaccines  are  widely  recognized  as  one  of  the  most  cost-effective  health 
promoting  interventions.  For  many  diseases  where  treatment,  hospitalization, 
or  other  impacts  such  as  disability  are  costly,  vaccines  and  immunization 
programs  can  be  cost-saving.  Where  worldwide  eradication  of  a  disease  is 
feasible,  as  was  achieved  for  smallpox  and  could  soon  occur  for  poliomyelitis, 
the  cost-savings  become  even  greater  because  immunization  is  no  longer 
necessary  after  eradication. 

In  April  1993,  President  Clinton  introduced  the  "Comprehensive  Childhood 
Immunization  Initiative  Act  of  1993"  to  ensure  that  all  children  in  the  United 
States  are  protected  against  vaccine-preventable  infectious  diseases  by  their 
second  birthday.  Specifically  the  Immunization  Initiative  called  for:  (1) 
Federal  purchase  and  distribution  of  childhood  vaccines  in  Quantities 
sufficient  to  meet  the  immunization  needs  of  all  children;  (2)  continued 
development  of  public  health  capacity  to  build  a  sustainable  delivery  system; 
(3)  establishment  of  a  national  immunization  tracking  system  through  grants  to 
the  States;  and  (4)  expanded  education  and  mobilization  efforts  aimed  at 
providers,  payers,  and  parents. 

The  President's  immunization  bill  was  not  fully  enacted,  but  the  key 
provisions  have  been  implemented  through  other  Congressional  actions  and, 
within  the  Executive  Branch.  The  National  Vaccine  Program  Office  (NVPO) , 
located  within  the  Office  of  the  Assistant  Secretary  for  Health,  Department  of 
Health  and  Human  Services  is  responsible  for  coordinating  the  myriad  inter- 
Departmental  activities  of  the  NVP. 
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The  National  Vaccine  Program  (NVP)  budget  request  is  for  $2,737,000  and  35 
FTEs  to  support  high  priority  immunization  efforts.  The  NVP  serves  as  the 
primary  staff  support  to  the  Assistant  Secretary  for  Health  on  the  development 
of  PHS  policies,  setting  of  priorities,  and  the  guidance  and  implementation  of 
activities  concerning  immunization.  The  National  Vaccine  Program's  mission  of 
optimal  prevention  of  human  infectious  diseases  through  immunization  and 
optimal  prevention  against  adverse  reactions  to  vaccines  is  achieved  through 
coordination  and  direction  of  vaccine  research  and  development  and 
immunization  activities  carried  out  in  the  Public  Health  Service,  Department 
of  Defense,  and  Agency  for  International  Development. 

Funding  levels  for  the  NVP  for  the  last  five  fiscal  years  were  as  follows: 

1990  

1991  

1992  

1993  

1994  

While  each  agency  has  its  own  separate  focus  and  goals,  the  National  Vaccine 
Program  has  successfully  created  the  framework  and  opportunity,  through  the 
Interagency  Group,  to  make  collective  public  health  decisions  and  policy 
recommendations  regarding  vaccines  and  immunizations.  This  process  not  only 
facilitates  agency  focus  and  cooperation,  but  strengthens  the  Public  Health 
Service's  role  in  the  implementation  of  a  coordinated  vaccine  policy  as  the 
national  public  health  policy  leader  in  the  field  of  immunization.  As  the 
Public  Health  Service  embarks  on  the  implementation  of  the  President's 
Comprehensive  Childhood  Immunization  Initiative,  the  National  Vaccine  Program 
will  maintain  the  central  focus  and  leadership  necessary  to  ensure  the  goals 
of  the  initiative  are  achieved. 

The  FY  1995  budget  request  of  $2,737,000  and  35  FTEs  is  the  same  as  the 
FY  1994  level  and  reflects  the  absorption  of  built-in  costs. 


BA 

FTE 

$5,895,000 

20 

9,631,000 

23 

7,877,000 

25 

2,737,000 

33 

2,737,000 

35 
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Office  of  Research  Integrity 

Authorizing  Legislation  -  Title  III,  Section  301  and  Title  IV,  Subtitle  C  of 
Public  Health  Service  Act 

FY  1993  FY  1994  FY  1995  Increase  or 

Actual         Appropriation        Estimate  Decrease 

FIEBAflEBAFIE        MELE        BA 

41      —       52    $4,000,000    51     $4,000,000    -1 

1995  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  Office  of  Research  Integrity  (ORI)  oversees  and  directs  the  PHS  research 
integrity  efforts  with  the  exception  of  the  regulatory  research  activities  of 
the  Food  and  Drug  Administration. 

Although  the  vast  majority  of  researchers  maintain  the  highest  ethical 
conduct,  it  is  critical  that  the  Public  Health  Service  have  in  place  measures 
to  promote  integrity  and  prevent  and  deter  potential  misconduct  in  research  as 
well  as  a  strong  capability  to  deal  in  a  timely  and  decisive  manner  with  those 
cases  that  arise.  Misconduct  can  take  many  forms,  including  fabrication, 
falsification,  or  plagiarism.  Intramural  or  extramural  research  that  is 
flawed  due  to  misconduct  can  have  serious  detrimental  results.  Risks  to 
public  health  and  the  waste  of  public  funds  are  the  two  major  consequences  of 
research  misconduct.  In  addition,  public  confidence  in  research  and  the 
credibility  of  PHS-funded  research  would  suffer.  It  is  equally  critical  that 
whistleblowers  (those  who  report  research  misconduct)  be  protected  against 
retaliation.  These  individuals  are  essential  not  only  to  the  operation  of  ORI 
but  to  the  very  ethical  structure  of  research.  One  of  the  major  statutory 
mandates  for  ORI  is  the  protection  of  these  individuals. 

To  accomplish  this  mission,  the  Office  of  Research  Integrity  has  the  following 
specific  responsibilities: 

•  Assure  that  all  institutions  receiving  PHS  funds  have  in  place 
appropriate  mechanisms  to  deal  with  allegations  of  misconduct  and  to 
protect  whistleblowers;  conduct  reviews  of  a  sample  of  institutional 
programs  to  determine  whether  or  not  they  comply  with  Federal 
requirements;  and  investigate  and  resolve  problems  of  institutional 
compliance. 

•  Oversee  the  conduct  of  institutional  investigations  of  allegations  of 
research  misconduct  and  retaliation  against  whistleblowers  through 
review  of  the  results  of  all  these  investigations;  and  impose 
administrative  actions  when  misconduct  is  found. 
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•  Conduct  investigations  of  allegations  of  research  misconduct  and 
retaliation  against  whistleblowers  in  institutions  when  necessary; 
and  conduct  investigations  of  such  allegations  in  PHS  intramural 
programs. 

•  Develop,  present,  and  defend  findings  of  misconduct  before  the 
Departmental  Appeals  Board  for  those  cases  where  an  appeal  has  been 
made. 

•  Develop  regulations  and  policies  to  assure  full  and  fair 
investigations  of  allegations  of  research  misconduct;  establish 
appropriate  due  process  protections  for  those  accused  of  misconduct; 
and  establish  systems  of  records  that  allow  fair  access  while 
appropriately  protecting  confidentiality. 

•  Develop  and  implement  regulations,  policies,  and  procedures  to 
prevent  retaliation  against  whistleblowers  and  to  assure  full  and 
fair  investigations  of  allegations  of  retaliation. 

Funding  for  research  integrity  programs  during  the  last  five  years  was  as 
follows: 

Amount        FTE 


1990  $1,804,000  7 

1991  2,357,000  7 

1992  2,711,000  15 

1993  3,848,000  41 

1994  4,000,000  52 

Rationale  for  the  Budget  Request 

The  FY  1995  budget  request  for  the  Office  of  Research  Integrity  is  $4,000,000 
and  51  FTEs.  This  level  of  funding  allows  ORI  to  maintain  its  operations  at 
the  FY  1994  level.  Regulations  mandated  by  statute  will  be  developed;  current 
investigations  of  cases  of  alleged  misconduct  will  be  continued  with  new  cases 
of  alleged  misconduct  and  retaliation  against  whistleblowers  started  as  staff 
resources  become  available  from  closing  out  current  cases;  hearings  underway 
will  be  continued  and  new  hearing  requests  accepted;  the  Commission  on 
Research  Integrity  will  begin  operation  as  required  by  law;  and  ORI  will 
conduct  reviews  of  institutional  compliance  with  Federal  requirements.  The 
following  are  areas  of  major  emphasis: 

Misconduct  Case  Workload 

In  FY  1993,  ORI  responded  to  over  150  detailed  queries  about  potential 
misconduct  cases;  conducted  over  60  reviews  of  institutional  investigations; 
conducted  approximately  25  major  investigations  of  allegations  of  misconduct; 
imposed  administrative  actions  in  about  20  cases;  and  defended  approximately 
10  cases  before  the  Departmental  Appeals  Board.  At  this  funding  level  ORI 
will  maintain  its  basic  capability  to  review,  investigate  and  enforce 
requirements. 
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Wh i St leb lower  Protection 

In  FY  1993,  ORI  dealt  with  relatively  few  cases  of  whistleblower  protection 
issues.  This  is  expected  to  increase  in  the  future  as  additional  misconduct 
cases  are  reported.  The  additional  specific  requirements  in  the  NIH 
Revitalization  Act  of  1993  mandating  regulations  to  protect  whistleblowers 
through  institutional  assurances  and  strong  ORI  oversight  and  involvement  will 
certainly  result  in  a  higher  caseload.  Not  only  does  ORI  need  to  assure  the 
protection  of  these  individuals  in  their  institutional  settings,  but  must 
conduct  investigations  of  accusations  of  retaliation  and  cover-up  when 
institutions  fail  to  protect  these  individuals  or  conduct  their  activities  in 
accordance  with  Federal  requirements. 

Institutional  Review 

Every  institution  receiving  PHS  funds  is  the  first  line  of  action  for 
investigating  allegations  of  misconduct  and  assuring  the  protection  of 
whistleblowers.  Determining  the  adequacy  of  these  programs  is  not  only 
critical  to  the  effectiveness  of  the  research  integrity  program  nationwide, 
but  it  is  also  a  major  cost  saving  for  the  research  integrity  budget.  Every 
case  handled  properly  by  an  institution  means  that  ORI  does  not  need  to  expend 
the  human  and  fiscal  resources  for  a  detailed,  labor-intensive  investigation. 
ORI  will  continue  to  review  a  number  of  institutional  programs  for  compliance 
with  Federal  requirements. 

Conmission  on  Research  Integrity 

The  NIH  Revitalization  Act  of  1993  directs  the  Secretary  of  Health  and  Human 
Services  to  establish  a  commission  to  develop  recommendations  on  the 
administration  of  the  research  misconduct  provisions  and  submit  a  report  to 
the  Secretary  and  the  Congress.  The  Commission  is  composed  of  12  members,  who 
will  be  reimbursed  for  travel,  subsistence,  and  other  necessary  expenses 
incurred  in  carrying  out  the  duties  of  the  Commission. 
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Office  on  Women's  Health 


Authorizing  Legislation  -  Title  III,  Section  301  of  the  Public  Health 
Service  Act 


FY  1993         1994  FY  1995 


Increase 
or 


Actual       Appropriation      Estimate        Decrease 
flEMELE       BA     FTE      BA      FTE    BA 

5   —      10   $1,000,000    10   $1,000,000   

1995  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  Office  on  Women's  Health  (OWH)  advises  the  Assistant  Secretary  for  Health 
on  scientific,  legal,  ethical,  and  policy  issues  relating  to  women's  health. 
The  office  also  provides  leadership,  sets  priorities,  develops  policy  and 
guidance,  reviews  and  monitors  PHS  activities  in  regard  to  issues  on  women's 
health. 

The  Office  is  responsible  for  monitoring  the  progress  and  overseeing  the 
implementation  of  the  PHS  Action  Plan  for  Women's  Health,  which  is  a  goal- 
driven  framework  for  addressing  a  broad  range  of  women's  health  issues  in  the 
areas  of  prevention,  treatment  and  service  delivery,  research  education  and 
training,  and  policy  development.  The  Action  Plan  was  developed  with  the 
recommendations  of  the  PHS  Task  Force  on  Women's  Health  Issues  and  Healthv 
People  2000:  National  Health  Promotion  and  Disease  Prevention  Objectives  as 
its  foundation.  The  PHS  agencies  and  program  staff  offices  are  key 
participants,  with  specific  goals  and  action  steps  to  address  priority  women's 
health  issues,  including  access  to  health  care,  behavioral  and  biomedical 
research  and  research  participation,  prevention,  education,  information, 
treatment  and  services,  and  coordination. 

Other  activities  include  (1)  coordination  with  the  PHS  agencies  and  staff 
offices  to  (a)  assure  that  women's  health  needs  are  a  priority  in  PHS  resource 
allocations  and  decisions,  (b)  establish  short-term  and  long-term  objectives 
for  PHS  health  policies  regarding  women's  health  through  the  PHS  Action  Plan 
on  Women's  Health,  (c)  encourage  cooperative  and  collaborative  efforts  among 
PHS  agencies,  staff  offices  and  regional  offices  on  issues  concerning  women's 
health;  (2)  providing  staff  support  for  the  PHS  Coordinating  Committee  on 
Women's  Health  Issues;  (3)  serving  as  a  locus  within  PHS  to  identify  changing 
needs,  to  recommend  new  studies,  and  to  assess  new  challenges  to  the  health  of 
women;  and  (4)  facilitating  the  expansion  of  services  and  access  to  health 
care  for  all  women. 


79-879  O  -  94  -  28 
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The  Office  on  Women's  Health  was  established  in  1991  and  funded  by  the  PHS 
agencies  through  FY  1993.  Funding  for  the  last  four  years  follows: 

Amount        FTE 

1991  $450,000         3 

1992  600,000         4 

1993  600,000         5 

1994  1,000,000         10 

Rationale  for  the  Budget  Request 

The  FY  1995  budget  request  of  $1,000,000  is  the  same  as  the  FY  1994  level  and 
will  provide  funds  to  continue  support  activities  in  the  Office  on  Women's 
Health  that  are  focused  on  the  development  of  a  more  extensive  and  enhanced 
PHS  Action  Plan  Monitoring  System,  creating  a  PHS  Public  Affairs  Strategy,  and 
promoting  gap  closing  activities,  as  described  below. 

•  Enhancing  the  PHS  Action  Plan  for  Women's  Health  Monitoring  System  will 
consist  of  modifying  the  goals  and  action  steps  of  each  participating 
agency  and  program  staff  office  to  reflect  newly  identified  women's 
health  issues;  and  increasing  reporting  stages  and  assessment  of  the 
status  of  goals  and  action  steps  outlined  in  the  plan,  with  emphasis 
placed  on  identifying  accomplishment,  ongoing  activities,  barriers,  and 
modifications  to  action  steps  for  each  of  the  goals.  The  PHS  Action 
Plan  for  Women's  Health:  Progress  Reviews  provides  a  cohesive  series  of 
periodic  reviews,  illustrating  significant  achievements  in  women's 
health. 

•  Promoting  a  PHS  Regional  Women's  Health  Agenda.  The  Office  on  Women's 
Health  will  1)  facilitate  the  PHS  regional  women's  health  coordinators 
in  linkage  with  States  and  local  communities;  2)  support  the  development 
and  implementation  of  PHS  regional  women's  health  policies,  programs, 
and  other  initiatives;  and  3)  coordinate  a  systematic  mechanism  for 
information  sharing  on  women's  health  issues  across  the  10  PHS  regions. 

•  Coordination  of  a  National  Communications  Strategy  for  Women's  Health  by 
promoting  and  organizing  the  development  and  dissemination  of 
information  on  a  broad  range  of  women's  health  issues  to  public  and 
private  sectors,  including  governmental,  professional,  academic, 
community,  and  consumer  groups. 

•  Gap  Closing  Activities.  As  part  of  the  OWH  leadership  role  in  promoting 
implementation  of  the  PHS  Action  Plan  for  Women's  Health.  OWH  will 
increase  its  collaborative  work  with  PHS  agencies  and  program  staff 
offices  to  stimulate  activities  that  identify  and  fill  unmet  needs  in 
women's  health  or  promote  expansion  of  exciting  activities  to  close 
identified  gaps. 
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Office  of  Emergency  Preparedness 


Authorizing  Legislation  -  Title  III,  Section  301  of  the  Public  Health  Service 
Act 

FY  1993  FY  1994  FY  1995  Increase  or 

Actual        Appropriation        Estimate  Decrease 

FIEMEIEMFIEBAFIE        M 

19      —       23    $2,250,000    23    $2,250,000 

1995  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  Office  of  Emergency  Preparedness  (OEP)  has  operational  responsibility  for 
planning,  implementing,  and  coordinating  the  Departmental  response  to  major 
disasters.  A  primary  component  of  the  DHHS  disaster  response  is  the  National 
Disaster  Medical  System  (NDMS) .  The  NDMS  is  comprised  of  Disaster  Medical 
Assistance  Teams  (DMATs)  which  are  deployed  to  the  disaster  site  to  provide 
immediate  medical  attention  to  the  sick  and  injured.  Each  DMAT  consists  of 
35-40  medical  professionals  and  support  staff,  who  donate  their  time  and 
expertise  in  order  to  maintain  a  constant  state  of  readiness  through 
participating  in  periodic  disaster  drills  and  conferences.  The  actions  of  the 
DMAT  teams  are  supported  by  the  Medical  Support  Unit  which  is  the  deployable 
component  of  the  Office  of  Emergency  Preparedness. 

In  the  aftermath  of  Hurricanes  Andrew  and  Iniki,  27  DMATs,  with  nearly  600 
people,  were  rotated  into  South  Florida,  Louisiana,  and  Kauai  Island  in  Hawaii 
in  order  to  provide  medical  attention  to  over  17,000  patients  at  first  aid 
stations,  community  health  sites,  and  hospital  emergency  rooms.  In  addition 
to  the  DMAT  teams,  approximately  150  personnel  from  DHHS  headquarters  and 
regions  were  deployed  to  the  disaster  sites  in  the  Medical  Support  Unit  or  in 
the  Recovery  Process  Action  Team.  Additionally,  programs  in  CDC,  HRSA,  and 
SAMHSA  were  coordinated  by  OEP  in  both  the  emergency  phase  and  the  recovery 
phase.  Thus,  the  emergency  teams  and  DMATS  are  integrated  with  primary, 
mental  health,  and  environmental  health  personnel  from  PHS  to  provide  a 
combined  health  and  medical  system  for  disaster  response. 

DHHS  is  the  primary  agency  for  health,  medical,  and  health  related  social 
services  under  the  Federal  Response  Plan,  and  responsibility  for  the  entire 
Departmental  response  was  delegated  to  the  Public  Health  Service  in  1990. 
Medical,  mental  health,  and  human  services  are  provided  to  victims  of 
catastrophic  disasters  as  part  of  Emergency  Support  Function  (ESF)  #8  under 
the  Federal  Response  Plan.  This  typically  involves  coordinating  not  only  DHHS 
resources  activated  in  the  disaster  response,  but  also  those  from  the  12  other 
Federal  Departments  and  agencies  which  support  ESF  #8. 
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Specifically,  ESF  #8  identifies  the  following  primary  responsibilities 
assigned  to  DHHS: 

1.  Provide  leadership  in  directing,  coordinating  and  integrating  the 
overall  Federal  efforts  to  provide  medical  and  public  health 
assistance  to  the  affected  area; 

2.  Direct  and  participate  in  the  activation  of  the  National  Disaster 
Medical  System  as  necessary  to  support  the  emergency  response 
operations; 

3.  Direct  the  activation  and  deployment  of  health/medical  personnel, 
supplies,  and  equipment  in  response  to  requests  for  Federal  health 
and  medical  assistance; 

4.  Coordinate  the  evacuation  of  patients  from  the  disaster  area  when 
evacuation  is  deemed  appropriate  by  State  authorities;  and 

5.  Provide  human  services  assistance  under  the  direction  of  the  DHHS 
Regional  Director  to  ESF  #8  and  other  ESFs  as  necessary. 

These  responsibilities  involve  a  range  of  activities  which  cut  across  all  DHHS 
components.  Assuring  needed  health  and  medical  services  in  disaster 
situations  includes  health  surveillance  and  assessment;  providing  medical  care 
personnel,  equipment,  and  supplies;  in-hospital  care;  patient  evacuation; 
protecting  food/drug/medical  device  safety;  protecting  against  chemical, 
biological,  and  radiological  hazards;  mental  health  assistance;  public 
information;  vector  control;  providing  potable  water  and  solid  waste  disposal; 
and,  victim  identification  and  mortuary  services.  Human  services  assistance 
includes,  in  addition,  rehabilitation,  lodging,  feeding,  clothing, 
registration/inquiry,  social  services,  family  reunification,  education  and 
training,  and  repatriation.  Finally,  assuring  health/medical  care  and  support 
services  must  take  into  account  health  care  financing  and  personal  income 
problems. 

In  actual  emergency  situations,  the  OEP  also  performs  several  major  functions 
outside  of  the  health  and  medical  response.  First,  OEP  provides  continuity  of 
government  operations  assistance  for  all  OPDIVs  with  large  field  operations  by 
coordinating  assistance  to  victims  as  well  as  any  relocation  efforts  if 
offices  are  destroyed.  Second,  OEP  provides  emergency  communications  by 
maintaining  transportable  radio  capability  and  local  radio  communication 
capabilities  that  can  be  deployed  into  disaster  areas,  allowing  for  damage 
reports  and  status  of  employee  information.  Third,  OEP  is  responsible  for 
classified  activities  to  assure  continuity  of  government.  Finally,  OEP 
coordinates  emergency  operations  that  involve  more  than  one  PHS  agency  for  the 
Assistant  Secretary  for  Health  as  requested. 
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597,000 

10 

797,815 

11 

1,739,000 

19 

1,740,000 

19 

2,250,000 

23 

Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 

Amount      FTE 

1990  $ 

1991  

1992  

1993  

1994  

Rationale  for  Budget  Request 

The  FY  1995  budget  of  $2,250,000  and  23  FTEs  is  the  same  as  the  FY  1994 
appropriation  level.  The  OEP  will  continue  to  carry  out  its  operational 
responsibility  for  the  planning,  implementation  and  coordination  of  the 
Department's  response  to  major  disasters.  This  office  played  a  key,  critical 
role  in  the  successful  response  to  the  1993  Midwest  floods  and  is  currently 
participating  in  the  Federal  response  to  the  devastation  resulting  from  the 
January  17,  1994  earthquake  in  California. 

The  Office  of  Emergency  Preparedness  has  developed  a  nationwide  network  of 
Disaster  Medical  Assistance  Teams  (DMATs).  These  teams  are  the  cornerstone  of 
the  DHHS  disaster  response  plan  as  encompassed  in  the  National  Disaster 
Medical  System.  Currently,  there  are  20  deployable  DMATs  with  an  additional 
42  teams  in  various  stages  of  development.  To  ensure  effectiveness  in  a 
national  disaster,  DMATs  and  Department  personnel  must  be  trained  and  equipped 
in  such  a  manner  that  allows  them  to  be  deployed  at  a  moment's  notice.  DMAT 
training  encompasses  many  areas.  Following  a  disaster,  a  DMAT  is  one  of  the 
first  medical  units  to  arrive  on  scene.  As  a  result,  each  team  member  must 
have  the  training  necessary  to  provide  care  without  basic  necessities  such  as 
running  water  or  electricity.  In  addition,  each  team  member  must  be  trained 
on  the  use  of  the  most  up  to  date  medical  and  support  equipment. 

The  Office  of  Emergency  Preparedness  has  adopted  a  policy  of  consolidating 
DMATs  and  developing  fewer  but  stronger,  better  trained,  better  equipped 
DMATs.  These  DMATs  are  or  will  be  placed  strategically  in  the  most  vulnerable 
areas  of  the  Nation. 

Output  Analysis: 

(Dollars  in  thousands) 

FY  1993  FY  1994         FY  1995 

Estimate       Appropriation      Estimate 
No.     Cost    No.     Cost    Mi     Cost 

DMATs  under  development..    42      —     36    $1,085     30    $1,175 

Existing  DMATs 2Q.  zz^  22.  115     2£      125 

62      —     59    1,200     55    1,300 
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Health  Care  Reform 

Authorizing  Legislation  -  Title  III,  Section  301  of  the  Public  Health 
Service  Act 

FY  1993  FY  1994        FY  1995  Increase  or 

Actual        Appropriation      Estimate  Decrease 

£I£BA£I£      MEEEM       ELEM 

22   $3,000,000   22  $3,000,000      

1995  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

One  of  the  primary  health  goals  of  this  Administration  is  National  Health  Care 
Reform.  The  combination  of  the  rising  costs  of  health  care,  the  lack  of 
health  insurance,  and  the  fear  of  losing  health  care  is  a  real  concern  for 
millions  of  Americans. 

The  purpose  of  the  PHS  Health  Care  Reform  activity  is  to  assist  the  Assistant 
Secretary  for  Health  in  carrying  out  the  broad-range  efforts  related  to 
National  Health  Care  Reform  as  well  as  the  President's  legislative  proposal: 
the  Health  Security  Act.  The  Assistant  Secretary  for  Health  (ASH),  supported 
by  his  staff  and  that  of  the  PHS  agencies,  is  one  of  the  chief  architects  of 
this  proposed  legislation.  The  Office  of  Health  Care  Reform  is  financed 
through  this  budget  request  and  is  the  staff  of  the  ASH  which  leads  and 
coordinates  health  care  reform  activities  throughout  PHS. 

The  staff  supported  by  these  funds  will  develop  strategies  to  effectively 
address  health  care  reform  issues;  direct  analyses  of  PHS  programs  affected  by 
health  care  reform;  make  recommendations  on  necessary  reductions  to  PHS 
programs  being  supplanted  by  the  health  care  reform  benefits  package;  develop 
data  and  information  to  support  the  collaboration  of  resources  for  the  Public 
Health  Initiative  and  health  care  reform  benefits  package  with  those  of 
existing  PHS  programs  and  constituencies;  provide  oversight  of  PHS  research 
and  analyses  concerning  the  impact  of  health  care  reform  on  the  health  care 
industry,  PHS  program  beneficiaries,  health  care  providers  and  public  health 
officials  at  the  state  and  local  level;  provide  assessment  analyses  of  the 
impact  of  technological  changes,  regulatory  policies,  growth  and  coverage  of 
private  health  insurance  and  trends  affecting  health  care  cost  on  the  health 
sector;  and  other  activities  related  to  health  care  reform. 

One  particular  focus  of  this  office  is  that  portion  of  the  Health  Security  Act 
known  as  the  Public  Health  Initiative.  This  initiative  is  central  to 
achieving  the  prevention,  access,  quality  and  cost-effectiveness  goals  in  the 
President's  plan.  The  initiative  is  divided  into  seven  major  elements  which 
attempt  to  bridge  current  PHS  programs  and  responsibilities  with  comparable 
responsibilities  proposed  in  the  Health  Security  Act.  This  effort  recognizes 
that,  while  many  current  PHS  responsibilities  will  change  under  Health  Care 
Reform,  PHS  traditional  attention  to:  1)  the  medically  underserved;  2)  the 
health  professions  workforce  and  academic  health  centers  and  teaching 
hospitals;  3)  preventive  health  through  education;  4)  services  research  and 
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research  on  prevention;  5)  American  Indian  and  Alaska  native  populations;  6) 
those  requiring  mental  health  and  substance  abuse  services;  and  7)  state  and 
local  public  health  agencies  and  community-based  organizations  which  focus  on 
the  public  health  infrastructure  and  population-based  prevention  programs, 
will  continue,  but  in  many  cases  in  a  different  form  than  currently  exists. 

Office  of  Health  Care  Reform  staff,  working  closely  with  program  staff  in  the 
PHS  agencies,  are  responsible  for  a  wide-variety  of  tasks  related  to  the 
Initiative  including  formulation  of  legislative  specifications  and  supporting 
data  including  changes  to  existing  legislation;  policy  and  budget  formulation 
and  analysis;  preparing  legislative  testimony  and  briefing  material;  briefing 
Congressional  members  and  staff.  State  and  local  officials,  and  private  groups 
and  citizens  and  responding  to  their  concerns,  issues  and  requests  for 
information;  and  coordinating  efforts  among  the  PHS  agencies,  with  the  Health 
Care  Financing  Administration  and  other  pertinent  organizations  in  the 
Executive  Branch. 

Rationale  for  the  Budget  Request 

The  FY  1995  request  of  $3  million,  which  is  the  same  level  as  in  FY  1994,  for 
the  Health  Care  Reform  budget  activity  supports  a  core  staff  and  related 
contract  costs  to  assist  the  Assistant  Secretary  for  Health  in  the  further 
development  and  future  implementation  of  National  Health  Care  Reform.  This 
current  method  of  operating  represents  some  variances  from  the  FY  1994 
request.  The  FY  1994  Congressional  justification  was  developed  in  the  first 
days  of  the  new  Administration  and  before  the  appointment  of  the  Assistant 
Secretary  for  Health  and  his  senior  policy  staff.  At  that  time  it  was 
anticipated  that  the  mode  of  operations  would  be  primarily  through  the  use  of 
contracts  and/or  reimbursable  agreements  within  the  PHS  and  with  other  Federal 
agencies  for  specific  supporting  data  and  other  information  required  to 
develop  a  health  care  reform  proposal  which,  at  that  time,  was  not  defined. 
Once  the  President's  proposal  began  to  take  form  in  detail,  including  the 
provision  of  a  Public  Health  Initiative,  the  new  Assistant  Secretary 
determined  that  an  OASH-level  staff  was  needed  to  serve  as  the  focal  point  for 
the  coordination  of  PHS  efforts  as  set  forth  above.  Thus,  the  budget  request 
now  sets  forth  a  need  for  22  FTEs. 
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Public  Health  Service  Management 

Authorizing  Legislation  -  Title  III,  Section  301  of  the  Public  Health 
Service  Act 

FY  1993  FY  1994  FY  1995         Increase  or 

Actual         Appropriation        Estimate         Decrease 
£I£M£I£M£IE        BA      FTE      BA 

279   $21,379,000   257   $20,379,000   255    $20,379,000    -2 

1995  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  purpose  of  this  activity  is  to  support  the  Assistant  Secretary  for  Health 
in  providing  executive  leadership  and  direction  to  the  Public  Health  Service. 
Under  the  direction  of  the  ASH,  the  PHS  agencies  are  responsible  for  the 
implementation  of  plans  and  strategies  designed  to  accomplish  National  health 
goals.  One  of  the  primary  goals  of  this  Administration  is  National  Health 
Care  Reform.  The  Assistant  Secretary  for  Health  has  responsibility  for 
advising  the  Secretary  and  the  President  on  this  initiative  and  for  directing 
the  PHS  agencies  in  efforts  to  carry  out  Public  Health  Service  activities  that 
are  essential  to  the  successful  implementation  of  National  Health  Care  Reform. 
Specifically,  the  PHS  initiatives  contained  in  the  Health  Security  Act  are 
central  to  achieving  the  prevention,  access,  quality,  and  cost-effectiveness 
goals  articulated  in  the  President's  Plan.  The  PHS  initiatives  are  included 
in  Title  III  and  Title  VIII  of  the  Health  Security  Act  and  pertain  to  health 
care  workforce  priorities,  health  research  activities,  core  functions  of 
Public  Health  Programs  and  Preventive  Health,  academic  health  centers.  Health 
Services  for  Medically  Underserved  Populations,  Mental  Health  and  Substance 
Abuse,  Comprehensive  School -related  Health  activities,  and  health  services  to 
focus  on  reducing  infant  mortality,  promoting  healthy  behaviors,  the 
immunization  of  all  children,  and  efforts  to  improve  the  health  of  minorities 
and  low-income  persons. 

The  staff  offices  funded  by  this  activity  help  the  Assistant  Secretary  for 
Health  in  carrying  out  his  PHS-wide  responsibilities  in  the  overall  direction 
of  PHS  as  well  as  the  development,  coordination,  and  leadership  of  all 
management  activities  of  the  Public  Health  Service.  Such  activities  include 
financial  management,  contracts  and  grants  management,  personnel  management, 
organizational  and  management  analysis,  information  resource  management,  and 
facilities  management,  and  assuring  compliance  with  laws,  regulations, 
departmental  and  PHS  management  policies,  procedures,  goals  and  plans. 
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Over  the  past  several  years,  efforts  have  focused  on  several  specific  areas  of 
particular  concern,  such  as: 

•  Efforts  to  improve  debt  management  practices  and  procedures,  including 
reporting  information  on  delinquent  debts  to  credit  bureaus,  referring 
delinquent  debts  to  collection  agencies,  and  to  the  Internal  Revenue 
Service  (IRS)  for  collection  by  offset  against  Federal  income  tax 
returns,  referring  written-off  debts  to  the  IRS  for  consideration  as 
taxable  income,  and  collection  of  debts  by  administrative  action  or 
salary  offset.  These  activities  resulted  in  payments  of  $123  million  to 
the  Treasury  in  FY  1993. 

•  Review  and  evaluation  of  program,  financial  and  administrative  management 
control  systems  through  ongoing  implementation  of  the  Federal  Managers' 
Financial  Integrity  Act,  including  monitoring  and  correction  of  the 
Office  of  Management  and  Budget  designated  high-risk  areas  in  PHS. 

•  Continuing  efforts  to  comply  with  Office  of  the  Inspector  General  (OIG) 
requirements.  There  has  been  a  90  percent  increase  in  the  audits  of  PHS 
grantees  and  contractors  in  the  past  6  years,  from  1,000  reports  in  1988 
to  1,900  reports  in  1993.  Additionally,  increased  OIG  interest  in  PHS 
internal  operations  has  resulted  in  a  40  percent  increase  in  the  number 
of  internal  reviews.  Consequently,  we  have  devoted  increased  resources 
to  coordinating  the  OIG  activities. 

•  Expanding  our  affirmative  action  efforts  to  increase  representation  of 
under-represented  minorities.  The  PHS  has  developed  and  is  currently 
implementing  an  FY  1992-1993  strategic  affirmative  employment  plan  to 
broaden  the  representation  of  Hispanics  and  persons  with  disabilities  in 
all  pay  categories,  occupations  and  grade  bands.  This  PHS  strategic 
affirmative  employment  is  in  addition  to  the  currently-required  EEOC 
affirmative  employment  plan  and  the  US  0PM  Federal  Equal  Opportunity 
Recruitment  Program. 

•  Efforts  to  reduce  costs  of  PHS-wide  procurement  activities.  In  FY  1993, 
savings  of  over  $765,000  were  realized  throughout  PHS  by  consolidating 
procurement  requirements  and  using  less  costly  supply  sources.  PHS  also 
participated  with  the  Departments  of  Defense  and  Veterans  Affairs  in  the 
Shared  Procurement  Program  for  medical  items  which  resulted  in  estimated 
savings  of  more  than  $2,000,000. 

•  In  the  area  of  Information  Resources  Management,  automation  and 
connectivity  efforts  will  continue  to  enhance  PHS  capabilities  to  reduce 
paper-laden  administrative  activities  and  to  improve  communications  both 
within  and  across  PHS  agencies. 

Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 

BA  FTE 
1990 
1991 
1992 
1993 
1994 


19,376,000 

287 

20,019,000 

292 

21,384,000 

292 

21,379,000 

279 

20,379,000 

257 
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Rationale  for  the  Budget  Request 

The  FY  1995  budget  request  for  the  PHS  Management  activity  is  $20,379,000  and 
255  FTEs,  a  decrease  of  2  FTEs  from  FY  1994.  The  staff  funded  by  this 
activity  assist  the  Assistant  Secretary  for  Health  in  carrying  out  the 
leadership  and  direction  responsibilities  for  the  activities  of  the  Public 
Health  Service  Agencies,  whose  resources  total  $22.1  billion  and  51,514  FTEs 
in  the  FY  1995  President's  budget,  and  also  for  the  operation  of  several  high- 
priority  health  initiatives/programs  within  the  Office  of  the  Assistant 
Secretary  for  Health.  The  FY  1995  budget  request  for  this  activity  will  lower 
the  staffing  level  as  part  of  the  Administration's  government-wide  staffing 
reduction  plan.  The  funding  level  requested  in  the  FY  1995  budget  is  the  same 
as  the  FY  1994  level. 
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Office  of  the  Assistant  Secretary  for  Health 
Detail  of  Full-Time  Equivalent  (FTE)  Employment 
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Adolescent  Family  Life  

Office  of  Adolescent  Health  

Disease  Prevention/Health  Promotion  . 
President's  Council  on  Physical 

Fitness  and  Sports  

Office  of  Minority  Health  

National  AIDS  Program  Office  

National  Vaccine  Program  

Office  of  Research  Integrity  

Office  on  Women's  Health  

Office  of  Emergency  Preparedness  

Health  Care  Reform  

PHS  Management  

Subtotal  

Service  and  Supply  Fund: 

Central  Personnel  Services  

Division  of  Commissioned  Personnel. 

Parklawn  Services  

Facilities  Engineering  

Subtotal  

Reimbursements: 

Working  Capital  Fund  

International  Health  

Refugee  Health  

National  Vaccine  Program  

Other  Reimbursements  

Subtotal  , 

Total,  OASH  


FY 

1994 

FY  1993 

Current 

FY  1995 

Actual 

Est 

;imate 

Estimate 

11 

13 

__ 

— 

— 

13 

24 

25 

25 

15 

16 

16 

69 

77 

76 

30 

33 

33 

33 

35 

35 

41 

52 

51 

5 

10 

10 

19 

23 

23 

-_ 

22 

22 

279 
526 

257 
563 

255 
559 

22 

22 

21 

82 

95 

93 

309 

312 

309 

16 
429 

16 
445 

16 
439 

47 

54 

17 

44 

44 

46 
3 

37 
150 

51 

49 

38 
133 

32 
179 

1,105 


1,141 


1,177 


Average  GS/GM  Grade 

FY  1991  10.69 

FY  1992  10.69 

FY  1993  10.87 

FY  1994  10.87 
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RETIREMENT  PAY  AND  MEDICAL  BENEFITS  FOR  COMMISSIONED  OFFICERS 

For  retirement  pay  and  medical  benefits  of  Public  Health  Service 
Commissioned  Officers  as  authorized  by  law,  and  for  payments  under  the  Retired 
Serviceman's  Family  Protection  Plan  and  Survivor  Benefit  Plan  and  for  medical 
care  of  dependents  and  retired  personnel  under  the  Dependent's  Medical  Care 
Act  (10  U.S.C.  ch.  55)  and  for  payments  pursuant  to  section  229(b)  of  the 
Social  Security  Act  (42  U.S.C.  429(b)),  such  amounts  as  may  be  required  during 
the  current  fiscal  year. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
ASSISTANT  SECRETARY  FOR  HEALTH 
Retirement  Pay  and  Medical  Benefits  for  Commissioned  Officers 
Amounts  Available  for  Obligation 


FY  1993  FY  1994  FY  1995 

Actual  Appropriation  Estimate 

Appropriation $141,362,000  $153,060,000  $159,321,000 

Total  obligations $140,463,000  $153,060,000  $159,321,000 


57 
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SUMMARY  OF  CHANGES 


1994  Appropriation  $153,060,000 

1995  Request  159.321.000 

Net  change  +6,261,000 


FY  1994  Current 

Estimate  Base      Change  from  Base 
FTE  BA     FTE  BA 


Increases: 


Annual ization  of  the 
FY  1994  COLA,  3.0%  COLA  in 
FY  1995,  and  for  the 
projected  net  increase  of 
retirees  during  FY  1995    —   $119,660,000    —   +$4,553,000 

Annual ization  of  the 
FY  1994  COLA,  3.0%  COLA  in 
FY  1995,  and  for  the 
projected  net  increase  of 
survivors  during 
FY  1995  —     7,856,000    —     +970,000 

Projected  increase  of  5.2% 
in  costs  of  medical  care.  —    22,665,000    —    +1.179.000 

Total  increases +6,702,000 


Decrease: 


1.  Payment  to  SSA  for  PHS 

military  service  credits.  —     2,879,000    —     -441.000 

Net  chapge —   +$6,261,000 
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Budget  Authority  by  Activity 


FY  1993  FY  1994  FY  1995 

Actual  Appropriation  Estimate 

Retirement  payments $109,305,000  $119,660,000  $124,213,000 

Survivors'  benefits 6.808,000  7,856.000  8,826,000 

Medical  care 21.450.000  22.665,000  23.844.000 

Military  service  credits..    2.900.000  2.879.000  2.438.000 

Total $140,463,000  $153,060,000  $159,321,000 
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Budget  Authority  by  Ob.iect 


FY  1994  FY  1995  Increase/ 

ADPropriation  Estimate  Decrease 
Benefits  for  former 

personnel $127,516,000  $133,039,000  +$5,523,000 

Other  services 25.544.000  26.282.000  -i-ySS.OOO 

Total  budget  authority  by 

object $153,060,000  $159,321,000  +$6,261,000 
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Authorizing  Legislation 
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FY  1994  FY  1995 

Amount      FY  1994     Amount     FY  1995 
Authorized  Appropriation  Authorized    Estimate 

1.  Retirement  payments   Indefinite  $119,660,000  Indefinite  $124,213,000 
Chapter  6A  of  Title 

42,  U.S.C. 

2.  Survivors'  benefits   Indefinite    7,856,000  Indefinite   8,826,000 
Chapter  73  of  Title 

10,  U.S.C. 

3.  Medical  care        Indefinite    22,665,000  Indefinite   23,844,000 
Chapter  55  of  Title 

10  U.S.C,  P.L. 
89-614 


4.  Military  service 
credits 

Section  229(b) 
of  the  Social 
Security  Act. 


Indefinite    2.879,000  Indefinite    2,438,000 


/ 
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Retirement  Pay  and  Medical  Benefits 
for  Commissioned  Officers 


Budget 


Year 

Estimate 
to  Congress 

House 
Allowance 

Senate 
Allowance 

ApDrooriation 

1985 

86,448,000 

78,589,000 

78,589,000 

71,774,000 

1986 

97,129,000 

83,157,000 

83,157,000 

83,157,000 

1986 

Sequester      — 

... 

... 

2,708,000 

1987 

91,282,000 

86,282,000 

86,282,000 

84,330,000 

1988 

94,176,000 

89,859,000 

89,859,000 

89,859,000 

1989 

107,687,000 

104,315,000 

104,315,000 

104,678,000 

1990 

110,201,000 

105,201,000 

105,201,000 

113,623,000 

1991 

118,116,000 

118,116,000 

118,116,000 

122,639,000 

1992 

134,674,000 

134,674,000 

134,674,000 

134,547,000 

1993 

140,762,000 

140,762,000 

140,762,000 

140,762,000 

1994 

153.060,000 

153,060,000 

153,060,000 

153,060,000 

1995 

159,321,000 

882 


Justification 
Retirement  Pay  and  Medical  Benefits  for  Commissioned  Officers 
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Retirement 
payments  

Survivors' 
benefits  

Medical  care  

Military  service 
credits  

Total  budget 
authority  .. 


FY  1994       FY  1995 
Appropriation    Estimate 

$119,660,000    $124,213,000 


7,856,000      8,826,000 
22,665,000     23,844,000 


2.879.000 


2.438.000 


$153,060,000    $159,321,000 


Increases  or 
Decreases 

+$4,553,000 


+970,000 
+1,179,000 

-441.000 

+$6,261,000 


General  Statement 

This  appropriation  provides  for  retirement  payments  to  Public  Health  Service 
(PHS)  officers  who  are  retired  for  age,  disability,  or  a  specified  length  of 
service  as  well  as  for  payments  to  survivors  of  deceased  retired  officers  who 
had  elected  to  receive  reduced  retirement  payments. 

This  account  also  funds  the  provision  of  medical  care  to  active  duty  and 
retired  members  of  the  PHS  Commissioned  Corps,  and  to  dependents  of  active 
duty,  retired  and  deceased  members  of  the  PHS  Commissioned  Corps.  In 
addition,  this  account  includes  amounts  to  be  paid  to  the  Social  Security 
Administration  for  military  service  credits  which  are  earned  by  active  duty 
DHHS  Commissioned  Officers  for  non-wage  income. 

The  FY  1995  request  is  a  net  increase  of  $6,261,000  over  the  FY  1994  level. 
This  amount  reflects  increased  medical  benefits  costs,  an  annualization  of 
amounts  paid  to  retirees  and  survivors  in  FY  1994,  a  net  increase  in  the 
number  of  retirees  and  survivors  during  FY  1994,  and  a  slight  decrease  in  the 
amount  for  military  service  credits.  The  budget  request  includes  a  cost-of- 
living  adjustment  (COLA)  of  3.0  percent,  paid  to  disabled  retirees  and 
survivors  on  January  1  and  paid  to  non-disabled  retirees  on  October  1. 
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Retirement  Payments 

Authorizing  legislation  -  Chapter  6A  of  Title  42  U.S.C. 

FY  1993         FY  1994         FY  1995        Increase  or 
Actual        Appropriation       Estimate         Decrease 

$109,305,000       $119,660,000     $124,213,000       +$4,553,000 
1995  Authorization:  Indefinite 

Purpose  and  Method  of  Operation 

The  purpose  of  this  activity  is  to  provide  mandatory  payments  to  Commissioned 
Officers  of  the  Public  Health  Service  who  have  been  retired  for  age, 
disability  or  specified  length  of  service. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

1990  $87,390,000 

1991  95,689,000 

1992  94,002,000 

1993  109,305,000 

1994  119,660,000 

Rationale  for  the  FY  1995  Budget  Request 

The  FY  1994  request  of  $124,213,000  is  an  increase  of  $4,553,000  over  the 
FY  1994  level  and  will  support  payments  to  an  estimated  3,089  retired 
officers.  The  increase  will  fund  the  annual ization  costs  of  the  FY  1994  COLA, 
an  FY  1995  COLA  of  3.0  percent,  and  the  projected  net  increase  of  156  retirees 
during  FY  1995. 

The  FY  1995  estimates  are  based  on  payments  to  the  following  number  of 
retirees: 

Net 

Period  Ending  Total      Increase 

September  30,  1993,  actual       2,777        N/A 
September  30,  1994,  (est.)       2,933        156 


September  30,  1995,  (est.)       3,089        156 
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Survivors'  Benefits 

Authorizing  legislation  -  Chapter  73  of  Title  10  U.S.C. 

FY  1993         FY  1994  FY  1995  Increase  or 

Actual       Appropriation       Estimate         Decrease 

$6,808,000       $7,856,000       $8,826,000  $970,000 

1995  Authorization:  Indefinite 

Purpose  and  Method  of  Operation 

This  activity  provides  for  the  payment  of  annuities  to  survivors  of  retired 
officers  who  had  elected  to  receive  reduced  retirement  payments  under  the 
Retired  Serviceman's  Family  Protection  Plan  and  Survivor's  Benefit  Plan.  This 
program  is  financed  by  the  Federal  Government  although  deductions  are  made  in 
the  retirement  payments  to  the  officers  who  elect  the  option  of  survivors' 
benefits. 

Funding  levels  for  the  past  five  years  were  as  follows: 

1990  $5,288,000 

1991  5,663,000 

1992  5,411,000 

1993  6,808,000 

1994  7,856,000 

Rationale  for  FY  1995  Budget  Request 

The  FY  1995  request  of  $8,826,000  is  an  increase  of  $970,000  over  the  FY  1994 
level  and  will  provide  payments  for  an  estimated  512  annuitants.  The  increase 
will  fund  the  annual ization  costs  of  the  FY  1994  COLA,  the  FY  1995  COLA  of 
3.0  percent  and  the  projected  net  increase  of  24  survivors  receiving  benefits 
in  FY  1994. 

The  FY  1995  estimates  are  based  on  payments  to  the  following  numbers  of 
annuitants: 

Net 
Period  Ending  Total     Increase 

September  30,  1993,  actual  464  N/A 
September  30,  1994,  (est.)  488  24 
September  30,  1995.  (est.)        512        24 
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Medical  Care 

Authorizing  legislation  -  Chapter  55  of  Title  10  U.S.C. 

FY  1993  FY  1994  FY  1995       Increase  or 

Actual        Appropriation       Estimate       Decrease 

$21,450,000        $22,665,000       $23,844,000     +$1,179,000 
1995  Authorization:  Indefinite 

Purpose  and  Method  of  Operation 

This  program  provides  for  the  cost  of  medical  care  rendered  in  non-Federal 
and  in  uniformed  service  facilities  to  active  duty  and  retired  PHS 
commissioned  officers  and  dependents  of  eligible  personnel. 

This  activity  fulfills  the  mandatory  medical  care  obligations  of  the  Public 
Health  Service  to  Commissioned  Officers  and  their  dependents.  Medical  care  to 
eligible  beneficiaries  is  authorized  under  the  Dependents'  Medical  Care  Act, 
as  amended  by  P.L.  89-614,  which  allows  for  an  expanded  and  uniform  program  of 
medical  care  to  active  duty  and  retired  members  of  the  uniformed  services,  and 
dependents  of  active  duty,  retired  and  deceased  members.  Health  care  provided 
in  a  uniformed  service  facility  is  billed  directly  to  the  Public  Health 
Service  by  that  organization.  When  medical  care  is  provided  to  dependents  or 
retirees  in  a  private  facility,  the  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services  (CHAMPUS)  acts  as  the  Government's  agent  to  arrange  payment 
and,  in  turn,  bills  the  Public  Health  Service  for  the  services  rendered.  In 
addition,  contract  medical  care  is  arranged  for  active  duty  officers  who  are 
not  stationed  in  an  area  accessible  to  uniformed  facilities. 

Funding  and  beneficiary  levels  for  the  past  five  years  were  as  follows: 

Total 
Funding  Level   Beneficiaries 

1990  $17,855,000       26,800 

1991  17,960,000  26,500 

1992  20,681,000  27,500 

1993  21,450,000  27,500 

1994  22,665,000  27,500 

Rationale  for  FY  1995  Budget  Request 

The  request  of  $23,844,000  will  provide  medical  care  for  approximately  27,500 
eligible  beneficiaries.  The  FY  1995  request  reflects  increases  in  the  cost  of 
drugs  and  inpatient  and  outpatient  care  for  all  beneficiaries  in  Federal  and 
non-Federal  facilities. 
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Military  Service  Credits 

Authorizing  Legislation  -  Section  229(b)  of  the  Social  Security  Act. 

FY  1993  FY  1993        FY  1994       Increase  or 

Actual         Appropriation      Estimate        Decrease 

$2,900,000         $2,879,000       $2,438,000       -$441,000 

1994  Authorization:  Indefinite 

Purpose  and  Method  of  Operation 

The  purpose  of  this  activity  is  to  make  payments  to  the  Social  Security 
Administration  to  reimburse  the  Federal  old-age  and  survivors  insurance  (OASI) 
and  disability  insurance  (DI)  trust  funds  for  the  costs  to  the  trust  funds  of 
granting  non-contributory  credit  for  military  service. 

The  Social  Security  Amendments  of  1967  added  Section  229(b)  of  the  Social 
Security  Act,  affecting  credit  for  military  service  performed  after 
December  1967.  The  pay  of  an  officer  in  the  uniformed  services,  after 
December  1967,  is  deemed  to  be  up  to  $300  more  than  his/her  basic  pay  in  each 
calendar  quarter,  to  cover  the  value  of  non-wage  income,  such  as  food,  shelter 
and  medical  services.  The  Social  Security  Amendments  of  1972  amended  the  law 
to  provide  non-contributory  wage  credits  of  $300  per  quarter  for  military 
service  performed  after  1956.  The  Social  Security  Amendments  of  1977  further 
amended  the  law  to  provide  non-contributory  wage  credits  of  $100  for  each  $300 
of  actual  wages  earned  up  to  a  maximum  credit  of  $1,200  for  any  calendar  year 
after  1977. 

The  Social  Security  Amendment  of  1983  also  modified  Section  229(b)  to  require 
that  trust  funds  be  paid  on  a  taxes-due  instead  of  a  benefits-paid  basis 
beginning  in  calendar  year  1984.  The  1983  amendments  authorized  a  lump  sum 
payment  to  put  the  trust  funds  in  the  same  financial  position  they  would  have 
been  in  if  the  reimbursement  to  the  trust  funds  for  post-1956  military  service 
credit  for  prior  years  (1957-1983)  had  been  financed  on  this  new  basis.  For 
calendar  year  1984  and  later,  the  trust  funds  will  be  reimbursed  annually  on 
July  1  for  the  OASDI  employer-employee  taxes  on  the  post-1956  wage  credits  for 
military  service  for  the  same  calendar  year.  Proper  adjustment  will  be  made 
in  amounts  authorized  to  be  appropriated  to  the  extent  prior  estimates  were  in 
excess  or  less  than  actual  wages  deemed  to  be  paid. 

Funding  levels  for  the  past  five  years  are  as  follows: 

1990  $3,090,000 

1991  3,327,000 

1992  3,095,000 

1993  2,900,000 

1994  2,879,000 

Rationale  for  the  FY  1995  Budget  Request 

The  FY  1995  request  for  military  service  credits  is  $2,438,000.  This  amount 
will  be  paid  to  the  Social  Security  Administration  in  FY  1995. 
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Thursday,  April  28,  1994. 

AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

WITNESS 

j.  jarrett  clinton,  m.d.,  administrator 

Opening  Statement 

Mr.  Smith.  Dr.  Clinton,  your  remarks  will  be  put  in  the  record. 
You  may  summarize  or  whatever  you  want  to  do. 

Dr.  Clinton.  Thank  you,  Mr.  Chairman.  If  I  may,  I  will  make 
a  brief  introduction  about  what  we  are  requesting  this  year  and 
what  we  have  accomplished. 

These  are  exciting  and  demanding  times  for  the  Agency  for 
Health  Care  Policy  and  Research.  We  are  in  the  forefront  of  the 
health  care  reform  effort,  providing  information  and  expertise  to 
the  policymakers  proposing  a  reshaping  of  America's  health  care 
system. 

Regarding  our  research  on  health  care  cost,  quality  and  access, 
we  support  research  in  virtually  every  area  of  health  care  reform 
now  under  discussion.  Investigator-initiated  research  funded 
through  this  program  focuses  on  managed  care;  cost  effectiveness 
in  community  care  for  the  elderly;  variations  in  obstetric  care  for 
low-risk  pregnancies;  rural  hospital  closures  and  factors  associated 
with  that;  the  costs  and  financing  of  HIV  disease;  improved  elec- 
tronic medical  records  systems;  and  inadequate  follow-up  for  abnor- 
mal screening  mammograms. 

In  the  area  of  rural  health  care,  AHCPR  continues  to  support 
five  rural  centers  established  in  fiscal  year  1993  and  will  fund  five 
rural  health  cooperative  agreements  in  this  fiscal  year. 

Two  new  data  bases  developed  and  maintained  by  our  intra- 
mural research  program  focus  on  hospital  cost  and  utilization.  De- 
tails on  this  are  provided  in  the  written  record. 

We  are  expanding  our  User  Liaison  Program  to  support  capacity- 
building  for  public  health  and  health  care  policy  at  the  State  and 
local  level  through  focused  workshops  and  technical  assistance. 

Our  National  Medical  Expenditure  Survey  (NMES)  has  been  pro- 
foundly useful  in  the  discussion  of  health  care  reform  in  recent 
months.  It  focuses  on  individual  and  family-specific  information 
with  regard  to  who  pays  for  what  in  health  care  in  America.  We 
intend  to  launch  the  actual  field  survey  for  NMES  3,  the  third  in 
this  series  of  surveys,  in  January  of  1996. 

Our  Medical  Treatment  Effectiveness  Program  continues  to  pro- 
vide important  information  for  clinicians  and  patients  around  the 
country.  Our  Patient  Outcomes  Research  Teams  (PORTs),  which 
began  in  1989,  are  in  their  final  year. 

Through  the  PORT  on  prostate  disease,  we  identified  that  radical 
prostatectomy,  the  surgery  for  localized  cancer  of  the  prostate,  has 
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increased  about  fivefold  in  recent  years.  Yet  there  was  a  very  high 
compHcation  rate  and  a  very  high  mortahty  rate  associated  with 
that  procedure.  This  surprised  urologists  and  I  think  we  have 
shown  that  a  new  surgical  technique  needs  to  be  examined  more 
thoroughly  before  it  is  rapidly  introduced  into  the  population.  That 
work  is  under  way  now. 

We  are  looking  at  many  other  common  medical  problems — low 
back  pain,  heart  attacks,  cataracts,  total  knee  replacements,  schizo- 
phrenia which  is  America's  number  one  long-term  mental  illness, 
gall  bladder  disease,  diabetes,  pneumonia,  common  conditions  af- 
fecting our  families  and  all  of  America. 

A  major  new  initiative  called  PORT-II  begins  in  fiscal  year  1994. 
We  are  close  to  making  our  first  grant  awards  under  that  program, 
which  will  provide  even  greater  ability  to  examine  policy-relevant 
and  clinically-relevant  issues  on  the  cost-effective  treatment  of  com- 
mon conditions. 

Another  important  initiative  that  we  recently  established  is  the 
MEDTEP  Research  Centers  on  Minority  Populations.  A  total  of  11 
of  these  are  examining  conditions  that  are  prominent  in  the  range 
of  minority  populations  in  the  United  States.  The  centers  look  at 
conditions  such  as  high  blood  pressure,  kidney  disease,  tuber- 
culosis, low  birth  weight,  and  substance  abuse,  conditions  that  are 
particularly  severe  in  selected  minority  population  groups. 

We  continue  to  support  a  program  begun  in  1993  that  looks  at 
the  use  of  prescription  drugs,  the  complications,  and  cost  effective- 
ness. 

The  clinical  practice  guideline  program  has  expanded  rapidly, 
and  we  are  pleased  to  announce  that  guidelines  are  published  quite 
regularly. 

The  clinical  practice  guideline  on  evaluation  and  management  of 
early  HIV  infection  was  released  in  January.  This  is  a  copy.  It  pro- 
vides both  a  good  summary  for  busy  physicians  and  consumer 
booklets  that  are  always  a  part  of  our  clinical  guideline  program. 
The  consumer  booklet  is  in  English  and  also  in  Spanish. 

We  released  the  benign  prostatic  hyperplasia  guideline  in  Feb- 
ruary, one  on  cancer  pain  in  March,  and  another  in  late  March  on 
unstable  angina.  We  expect  to  release  about  five  more  before  the 
end  of  the  calendar  year.  Congestive  heart  failure  and  low  back 
pain  would  be  among  those. 

We  are  looking  at  a  variety  of  new  technologies  in  response  to 
requirements  from  HCFA.  These  reviews  and  assessments  look  at 
things  such  as  bone  density  measurement,  an  issue  in  osteoporosis; 
combined  pancreas-kidney  transplants,  an  issue  with  intake  dia- 
betic disease,  and  other  high  technology  issues  of  relevance. 

We  are  looking  at  a  variety  of  issues  on  medical  care  data  sys- 
tems, described  in  our  justification. 

You  know  our  request,  Mr.  Chairman.  We  are  asking  for  $173 
million  for  fiscal  year  1995,  a  $19  million  increase  over  1994,  an 
increase  of  about  12  percent. 

I  have  said  it  before,  and  I  will  say  it  again:  I  think  AHCPR,  Mr. 
Chairman,  serves  as  a  compass  to  an  enormous  investment  meas- 
ured in  billions  of  dollars.  We  provide  guidance  through  informa- 
tion, through  policy  analysis  that  I  think  can  be  helpful  to  you  and 
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to  those  in  America  who  are  making  judgments  about  health  care 
reform. 

Recognizing  our  time  is  brief  today,  I  will  close  and  respond  to 
your  questions. 

[The  prepared  statement  and  biography  of  Dr.  J.  Jarrett  Clinton 
follows:] 
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STATEMENT  OF  J.  JARRETT  CLINTON,  M.D. 

HOUSE  LABOR/HHS/EDUCATION  APPROPRIATION  SUBCOMMITTEE 

April  28,  1994 

For  submission  to  the  written  record 

Mr.  Chairman  and  members  of  the  Cocnmittee,  I  am  pleased  to  be  here  today  to 
discuss  the  budget  request  of  the  Agency  for  Health  Care  Policy  and  Research 
(AHCPR)  for  fiscal  year  1995. 

These  are  exciting  and  demanding  days  for  AHCPR.   We  are  in  the  forefront  of 
the  health  care  reform  effort,  providing  information  and  expertise  to  the 
policy-makers  proposing  a  reshaping  of  the  nation's  health  care  system. 

Research  on  Health  Care  Costs.  Quality  and  Access  (CQA) 

AHCPR  is  supporting  research  in  virtually  every  area  of  health  care  reform  now 
under  discussion.   Investigator-initiated  research  funded  through  the  Health 
Care  Costs,  Quality,  and  Access  program  focuses  on  such  vital  issues  as: 

•  managed  care; 

•  cost  effectiveness  in  community  care  for  the  elderly; 

•  variations  in  obstetric  care  for  low  risk  pregnancies; 

•  rural  hospital  closures  and  rural  emergency  medical  services; 

•  HIV/cost  and  financing; 

•  improved  electronic  medical  records  systems  and; 

•  inadequate  follow-up  of  abnormal  screening  mammogram. 

In  the  area  of  rural  health  care,  AHCPR  continues  to  support  five  rural 
centers  established  in  FY  1993  and  will  fund  up  to  five  cooperative  agreements 
in  FY  1994. 

AHCPR' s  intramural  research  program  has  developed  the  third  phase  of  the 
Hospital  Cost  and  Utilization  Project  (HCUP)  which  will  create  two  databases 
by  merging  data  on  hospitals  and  hospital  discharges  from  different  states. 

In  the  area  of  AIDS,  the  second  national  utilization  survey,  the  "HIV  Cost  and 
Services  Utilization  Study"  (HCSUS)  is  being  organized.   This  study  reflects 
AHCPR 's  ongoing  commitment  to  collect  data  on  the  use  and  cost  of  services  by 
persons  with  HIV  infection,  and  to  make  these  data  available  to  health  care 
policymakers . 

AHCPR' s  dissemination  activities  include  the  User  Liaison  Program  (ULP)  which 
plays  a  key  role  in  AHCPR' s  efforts  to  support  capacity-building  for  public 
health  and  health  care  policy  at  the  state  and  local  level  through  focused 
workshops  and  technical  assistance. 

National  Medical  Expenditure  Survev  fNMES  3) 

The  National  Medical  Expenditure  Survey  provides  the  basic  information  for 
estimating  the  effects  of  various  approaches  to  reform  of  the  American  system 
of  health  care.   For  estimating  the  cost,  financing  options,  and 
distributional  impact  of  reform  options,  no  alternative  source  of  information 
exists.   The  third  in  the  series  of  surveys  will  begin  data  collection  in 
January  1996. 
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Medical  Treatment  Effectiveness  Program  (MEDTEP) 

The  purpose  of  the  MEDTEP  program  is  to  increase  the  cost  effectiveness  and 
appropriateness  of  clinical  practice  now  and  in  a  reformed  health  care  system. 
The  first  four  Patient  Outcomes  Research  Teams  (PORTs),  begun  in  FY  1989,  are 
in  the  completion  phase.   There  is  now  ample  evidence  of  the  value  of  the  PORT 
approach. 

To  highlight  just  one  example,  the  work  of  the  PORT  on  prostate  disease 
illustrates  how  the  individual  components  of  these  projects  fit  together  to 
build  complementary  evidence.    The  PORT  found  no  hard  evidence  that  radical 
prostatectomy  is  an  effective  treatment  for  localized  prostate  cancer,  and 
found  very  high  rates  of  serious  complications.   The  PORT'S  powerful  results 
have  shaken  complacent  views  about  the  effectiveness  and  appropriateness  of 
radical  surgery  for  prostate  cancer.   The  other  13  PORT  projects  are 
conducting  research  on: 

•  Low  back  pain  •  pneumonia 

•  myocardial  infarction  •  diabetes 

•  cataract  treatment  •  hip  fracture  repair  and  osteoarthritis 

•  total  knee  replacement  •  cesarean  section 

•  ischemic  heart  disease  •  prevention  of  stroke 

•  schizophrenia  •  low  birth  weight 

•  biliary  tract  disease 

A  major  new  initiative,  called  PORT  II,  begins  in  FY  1994.   PORT-II  projects 
will  continue  to  address  important  clinical  and  policy-relevant  questions  on 
the  clinical  effectiveness  and  cost  effectiveness  of  different  clinical 
approaches  for  common  clinical  conditions,  and  will  advance  methods  for 
outcomes  research. 

Another  important  initiative  established  MEDTEP  Research  Centers  on  Minority 
Populations.   A  total  of  eleven  Centers  have  been  funded  and  are  investigating 
which  clinical  strategies  are  best  for  dealing  with  conditions  prevalent  among 
African  Americans,  Latinos,  Asian  and  Pacific  Islanders,  American  Indians, 
and/or  Alaska  Natives.   Examples  of  the  conditions  being  studied  are:   high 
blood  pressure,  kidney  disease,  tuberculosis,  low  birthweight,  substance 
abuse,  and  certain  cancers. 

In  the  area  of  prescription  drugs  and  related  pharmaceutical  interventions, 
AHCPR  is  funding  14  investigator-initiated  research  grants  on  the  effect  of 
prescription  drugs  on  patient  outcomes. 

Clinical  practice  guidelines  are  developed  by  AHCPR' s  Office  of  the  Forum  for 
Quality  and  Effectiveness  in  Health  Care.   The  guideline  on  evaluation  and 
management  of  early  HIV  infection  was  released  January  20,  1994;  diagnosis  and 
treatment  of  benign  prostatic  hyperplasia  was  released  February  2,  1994; 
management  of  cancer  related  pain  was  released  March  8,  1994;  and  diagnosis 
and  management  of  unstable  angina  was  released  March  15,  1994.   Five  other 
topics  are  due  for  release  in  1994. 

AHCPR  continues  to  support  reviews  of  new  technologies  under  consideration  for 
reimbursement  by  Federal  agencies.   Ongoing  assessments  and  reviews  include 
bone-density  measurements,  combined  pancreas-kidney  transplants,  magnetic 
resonance  angiography,  and  peripheral  stem  cells  with  high-dose  chemotherapy. 
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Patient  care  data  development  activities  of  AHCPR's  Office  of  Science  and  Data 
Development  (OSDD)  focus  on  improving  access  to  uniform,  accurate, 
computerized  health  care  data  for  achieving  better  patient  outcomes  in  the 
community  and  better  medical  effectiveness  research  findings  about  the 
communities'  use  of  health  services.   This  year,  a  new  international  online 
service  dedicated  to  the  field  of  health  services  research,  HSTAR  (Health 
Services/Technology  Assessment  Research),  is  offered  through  the  National 
Library  of  Medicine's  (NLM)  international  online  service. 

FY  1995  Request 

The  appropriation  request  for  AHCPR  totals  $173  million.   This  amount  is  $19 
million  over  FY  1994,  an  increase  of  12  percent,  and  provides  for  a 
significant  investment  in  the  knowledge  infrastructure  needed  to  guide  health 
care  reform. 

The  $19  million  request  includes  $8,400,000  for  the  Health  Care  Costs,  Quality 
and  Access  program,  of  which  $1,376,000  will  be  directed  to  AIDS.   Research  on 
the  underlying  reasons  for  cost  inflation,  methods  for  financing  health  care 
as  well  as  evaluations  of  state  reforms  will  be  pursued. 

An  additional  $5,000,000  is  requested  for  the  National  Medical  Expenditure 
Survey  (NMES  3).   The  preparation  in  advance  of  the  actual  field  survey,  in 
1996,  will  allow  access  to  data  for  policy  analysis  much  more  quickly  than  has 
been  possible  in  the  past. 

Our  request  also  includes  $5,600,000  for  the  MEDTEP  program.   Support  will  be 
provided  for  outcomes  and  effectiveness  research  including  expansion  of  the 
PORT  II  program  that  began  in  FY  1994,  focusing  directly  on  specific  clinical 
questions.   Other  areas  that  will  receive  increased  support  are:   chronic 
conditions  in  ambulatory  care  settings,  e.g.,  congestive  heart  failure, 
chronic  obstructive  pulmonary  disease,  arthritis,  hypertension,  and  selected 
mental  illnesses. 

Expansion  of  clinical  practice  guidelines  in  conditions  where  there  is  high 
burden  of  care,  high  prevalence,  high  variability  of  practice,  known  outcomes 
and  high  costs  to  the  Medicare  program  will  be  provided.   This  increase  will 
provide  for  two  additional  clinical  guidelines  in  areas  such  as  women's 
health,  geriatric  issues,  and/or  pneumonia. 

Dissemination  of  new  guidelines,  updates  of  previously  issued  guidelines,  and 
findings  from  cost,  quality  and  access  studies  and  technology  assessments  will 
be  provided.   In  addition,  six  PORTS  will  be  completed  by  FY  1995  and  findings 
from  these,  along  with  findings  from  the  ongoing  major  outcomes  research 
program  will  be  disseminated. 

Thank  you  for  the  opportunity  to  discuss  our  work  at  AHCPR,   I  will  be  pleased 
to  answer  any  questions  you  may  have. 
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Mr.  Smith.  You  mentioned  a  number  of  things  that  you  are 
studying  or  doing  research  on.  How  many  months  are  these 
projects  and  what  do  you  do  with  the  materials  after  you  get  them? 

CLINICAL  PRACTICE  GUIDELINES 

Dr.  Clinton.  They  break  into  a  variety  of  groups. 

Let's  talk  about  clinical  practice  guidelines.  That  is  perhaps  the 
most  immediately  relevant  contribution  to  health  care  change.  This 
project  takes  about  a  year-and-a-half  of  work  on  the  construct  of  a 
multidisciplinary  panel  of  about  15  to  20  people  to  provide  a  final 
product  to  us.  It  takes  us  another  three  or  four  months  to  put  it 
in  this  printed  format. 

So  a  guideline  effort  is,  in  round  numbers,  about  a  two-year 
project. 

I  have  looked  at  ways  in  which  we  might  accelerate  it.  I  think 
that  you  just  cannot.  It  is  hard  work. 

First  of  all,  we  are  the  only  group  that  has  ever  required  a  multi- 
disciplinary  group:  doctors,  specialists,  primary  care,  nurses,  other 
health  care  workers,  consumer  advocates.  They  have  different  per- 
spectives, and  it  takes  some  time  to  understand  how  the  same  sci- 
entific article  might  be  looked  at  somewhat  differently  from  a  dif- 
ferent perspective. 

We  are  also  very  concerned  that  the  guideline  be  written  clearly 
so  when  busy  clinicians  deal  with  this  quick  summary,  they  can 
pick  it  up,  see  algorithms,  flow  charts,  other  materials  that  are 
useful  to  them. 

Issues  on  the  other  end  of  the  spectrum,  large  projects  like  the 
Patient  Outcomes  Research  Teams,  the  PORTs  I  referred  to,  are 
four-  to  five-year  efforts.  That  does  not  mean  that  we  wait  until  re- 
searchers provide  a  final  report.  Indeed,  the  low  back  pain  PORT 
at  the  University  of  Washington  already  has  produced  an  extraor- 
dinary list  of  publications  that  show  up  in  a  variety  of  prominent 
journals. 

I  have  here  publications  of  the  Patient  Outcome  Research  Teams 
dated  March  1994.  This  is  before  any  PORT  has  completed  its 
work.  Yet  it  goes  on  for  many  pages,  about  25,  for  the  various  arti- 
cles that  derive  from  our  work  and  are  published  in  prominent 
medical  journals. 

At  the  intermediate  spectrum,  the  three  announcements  we  re- 
leased about  a  year-and-a-half  ago,  one  on  primary  care,  one  on  the 
cost  and  financing  of  medical  care,  and  one  on  the  measurement  of 
quality,  support  short-term  projects,  approximately  two  years.  We 
want  modest  costs,  meaning  $200,000,  $300,000.  We  are  getting  a 
good  response  to  that. 

So  I  think  we  have  a  spectrum  of  major  investments,  some  highly 
developmental  work  that  is  getting  a  good  product  in  two  years 
time,  and  some  other  very  short-term  projects  to  resolve  questions 
that  are  coming  up  to  the  Congress  and  America's  policymakers  on 
issues  of  quality,  primary  care,  access  and  cost  and  financing. 

DISTRIBUTION  OF  GUIDELINES 

Mr.  Smith.  How  do  you  distribute  the  information?  Do  you  have 
one  method  of  distribution?  Whom  do  you  distribute  to? 
Dr.  Clinton.  We  will  begin  again  with  the  guideline. 
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The  guideline  is  available  through  several  mechanisms.  One  goes 
to  every  hospital  in  America,  and  a  set  goes  to  every  major  medical 
association  and  specialist  society  involved  in  the  management  of 
that  disease,  from  the  specialist  to  the  primary  care  practitioners. 
It  is  available  through  our  clearinghouse.  We  are  able  to  handle 
about  2,300  calls  a  day. 

We  send  the  patient  brochure  to  a  variety  of  news  media.  We  are 
on  television  and  radio,  generally  in  the  order  of  hundreds  of  radio, 
television  and/or  newspaper  articles  across  the  countiy. 

Mr.  Smith.  Do  you  solicit  for  that  or  do  they  solicit  you? 

Dr.  Clinton.  We  work  at  that.  We  make  our  investments  in 
being  sure  the  editorial  staff  of  radio,  television,  consumer  maga- 
zines like  Good  Housekeeping,  influential  leaders  like  Ann  Landers 
are  aware  of  what  we  are  doing,  sending  in  press  releases,  pre- 
paratory materials  so  they  will  talk  about  it. 

What  I  want  to  see  is  information  on  guidelines  in  Good  House- 
keeping, Modem  Maturity,  and  newspapers. 

We  work  through  medical  societies,  nursing  societies,  profes- 
sional groups,  getting  the  guideline  referenced  in  various  journals 
where  they  can  get  copies  or  it  is  reprinted,  getting  it  out  to  special 
interest  groups  in  the  disease  or  special  populations  like  the  Na- 
tional Medical  Association. 

Mr.  Smith.  What  does  it  cost  to  print  that? 

Dr.  Clinton.  To  do  the  entire  development  process,  Mr.  Chair- 
man, would  cost  about  $1.5  million  to  bring  it  to  the  product  we 
see  here.  Then  we  print  a  certain  number  that  would  cost  on  the 
order  of  $200,000  to  $500,000. 

I  am  concerned  about  the  printing  costs.  That  is  currently  under 
our  administrative  cap.  So  the  cost  to  print  guidelines  is  attributed 
to  administration,  though  I  think  that  is  inappropriate. 

We  are  looking  at  options.  It  may  be  that,  over  time,  clinicians 
would  be  willing  to  buy  this  for  a  reasonable  price.  Because  we  are 
trying  to  change  the  way  physicians  think,  I  hate  to  charge  them 
very  much  in  the  short  run.  I  am  really  troubled  about  getting  this 
in  English  and  Spanish  to  consumers  at  a  price.  I  don't  think  we 
will  make  that  happen.  We  will  look  at  getting  this  in  individual 
copies  through  the  Government  Printing  Office. 

Mr.  Smith.  You  do  not  charge  anything  now? 

Dr.  Clinton.  Not  at  the  present  time. 

We  have  made  arrangements  with  the  Government  Printing  Of- 
fice to  get  bulk  printing.  So  if  you  are  a  hospital  and  wanted  10 
copies  or  your  society  wanted  a  hundred  copies,  they  can  buy  it  at 
a  modest  charge  through  the  Government  Printing  Ofiice.  We  are 
trying  to  gradually  move  in  that  direction,  but  we  do  not  have  a 
mechanism  at  the  moment  for  a  single  copy,  for  a  single  practi- 
tioner who  wants  that. 

RURAL  health  CENTERS 

Mr.  Smith.  Explain  to  me  more  about  these  five  rural  health  cen- 
ters. 

Dr.  Clinton.  The  ones  we  are  advancing  this  year? 

Mr.  Smith.  Yes. 

Dr.  Clinton.  This  began  in  response  to  a  directive  from  the  Sen- 
ate Appropriations  Committee  last  year.  In  essence,  it  is  a  coopera- 
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tive  agreement,  that  means  the  federal  government  and  the  grant- 
ee can  work  together  on  a  variety  of  issues,  and,  basically,  is  a 
demonstration  project  of  how  to  put  together  managed  care  in  rural 
populations.  That  would  include  places  where  transportation  is  dif- 
ficult because  of  the  complexity  of  geography  like  West  Virginia 
and  places  that  you  and  I  knew  as  kids  in  the  Midwest  where  the 
road  is  straight,  but  it  is  a  long  road. 

It  would  include  areas  where  public  transportation  is  difficult. 
The  concern  was  that  managed  care  in  Baltimore,  New  York  City, 
Philadelphia,  Denver  or  in  Omaha  and  Kansas  City  is  organized 
fairly  well  in  an  urban  setting.  Rural  populations  will  lag  unless 
we  make  investments  in  demonstrating  what  might  be  done  with 
the  use  of  telemedicine,  telecommunications,  making  links  along 
the  entire  system  in  rural  America. 

The  intent  then  is  to  demonstrate  with  some  rapidity  the  devel- 
opment of  managed  care  systems  in  rural  America. 

TELEMEDICINE 

Mr.  Smith.  What  have  you  done  or  are  planning  in  the  field  of 
telemedicine? 

Dr.  Clinton.  Telemedicine  actually  has  a  long  history  of  invest- 
ment in  various  components  of  the  Public  Health  Service  as  well 
as  the  Health  Care  Financing  Administration.  We  do  not  have  any 
grant  at  the  moment  from  AJiCPR  that  looks  at  that.  I  have  seen 
it  work  abroad.  I  have  seen  it  work  in  the  United  States.  I  have 
seen  it  work  in  the  military, 

Mr.  Smith.  Fiber  optics? 

Dr.  Clinton.  The  ones  I  saw  earlier  were  not  at  the  fiber  optics 
stage. 

It  does  work,  but  it  has  a  capital  investment.  It  certainly  pro- 
vides an  opportunity  for  a  general  practitioner  in  rural  America  to 
have  a  patient  presented  who  has  an  unusual  rash  and  to  have  a 
dermatologist  at  an  academic  center  see  the  patient.  They  can  talk 
with  the  patient  and  the  specialist. 

I  think  there  is  nothing  that  gives  better,  more  timely  care.  But 
there  are  investments  to  be  made. 

More  importantly,  I  think  there  are  other  linkages  of  general 
practitioner  to  general  practitioner,  and  to  other  specialists,  that 
can  be  done  through  the  various  computer  systems  we  have.  These 
are  all  on  computer  now,  through  the  National  Library  of  Medicine. 

Mr.  Smith.  I  understand  or  they  tell  me  that  the  imagery  is  so 
good  on  fiber  optics  that  there  is  no  comparison. 

Dr.  Clinton.  I  think  it  is  probably  extraordinary.  I  have  seen 
even  pathology  slides  transmitted  between  Europe  and  the  United 
States.  Pathologists  were  able  to  look  through  a  microscope  to  get 
that  image. 

Mr.  Smith.  A  doctor  in  a  rural  area,  a  practitioner,  can  be 
hooked  up  with  a  specialist  somewhere  else  a  hundred  miles  away 
or  more? 

Dr.  Clinton.  That  is  right. 

Mr.  Smith.  And  really  be  getting  practically  the  same  kind  of  ad- 
vice as  if  they  were  in  the  same  office? 

Dr.  Clinton.  That  is  correct. 


911 

Mr.  Smith.  Now  only  one  State  has  put  fiber  optics  into  every 
county.  That  is  Iowa,  of  course.  They  don't  have  fiber  optics,  how- 
ever, from  the  location  in  each  county  to  the  health  care  provid- 
ers— that  has  not  been  hooked  up  yet.  As  a  matter  of  fact,  the  leg- 
islature just  now  passed  a  law  that  permits  health  care  providers, 
even  though  they  are  not  under  the  State,  to  hook  up  with  the  out- 
let in  the  county. 

Now  we  are  talking  about — if  we  are  to  do  this  nationwide — we 
are  talking  about  billions  of  dollars. 

Dr.  Clinton.  That  is  the  issue. 

Mr.  Smith.  Billions  of  dollars.  So  the  most  we  are  going  to  be 
able  to  do  with  Federal  financing  is  probably  a  pilot  program. 

Dr.  Clinton.  And  demonstration  of  its  worth. 

Mr.  Smith.  Demonstrate  how  valuable  it  is.  Then  maybe  we  can 
get  private  industry  to  furnish  it  and  come  in  and  do  it  other  places 
if  there  is  a  demand  for  it.  That  will  create  the  demand. 

So  that  is  my  question,  really:  How  far  along  are  we  on  making 
something  like  this  work? 

Dr.  Clinton.  I  think  one  of  the  issues  there,  Mr.  Chairman,  is 
whether  there  will  be  sufficient  Federal  leadership  to  standardize 
the  transmission  of  messages,  the  standardization  of  the  nomen- 
clature, a  variety  of  those  things. 

I  agree  with  you.  I  think  private  industry  will  make  the  invest- 
ment. But  if  this  resembles  the  early  days  of  TV  videocassettes 
with  the  Sony  version  and  the  VHS  version,  then  the  industry  will 
spend  time  trying  to  decide  who  is  going  to  be  first. 

So  we  have  tried  to  convince  people  to  talk  about  standards, 
using  the  American  National  Standards  Institute,  their  health  care 
planning  panel,  to  try  to  bring  consensus  to  some  of  this.  At  some 
point,  the  Federal  Grovemment  is  going  to  have  to  say,  as  part  of 
the  Health  Security  Act,  this  will  be  the  standard  for  the  trans- 
mission on  this.  This  is  the  definition  and  the  code  for  that  mes- 
sage. 

Mr.  Smith.  How  far  along  are  we?  Are  we  far  enough  along  to 
have  a  pilot  project? 

Dr.  Clinton.  Yes.  I  don't  think  we  are  far  enough  along  to  easily 
do  something  nationwide  or  Statewide  but  certainly  a  demonstra- 
tion project  could  be  done.  Some  are  certainly  under  way.  I  am 
aware  of  them  in  the  Department's  program.  I  do  emphasize  I  am 
not  aware  of  one  under  AHCPR.  It  does  lend  itself  to  things  that 
are  relevant  to  your  primary  concern. 

For  example,  we  are  looking  at  the  quality  of  intensive  care  units 
in  Iowa  hospitals  under  a  grant  for  the  University  of  Iowa.  That 
is  a  place  to  use  the  optics  you  are  describing  in  terms  of  commu- 
nication of  information  and  imagery  so  intensive  care  can  be  man- 
aged reasonably  well  for  average  cases  in  a  rural  hospital  so  that 
everything  doesn't  have  to  go  into  the  academic  medical  center.  We 
just  cannot  afford  that. 

Mr.  Smith.  I  suppose  this  is  an  impossible  question  to  answer, 
but  do  you  have  any  idea  what  a  pilot  program  like  we  are  talking 
about  would  cost? 

Dr.  Clinton.  It  would  depend  upon  how  many  places  you  are 
trying  to  include  in  the  demonstration.  We  are  expecting  to  invest, 
for  example,  in  these  rural  health  centers  that  started  our  con- 
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versation  along  the  lines  of  about  $2  million  per  year  over  the  next 
several  years. 

Mr.  Smith.  You  already  have  fiber  optics  to  a  location  in  a  county 
seat? 

Dr.  Clinton.  That  is  the  major  issue.  Generally,  with  budgets  as 
modest  as  AHCPR,  we  would  be  looking  at  the  evaluation  of  the 
usefulness,  whether  it  made  a  difference  in  patient  outcomes.  That 
is  a  modest  investment.  You  already  made  the  capital  investment. 

Mr.  Smith.  Getting  it  from  there  to  the  health  care  provider 
would  be  a  modest  investment? 

Dr.  Clinton.  I  think  the  evaluation  would  be  in  the  order  of  a 
project,  let's  say,  about  $1  million  over  two  years,  to  evaluate  the 
usefulness  of  what  you  described.  I  make  the  assumption  the 
equipment  is  already  there.  The  medical  care  has  already  been 
paid  either  by  third  parties 

Mr.  Smith.  I  think,  as  a  practical  matter,  you  have  to  get  the 
fiber  optics  transmission  from  the  location  where  it  came  in  to  the 
county  to  the  health  care  provider. 

Dr.  Clinton.  That  is  more  expensive. 

Mr.  Smith.  That  is  more  expensive? 

Dr.  Clinton.  That  is  more  expensive.  That  is  not  the  work 
AHCPR  finances. 

Mr.  Smith.  Probably  on  a  pilot  basis  we  may  need  to  do  it? 

Dr.  Clinton.  You  may  be  correct.  It  is  the  work  we  are  author- 
ized to  do.  We  have  never  had  budgets  that  made  it  feasible. 

Mr.  Smith.  If  you  cannot  answer,  I  suppose  you  probably  can't 
now — give  me  some  kind  of  an  idea  for  the  record  of  what  we  are 
talking  about  if  we  were  to  have  a  pilot  project  that  connected  the 
health  care  provider  with  a  central  location  not  too  far  away. 

Dr.  Clinton.  That  could  certainly  be  done,  Mr.  Chairman,  under 
the  rural  health  center  demonstration  project  we  are  planning  this 
year.  We  had  a  good  response.  We  had  a  meeting  of  many  inter- 
ested people  in  Kansas  City.  We  have  seen  letters  of  intent  coming 
in.  I  do  not  recall  to  what  extent  the  Midwest  States  were  rep- 
resented, but  I  know  some  were  represented.  They  could  make  that 
a  part  of  their  proposal. 

Mr.  Smith.  Naturally,  Senator  Harkin  and  I  are  both  interested 
in  this.  It  just  happens  that  Iowa  is  the  only  place  that  the  State 
has  paid  for  it. 

Dr.  Clinton.  I  think  that  that  is  an  amazing  investment. 

Mr.  Smith.  The  fiber  optics  are  in  each  county  into  a  central  lo- 
cation, now  into  60  of  the  National  Guard  armories.  The  Federal 
Government — I  think  IRS^is  going  to  get  a  contract  to  hook  up. 
But  the  health  care  providers  need  to  be  hooked  up  in  some  way, 
to  demonstrate  how  it  could  work.  I  just  think  it  is  the  greatest 
thing  that  can  happen  in  telemedicine. 

Dr.  Clinton.  It  certainly  could  apply  as  a  project  under  our  cur- 
rent rural  centers.  They  could  at  any  time  make  a  submission  for 
a  grant  to  evaluate  this  activity  under  the  general  program  of 
AHCPR.  My  guess  is  it  is  well  within  our  capacities  to  do  some- 
thing modest. 

Mr.  Smith.  I  see. 

Okay.  We  have  another  meeting  in  five  minutes.  We  will  ad- 
journ. 
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Thank  you. 

Dr.  Clinton.  Thank  you,  Mr.  Chairman. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record.] 
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ONE  PERCENT  EVALUATION 

Mr.  Smith:   Why  does  your  1995  budget  resort  to  substituting 
one  percent  evaluation  money  tapped  from  other  agencies  in  place  of 
your  own  budget  authority? 

Dr.  Clinton:   The  FY  1995  President's  Budget  request  falls 
within  the  discretionary  caps  outlined  in  the  Budget  Enforcement  Act 
of  1990.   In  developing  the  budget  to  remain  within  the  caps,  many 
compromises  had  to  be  reached.   We  believe  the  most  equitable  way  to 
bring  AHCPR  to  an  appropriate  funding  level,  and  remain  within  the 
caps,  is  through  the  use  of  one  percent  evaluation  funds  as 
authorized  by  the  PHS  Act  and  the  Social  Security  Act.   This  approach 
spreads  the  cost  of  the  research  supporting  the  entire  public  health 
service  effort  across  the  PHS  agencies. 

Mr.  Smith:   The  law  permits  you  to  use  up  to  40  percent  of  the 
Public  Health  Services 's  one  percent  evaluation  funding.   How  close 
is  the  $63  million  you  are  requesting  to  the  40  percent  maximum? 

Dr.  Clinton:   The  FY  1995  President's  Budget  for  AHCPR 
requested  that  $63.2  million  be  appropriated  from  funds  made 
available  tinder  Section  241  of  the  Public  Health  Service  Act.   It  is 
estimated  that  40  percent  of  one  percent  evaluation  funding  in  FY 
1995  will  total  approximately   $59,715,000.   Proposed  appropriation 
language  for  FY  1995  does  not  reference  section  926(b)  of  the  Public 
Health  Service  Act  which  limits  the  amount  made  available  to  AHCPR  to 
40  percent.   This  ensures  that  PHS  will  have  full  flexibility  to 
provide  AHCPR  $63.2  million  from  one  percent  funds  to  support 
activities  authorized  in  section  926(b)  as  well  as  the  National 
Medical  Expenditure  Survey. 

Mr.  Smith:   What  share  of  the  $63  million  is  coming  from  each 
Public  Health  Service  agency  to  fund  your  research  program? 

Dr.  Clinton:   The  following  table  estimates  how  the  one  percent 
funds  will  be  contributed: 


AGENCY 

AMOUNT 

Percent 

HRSA 

$  9,025,000 

14.3 

CDC 

5,541,000 

8.8 

NIH 

45,735,000 

72.4 

SAMHSA 

2,356,000 

3.7 

AHCPR 

456,000 

.7 

OASH 

91.000 

.1 

TOTAL 

$63,204,000 

100.0 
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EXTERNAL  REVIEWS 

Mr.  Smith:   A  February  article  in  Science  asserted  that,  after 
spending  nearly  $200  million  on  outcomes  research,  your  agency  cannot 
point  to  a  single  case  in  which  its  database  studies  have  changed 
general  clinical  practice.   How  do  you  respond  to  this  criticism? 

Dr.  Clinton:   There  are  two  serious  errors  in  the  argument 
presented  in  Science.   First,  the  article  defines  outcomes  research 
narrowly  and  inaccurately,  as  research  limited  to  the  analysis  of 
medical  records  and  insurance  claims  files  to  determine  which  medical 
interventions  are  effective.   While  this  is  not  an  uncommon 
perception,  it  is  an  inaccurate  description  of  outcomes  research  as 
carried  out  under  AHCPR  auspices.   AHCPR's  medical  effectiveness 
research  program  assesses  and  compares  the  results  of  alternative 
clinical  strategies  in  terms  of  patient  outcomes.   A  wide  array  of 
research  methods,  study  designs,  and  types  of  data  are  used  in  this 
research.   Even  in  individual  projects  that  have  made  extensive  uses 
of  claims  data  analysis,  such  as  the  Patient  Outcomes  Research  Teams 
(PORTs),  database  analysis  is  only  one  of  multiple  methods  employed. 

Ultimately,  the  goal  of  AHCPR's  effectiveness  research  is  to 
improve  patient  outcomes  through  improved  clinical  practice.   The 
clinical  questions  that  these  studies  address  are  often  complex,  and 
their  study  often  requires  development  of  new  measures  and 
methodological  approaches.  The  Science  article  appears  to  make  the 
assumption  that  there  is  a  fast  and  easy  transition  from  asking 
difficult  questions  about  what  constitutes  best  practice  to  a  health 
care  system  in  which  practice  conforms  to  that  standard.   It  seems 
unreasonable  to  expect  to  see  evidence  of  change  in  general  clinical 
practice  after  only  4-5  years  of  medical  effectiveness  and  patient 
outcomes  research.   Randomized  trials,  which  the  article  espouses, 
can  take  10  or  more  years  to  complete;  an  individual  trial  can 
require  an  investment  of  $200  million;  and  some  trials  are  not 
generalizable  to  the  average  clinical  practice  or  the  average 
patient.   In  contrast,  AHCPR's  emphasis  on  maximizing  the 
generalizability  of  study  results  and  on  actively  disseminating  them 
to  health  care  providers,  patients,  and  policymakers  offers  enormous 
promise  for  improving  practice. 

The  Science  article  concentrates  on  AHCPR's  Patient  Outcomes 
Research  Teams  (PORTs).   These  projects  constitute  roughly  one-tenth 
of  the  medical  effectiveness  projects  funded  to  date  and  will 
represent  a  total  investment,  once  concluded  of  approximately  $60 
million.   All  grants  supported  by  AHCPR  have  passed  the  scientific 
scrutiny  of  a  stringent  peer  review  process.   These  first  generation 
studies  have  made  significant  contributions  in  defining  outcomes 
measures  for  a  set  of  common  conditions,  describing  current  practice 
for  these  conditions,  and,  in  many  cases,  documenting  the  lack  of 
hard  evidence  upon  which  current  clinical  decisions  are  made. 
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The  second  error  in  the  Science  article  is  the  implication  that 
clinical  trials  always  represent  the  preferred  method  for  evaluating 
clinical  interventions  and  should  have  been  the  starting  point  for 
all  clinical  evaluation  studies.   The  reality  is  that,  in  many  areas 
of  medicine  and  surgery,  it  is  necessary  to  prove  to  physicians  that 
the  treatments  they  are  providing  routinely  are  supported  by  little 
or  no  hard  evidence  of  effectiveness,   before  they  are  willing  to 
admit  that  a  trial  is  necessary.   Much  of  the  energy  of  the  first 
generation  of  outcomes  studies  has  gone  in  this  direction. 

In  summary,  AHCPR's  response  to  the  Science  article  is  that  a 
modest  investment  in  outcomes  research  over  the  last  4-5  years  has 
begun  to  have  an  impact  on  clinical  practice  in  significant  ways. 
More  and  more  physician  societies  are  beginning  to  advocate  the 
rigorous  evaluation  of  their  treatments,  and  patients  are  being 
empowered  to  make  informed  choices  of  elective  treatments.   Clinical 
and  social  scientists  are  collaboratively  addressing  issues  that 
deal,  for  example,  with  measures  of  quality  of  life,  physician 
uncertainty,  patient  preference,  and  the  health  risks  of  under served 
populations.   Preliminary  PORT  research  findings  have  reopened 
discussion  about  the  appropriateness  and  effectiveness  of  surgery  for 
prostate  disease  by  showing  new  evidence  based  on  patient  surveys 
that  the  risk  of  serious  complications  following  surgery  had  been 
greatly  understated.   So  compelling  are  these  findings  that  the  PORT 
has  gained  the  confidence  and  support  of  the  urological  community, 
the  Veterans  Administration,  and  the  National  Cancer  Institute  which 
will  collaborate  in  funding  a  controlled  clinical  trial  for  radical 
surgery  vs.  radiation  vs.  watchful  waiting. 

While  it  is  true  that  expectations  have  been  high  that  outcomes 
research  would  be  able  to  answer  questions  on  effectiveness  rapidly, 
all  research,  including  outcomes  research,  is  not  a  "quick  fix." 
Outcomes  researchers  are  studying  many  conditions  and  treatments  that 
have  been  ignored  for  years.   Clinical  (effectiveness)  trials  will  be 
necessary  to  provide  definitive  answers  for  some  of  these.   Other 
approaches,  however,  are  expected  to  provide  empirical  evidence 
which,  combined  with  needed  changes  in  the  organization  and  financing 
of  care,  will  be  "sufficient"  to  allow  better  informed 
decisionmaking . 

Mr.  Smith:   One  of  the  issues  raised  frequently  in  the  health 
care  reform  debate  is  whether  the  uniform  use  of  certain  medical 
practices  will  result  in  health  care  costs  or  saving.   As  you  release 
PORTS  and  clinical  guidelines,  do  you  put  in  place  any  evaluation  to 
see  what  impact  your  recommendations  have  on  health  care  costs? 

Dr. Clinton:   A  method  has  been  developed  for  conducting  cost 
analyses  of  AHCPR- supported  clinical  practice  guidelines.   Currently, 
these  analyses  are  carried  out  where  data  exist  for  the  condition  or 
treatments  covered  by  the  guideline.   One  of  the  first  steps  in  this 
work  has  been  to  identify  appropriate  databases.   To  date,  these 
analyses  have  been  performed  using  secondary  data  sources  such  as  the 
Medicare  data  available  through  the  Health  Care  Financing 
Administration. 
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Plans  are  underway  to  contract  for  cost  analyses  that  will  be 
undertaken  concurrently  with  development  of  the  guidelines.   This 
will  enable  the  guideline  panels  to  consider  relevant  cost  data  in 
reviewing  current  clinical  practices,  as  well  as  in  formulating 
specific  guideline  recommendations.   Additionally,  several 
evaluations  of  the  guidelines  are  underway  or  being  planned.   To 
date,  these  have  focused  primarily  on  changes  in  practice  and  health 
outcomes  and  not  on  costs.   However,  the  AHCPR  in  conjunction  with 
NIMH  recently  announced  a  request  for  applications  (RFA)  to  evaluate 
five  clinical  practice  guidelines.   The  RFA  includes  potential 
questions  covering  the  effect  of  guideline  implementation  on  health 
care  costs,  and  it  is  hoped  that  investigators  will  pursue  these 
issues  in  their  proposed  research. 

PORTS  AND  CLINICAL  GUIDELINES 

Mr.  Smith:   The  first  round  of  your  Patient  Outcomes  Research 
Teams  --  PORTs  --  will  conclude  in  1994.   How  are  you  planning  to 
disseminate  the  results  and  to  which  audiences? 

Dr.  Clinton:   AHCPR  has  a  strong  commitment  to  the  development 
of  products  under  its  Medical  Treatment  Effectiveness  Program 
including  the  dissemination  of  PORT  research  findings.  The  final 
reports  of  the  first  four  PORTs  are  expected  to  be  available  in  FY 
1995. 

Each  PORT  must  allocate  a  portion  of  its  resources  to  the 
design,  implementation,  and  evaluation  of  an  intervention  to 
disseminate  findings  to  appropriate  audiences.   PORTs  are  expected  to 
provide  information  on  the  best  ways  to  treat  specific  disorders  and 
on  the  most  effective  ways  to  disseminate  treatment  recommendations. 
The  PORTs  are  also  generating  publishable  articles  throughout  their 
5-year  project  period  (e.g.,  the  low  back  pain  PORT  has  over  60 
articles  published  or  in  press). 

In  addition,  AHCPR  staff  present  information  on  MEDTEP  and 
PORTs  at  numerous  meetings  of  professional  associations,  and  at 
various  public,  problem-focused  conferences  and  committees.  Another 
type  of  dissemination  is  illustrated  by  the  forthcoming  (June  1994) 
supplement  to  the  journal.  Medical  Care,  that  will  summarize  the  work 
of  six  Inter-PORT  Work  Groups  in  furthering  the  methodologies 
necessary  to  perform  outcomes  research. 

The  AHCPR  is  currently  developing  an  overall  plan  to 
disseminate  findings  of  PORTs.   The  findings  will  be  disseminated  to 
various  target  audiences  that  can  best  use  the  information.   The 
articles  on  methodological  advances,  for  example,  will  be  of  most 
interest  to  researchers.   Other  findings  will  be  more  germane  to 
clinical,  patient,  insurer,  or  policy  interests.   The  results  will  be 
made  available  in  formats  appropriate  to  the  intended  audience, 
including  published  articles,  quick  fact  sheets,  press  conferences, 
and  special  briefings. 
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Mr.  Smith:  What  conceptual  changes  are  you  making  in  your 
second  round  of  PORTs  and  why? 

Dr.  Clinton:   AHCPR's  second  generation  of  PORTs  explicitly 
retains  the  goals  and  major  concepts  of  the  original  PORTs.   These 
projects  focus  on  common  diseases  and  conditions  for  which  there  are 
important  unanswered  questions  about  the  relative  effectiveness,  in 
typical  practice,  of  the  major  treatment  alternatives.   The  "PORT-II" 
program,  like  the  original  PORTs,  continues  to  put  the  patient 
foremost,  emphasizes  the  policy  significance  of  understanding  what 
health  care  is  most  effective,  and  emphasizes  use  of  state-of-the-art 
research  methods  and  refinement  of  measures  and  methodological  tools 
to  strengthen  and  facilitate  further  effectiveness  research.   What  is 
new  in  PORT-IIs  is  the  effort  to  expand  the  potential  for  discovery 
by  encouraging  customization  in  research  designs.   Therefore, 
individual  methods  connnon  in  PORTs  (e.g.,  meta-analysis  and  variation 
studies  based  on  analysis  of  administrative  data)  are  available  for, 
but  not  required  in,  PORT-IIs.   The  new  PORTs  place  added  emphasis  on 
studies  that  make  direct  comparisons  of  the  treatment  alternatives 
(e.g.,  medical  care  vs.  surgery). 

The  design  of  the  first  14  PORTs  was  shaped  in  large  part  by 
optimism  about  the  usefulness  of  existing  databases  and  professional 
literature  for  answering  questions  about  the  effectiveness  of 
treatment,  and  by  the  emphasis  placed  on  early  dissemination  of 
findings.   The  shift  away  from  a  structured  "PORT  model,"  in  which 
each  project  employed  a  core  set  of  common  methods,  is  the  result  of 
the  thorough  and  creative  methodological  work  by  the  early  PORTs.   In 
particular,  through  applications  of  multiple  and  novel  approaches  to 
varied  research  questions,  the  first  generation  of  PORTs  did  the 
important  work  of  helping  to  test  and  define  the  limits  of  some  of 
their  common  elements,  especially  analysis  of  administrative  data. 
PORT-IIs  will  build  on  that  experience  and  go  beyond  it. 

Mr.  Smith:   Is  it  appropriate  to  support  both  clinical 
guidelines  and  PORTs? 

Dr.  Clinton:   Clinical  practice  guidelines  developed  under  the 
auspices  of  AHCPR  are  evidenced-based  guidelines,  and  represent  a 
synthesis  of  the  available  scientific  literature  about  the  condition 
under  study.   Biomedical  and  outcomes  research,  that  addresses  the 
effectiveness  of  specific  diagnostic  and  treatment  modalities  thus 
provides  the  raw  data  that  experts  consider  in  developing  the 
practice  guideline  recommendations.   In  addition,  the  process  of 
developing  practice  guidelines  identifies  specific  areas  of 
insufficient  evidence,  and  provides  guidance  to  AHCPR's  research 
agenda  and  to  research  programs  of  other  agencies  and  organizations. 
Clinical  practice  guidelines  and  research,  including  PORTs,  exist  in 
a  cyclical  relationship,  each  activity  benefiting  from  the  other,  and 
each  warranting  support . 

There  are  several  topics  for  which  AHCPR  has  funded  both  a 
practice  guideline  and  a  PORT,  e.g.,  cataracts  and  back  pain 
problems.   In  each  of  these  instances,  the  projects  worked 
cooperatively  to  share  data  and  results. 
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Mr.  Smith:   Have  you  given  any  thought  to  merging  these 
functions? 

Dr.  Clinton:   Although  clinical  practice  guidelines  and  PORTs 
are  related,  they  each  have  unique  characteristics  and  purposes. 
Clinical  practice  guidelines  are  based  on  available  state-of-the-art 
scientific  information  -ind  the  input  of  experts  and  consumer 
representatives.   They  are  intended  to  guide  decisionmaking  by  health 
care  providers,  consumers,  and  policymakers.   In  contrast,  PORTs  do 
not  generate  clinical  practice  guidelines;  their  function  is  quite 
different.   They  add  to  the  scientific  knowledge  base  and  the 
preponderance  of  evidence  required  by  others  (both  public  and 
private)  to  develop  guidelines  and  to  inform  health  care 
policjmiaking.   We  do  not  believe  these  activities  should  be  merged, 
although  they  are  clearly  interrelated  and  complimentary. 

Mr.  Smith:   What  mechanisms  do  you  have  in  place  to  determine 
whether  the  information  from  your  clinical  guidelines  is  reaching 
physicians  and  whether  they  are  incorporating  it  into  their 
practices? 

Dr.  Clinton:   The  AHCPR  has  developed  a  comprehensive 
evaluation  strategy  that  will  assess  the  guidelines'  perceived 
usefulness  to  providers  and  patients,  the  extent  to  which  changes  in 
practice  patterns  can  be  identified  and  measured,  and,  over  time,  the 
effects  of  using  the  guidelines  on  the  quality  and  costs  of  patient 
care.   This  strategy  is  accomplished  through  a  program  of  grants, 
cooperative  agreements,  contracts,  and  intramural  analyses. 

AHCPR  has  undertaken  several  projects  to  assess  the  early 
reported  effects  of  AHCPR-supported  guidelines  and  their  perceived 
usefulness  to  providers  and  patients,  including: 

•  A  contract  with  a  major  clipping  service  to  monitor 
reference  to  the  guidelines  in  electronic  and  written 
media,  including  trade  and  professional  journals. 

•  A  guideline  marketing  summary  report  that  describes  the 
distribution  of  each  guideline. 

•  Tracking  the  incorporation  of  guidelines  into  state  and 

federal  legislation  and  the  use  of  guidelines  in  state 
and  federally  sponsored  demonstration  projects. 

One  targeted  research  project  uses  cooperative  agreements  to 
evaluate  the  implementation  of  the  AHCPR-supported  guideline  on 
depression  in  two  large  group  practices.   In  addition,  AHCPR  has 
issued  a  joint  research  solicitation  with  the  National  Institute  of 
Mental  Health  to  evaluate  the  use  of  5  AHCPR-supported  clinical 
practice  guidelines  on  practitioner  behavior,  health  care  costs,  and 
patient  outcomes. 
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AHCPR  has  funded  two  projects  which  involve  developing 
guideline-derived  medical  review  criteria  for  use  in  ongoing  quality 
assurance  activities.   Use  of  these  review  criteria  will  permit  the 
analysis  of  changes  in  practice  patterns  and  utilization  of  services. 
These  projects  include: 

•  A  contract  with  the  American  Medical  Review  Research 
Center  that  focuses  on  developing  and  testing 
guideline-derived  review  criteria  for  acute  postoperative 
pain,  urinary  incontinence,  and  benign  prostatic 
hyperplasia  (BPH)  in  the  Medicare  population.   This 
project  is  also  evaluating  alternative  educational 
strategies  to  disseminate  the  BPH  guideline  and  review 
criteria  and  assess  their  effects  on  knowledge, 
attitudes,  and  clinical  practices. 

•  A  contract  with  the  RAND  Corporation  for  the  development 
of  medical  review  criteria  based  on  AHCPR- supported 
guidelines,  testing  the  criteria  in  a  variety  of 
settings,  and  assessing  the  usefulness  of  educational 
interventions  for  changing  provider  practice  behavior. 
RAND  is  working  with  the  AHCPR- supported  guidelines  for 
cataracts  and  prevention  of  pressure  ulcers.   The 
criteria  developed  for  the  pressure  ulcers  guideline  will 
be  tested  for  large  scale  use  in  the  Department  of 
Veterans  Affairs  health  care  facilities. 

To  assess  the  longer  term  effects  of  using  the  guidelines  on 
the  quality  and  costs  of  patient  care,  AHCPR 's  intramural  and 
extramural  research  programs  will  conduct  studies  of  changes  in 
practice  that  can  be  addressed  through  existing  administrative  data 
available  from  hospitals  and  health  care  plans  (including  Medicare 
and  other  data  sets  obtained  from  private  sector  organizations  and 
state  health  data  systems). 

TECHNOLOGY  ASSESSMENT 

Mr.  Smith:   Does  the  Health  Care  Financing  Administration 
control  the  level  of  your  agency's  investment  in  technology 
assessment  through  its  transfer  of  Medicare  trust  funds? 

Dr.  Clinton:   The  level  of  AHCPR 's  investment  in  technology 
assessment  is  influenced  to  a  large  degree  by  the  Health  Care 
Financing  Administration  through  transfer  of  Medicare  trust  funds. 
However,  we  also  conducted  some  assessments  from  the  CHAMPUS  program 
of  the  Department  of  Defense. 

Mr.  Smith:   Why  hasn't  the  amount  of  this  transfer  been 
increased  over  time? 

Dr.  Clinton:   The  amount  of  the  transfer  is  commensurate  with 
the  perceived  needs  of  the  Health  Care  Financing  Administration. 
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Mr.  Smith:   Do  you  expect  to  pursue  any  discussions  with 
manufacturers  or  insurers  about  private  funding  of  your  technology 
assessment  program?  or  insurers  about  private  funding  of  your 
technology  assessment  program? 

Dr.  Clinton:   We  do  not  expect  to  pursue  any  discussions  with 
manufacturers  or  insurers  about  private  funding  of  our  technology 
assessment  program. 

NATIONAL  MEDICAL  EXPENDITURE  SURVEY 

Mr.  Smith:   Before  embarking  on  the  next  round  of  the  National 
Medical  Expenditure  Survey  (NMES),  how  extensively  did  you  reevaluate 
the  survey's  format  and  size  to  see  if  cost  reductions  were  possible? 

Dr.  Clinton:   NMES  provides  information  not  available  from  any 
other  source.   First,  the  NMES  data  base  consists  of  information  on 
annual  health  care  use  and  expenditures  derived  from  interviews  of 
households;  it  is  not  developed  by  merging  various  disparate  data 
sets.   Second,  the  data  base  links  persons  to  families  and  to  the 
source  of  their  medical  care,  their  employers,  and  their  insurance 
plans.   Third,  the  data  include  information  on  the  details  of  health 
insurance  benefits  available  to  family  members  and  the  premiums  paid 
by  families  and  employers  for  the  coverage.   Finally,  the  information 
resides  in  a  unified  data  base  for  analysis  and  modeling. 

These  data  have  been  critical  for  estimating  the  costs  and 
differential  impacts  of  health  care  reform.   They  will  be 
consequential,  as  well,  for  estimating  expenditures  for  whatever 
reform  legislation  is  passed  and  for  evaluating  the  immediate  and 
long  term  consequences  of  change. 

In  an  effort  to  seek  ways  to  reduce  the  costs  of  the  project 
without  compromising  the  value  of  the  data  set,  AHCPR  studied  in 
detail  the  most  problematic  areas  of  the  1987  NMES.   These  studies 
were  conducted  over  a  period  of  3  years.   During  that  time  major 
feasibility  studies  were  undertaken  to  evaluate  different  ways  data 
might  be  collected  and  disseminated.   Studies  explored  different 
approaches  to  sampling,  different  ways  to  collect  data,  the  relative 
costs  of  interviewing  different  subpopulations ,  and  the  potential 
consequences  of  obtaining  some  information  from  sources  different 
than  those  used  in  1987. 

As  a  result  of  these  efforts  a  number  of  major  changes  have 
been  made  that  will  reduce  costs  and  improve  the  quality  of  the 
information  obtained.   Studies  of  data  from  1987  show  that  households 
can  be  interviewed  3  rather  than  4  times  over  15  months  to  collect 
annual  health  care  data  without  reducing  substantially  the  accuracy 
of  the  information  they  provide.   This  finding  will  justify  the 
elimination  of  one  full  round  of  data  collection.   Analyses  also 
showed  that  household  respondents  are  reasonably  accurate  reporters 
of  what  they  pay  for  an  office  visit.   However,  they  cannot  report  on 
what  may  have  been  paid  for  other  services  or  payments  that  might 
have  been  made  on  their  behalf. 
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A  major  cost  of  NMES-2  was  data  processing.   One  factor 
responsible  for  these  costs  was  the  need  to  transfer  information  from 
hard  copy  questionnaires  to  computer  tape.  Field  experiments  in 
1992  -  1993  showed  it  would  be  feasible  and  most  efficient  to  provide 
interviewers  with  personal  computers  to  record  information  as  it  is 
being  reported  by  household  respondents.   Experiments  in  the  field 
also  indicated  that  substantial  funds  could  be  saved  by  collecting 
health  insurance  policies  from  households  directly  although  such 
policies  are  not  readily  available  to  all  policy  holders. 

Mr.  Smith:   What  did  the  last  survey  cost  and  what  will  be  the 
total  cost  of  the  current  survey? 

Dr.  Clinton:   The  information  follows: 

NMES-2  Costs  -  1986  to  1992:  Total 

Household  Component $48  .  0  M 

Survey  of  American  Indians 7.0  M 

Institutional  Component  14  .  7  M 

NMES-3  Costs  -  1994  to  1999:  Total 

Household  Component $77  . 8  M 

Institutional  Component  and  National 

Nursing  Home  Survey 13. 7M 

Mr.  Smith:  Your  justification  indicates  that  the  next  NMES 
will  not  have  enough  power  to  make  distinctions  between  rural  and 
urban  settings.   Have  previous  surveys  had  this  degree  of  power? 

Dr.  Clinton:   NMES-3  will  be  able  to  make  the  same  urban-rural 
distinctions  as  NMES-2.   As  was  the  case  with  NMES-2,  it  will  be 
possible  to  distinguish  standard  metropolitan  areas,  urban  non- 
metropolitan  areas,  and  rural  areas,  but  the  survey  does  not  allow 
for  distinction  in  rural  areas  based  on  density  of  population. 

Mr.  Smith:   How  much  would  it  cost  to  produce  State-specific 
data  from  NMES? 

A  NMES-3  state  specific  survey  of  2000  households  would  cost 
approximately  $7  million  per  state.   It  would  be  prohibitively 
expensive  to  survey  a  large  number  of  states. 

However,  to  assess  a  national  program  of  reform,  it  would  be 
useful  to  develop  samples  for  a  few  states  that  have  instituted  some 
kinds  of  reforms  independent  of  Federal  policy.   The  state  samples  in 
conjunction  with  the  NMES-3  national  sample  of  households  would 
expand  our  capacity  to  study  responses  to  change,  especially 
behavioral  responses,  and  estimate  future  costs  and  expenditures. 
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Mr.  Smith:   Is  this  something  your  agency  feels  is  necessary? 

Dr.  Clinton:   AHCPR  is  already  considering  the  possibility  of 
conducting  a  special  NMES  survey  in  four  states.   We  estimate  at  a 
minimum  the  sample  of  households  for  each  state  should  be  not  less 
than  2000.   To  examine  the  use,  insurance  coverage,  expenditures,  and 
financing  of  health  care  for  many  subpopulations ,  even  larger  samples 
would  be  useful. 

AIDS  RESEARCH 

Mr.  Smith:   Tell  us  why  you  are  changing  the  AIDS  services  and 
costs  survey  you  conduct  and  what  new  types  of  information  will  be 
collected. 

Dr.  Clinton:   The  HIV  Costs  and  Services  Utilization  Study 
(HCSUS)  will  begin  in  July,  1994.   The  HCSUS  is  intended  to  provide 
up-to-date  information  on  patterns  of  delivery  of  health  and  social 
services  to  people  with  HIV  infection.   This  information  can  be  used 
to  inform  the  development  of  policy  at  the  Federal,  state,  and  local 
levels.   The  HCSUS  will  improve  on  the  AIDS  Cost  and  Service 
Utilization  Survey  (ACSUS)  in  several  important  ways.   HCSUS  will 
obtain  a  more  representative  sample  of  HIV-infected  people  in 
treatment,  thereby  enabling  wider  generalization  of  findings  and 
development  of  statistically  valid  national  estimates.   HCSUS  will 
broaden  the  representation  of  provider  types  to  include,  for  example, 
private  practitioners,  health  maintenance  organizations,  community 
health  centers  and  private  and  public  hospitals  in  contrast  to  ACSUS, 
which  studied  primarily  hospital-affiliated  HIV  outpatient  clinics. 
HCSUS  will  collect  more  detailed  data  on  health-related  quality  of 
life,  access  barriers,  and  case  management  services,  while 
maintaining  a  basic  focus  on  health  care  costs  and  utilization  and 
will  oversample  women  to  provide  a  comprehensive  understanding  of 
health  care  delivery  to  this  vulnerable  group. 

RURAL  HEALTH 

Mr.  Smith:   What  are  the  principal  objectives  of  the  five  rural 
health  services  demonstrations,  and  how  much  have  you  budgeted  for 
the  demonstrations  in  1994  and  19957 


Dr.  Clinton:   The  principal  objectives  of  the  demonstrations 


are 


•  to  address  policy  and  health  services  research  issues  of 
importance  to  underserved  rural  populations. 

•  to  provide  technical  assistance  to  rural  health  care 
providers  and  others  in  testing  managed  care  options. 

•  to  disseminate  project  information  and  results. 

We  have  budgeted  $2  million  for  the  demonstrations  in  1994  and 
$3  million  including  evaluations  in  1995. 
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Mr.  Smith:   Does  this  activity  fall  within  your  usual  scope  of 
work  or  is  it  more  appropriate  for  the  Health  Care  Financing 
Administration? 

Dr.  Clinton:    This  activity  does  fall  within  AHCPR's  usual 
scope  of  work  based  upon  our  legislative  authority.   Specifically, 
the  Administrator  under  Section  902(b)  [42  U.S.C.  299a  (b)]  of  Title 
IX  of  the  Public  Health  Service  Act  which  established  the  Agency  for 
Health  Care  Policy  and  Research  is  to  undertake  and  support  research, 
demonstration  projects  and  evaluations  with  respect  to  the  delivery 
of  health  care  services  in  rural  areas  and  the  health  of  low- income 
groups,  minority  groups,  and  the  elderly. 

GRANTS 

Mr.  Smith:   Do  you  make  any  downward  adjustment  of  approved 
funding  levels  for  grants? 

Dr.  Clinton:   AHCPR,  through  its  study  sections  and  advisory 
council,  approves  appropriate  funding  levels  for  grants.   The 
majority  of  grants  are  funded  at  the  approved  level. 

CLEARINGHOUSE 

Mr.  Smith:   How  many  telephone  calls  does  your  800  number  log 
every  year? 

Dr.  Clinton:   Approximately  108,000  per  year.   The 
Clearinghouse  also  receives  approximately  140,000  mail  inquiries 
annually. 

Mr.  Smith:   What  is  the  annual  budget  for  your  800  number  and 
your  clearinghouse? 

Dr.  Clinton:   The  annual  budget  for  our  800  number  and  the 
clearinghouse  is  approximately  $1  million. 

FY  1995  HISTORY 


Mr.  Smith:   Please  provide  a  "Who  Struck  John"  table  on  the 
1995  budget  request  for  one  percent  evaluation  funding. 

Dr.  Clinton:   The  information  follows: 

(Dollars  in  Thousands) 


Activity 

PHS  Request 
to  DHHS 

HHS  Request 
to  0MB 

President' s 
Budget 

Budget  Authority 

$170,045 

$159,510 

$104,409 

Trust  Funds 

5,786 

5,786 

5,786 

1  Percent  Evaluation  Funds 

13,204 

13,204 

63,204 

Total,  AHCPR  Budget 

$189,035 

$178,500 

$173,399 

925 


NMES  FUNDING 

Mr.  Smith:   Identify  total  1993-1995  NMES  funding,  including 
both  budget  authority  and  one  percent  set-aside  funding.   Separately 
identify  funding  for  ongoing  data  analysis  and  specific  survey 
activities . 


Dr.  Clinton:   The  information  follows: 

FY  1993  BA 


One  Percent 


NMES/PSP 

(NMES  only-non  add) 
NMES-3  Survey 
Total 

(Total  NMES  only) 


(--) 


$13,204 
(8.800) 

13,204 

(8,800) 


FY  1994 


6A 


One  Percent 


NMES/PSP 

(NMES  only-non  add) 
NMES-3  Survey 
Total 


$13,204 
(--)      (8,800) 

$10.000      ^ 

10.000       13,204 


(Total  NMES  only) 


(10.000) 


(8.800) 


FY  1995 


BA 


One  Percent 


NMES/PSP 

(NMES  only-non  add) 
NMES-3  Survey 
Total 


$13,204 
(8,800) 
15.000 
28,204 


(Total  NMES  only) 


(--) 


(23,800) 
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KIDNEY  DIALYSIS 

Mr.  Porter:   I  continue  to  be  interested  in  the  geographic 
variation  in  treatment  options  for  dialysis,  specifically 
hemodialysis  in  the  hospital  versus  peritoneal  dialysis  in  the  home. 
The  ease  and  effectiveness  of  home-administered  peritoneal  treatment 
is  evidenced  by  its  use  overseas,  but  U.S.  use  rates  do  not  compare. 

Last  year  the  committee  urged  AHCPR  to  study  the  factors 
affecting  the  choice  of  dialysis  modality  and  the  reasons  for 
geographic  variations  in  the  mix  of  treatment  options ,  and  to  support 
outcomes  research  and  develop  practice  guidelines. 

It  is  not  clear  from  your  budget  justification  how  you  are 
responding  to  this  report  language  and  if  you  are  funding,  or  intend 
to  fund,  work  on  hemodialysis  versus  peritoneal  dialysis.   Would  you 
please  respond? 

Dr.  Clinton:   End-stage  renal  disease  is  one  of  many  important 
areas  for  effectiveness  research  that  AHCPR  is  interested  in 
supporting.   AHCPR  expects  to  award  a  PORT-II  on  this  topic  by  the 
end  of  the  summer.   The  grant  is  a  complex,  5-year  study  that  focuses 
on  the  relative  effectiveness  and  cost  effectiveness  of  different 
modes  of  dialysis.   Prior  to  award,  the  national  Advisory  Council  for 
Health  Care  Policy,  Research  and  Evaluation  must  concur.   Funding 
could  begin  in  Summer  1994. 

While  AHCPR  has  encouraged  submission  of  grant  applications  in 
ESRD  for  several  years,  only  a  few  applications  have  been  received  in 
this  area.   None  were  judged  to  be  of  sufficient  scientific  merit  to 
receive  funding.   It  is  especially  gratifying  that,  in  response  to 
AHCPR' s  Request  for  Applications  for  PORT-IIs,  the  69  applications 
received  included  6  on  ESRD,  one  of  which  was  judged  by  rigorous  peer 
review  to  place  second  among  all  competing  applications. 

PROSTATE  DISEASE 

Mr.  Porter:   In  your  written  testimony,  you  described  the 
exciting  findings  of  your  Patient  Outcomes  Research  Term  (PORT)  on 
prostate  disease.   Would  you  first  describe  how  your  findings  are 
disseminated  to  physicians  and  then  discuss  the  implications  of  the 
research  findings  on  future  cost  savings? 

Dr.  Clinton:   Findings  are  disseminated  to  physicians  through 
published  articles  and  presentations  to  specialty  societies  such  as 
the  American  Urological  Association  (AUA) ,  brochures,  a  videotape 
made  for  Lifetime  Medical  Television,  and  AUA  education  courses.   The 
PORT  on  prostate  disease  has  developed  an  excellent  working 
relationship  with  the  AUA.   The  AUA  BPH  (Benign  Prostatic 
Hyperplasia)  Symptom  Index  was  developed  by  the  AUA  in  conjunction 
with  investigators  of  the  PORT. 

The  AHCPR  guideline  panel  which  developed  the  clinical  practice 
guideline  on  Benign  Prostatic  Hyperplasia  included  PORT  investigators 
and  used  some  PORT  research  findings,  as  well  as  the  AUA  Symptom 
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Index.   Published  in  February  199A,  the  guideline  has  been  widely 
disseminated  in  the  physician  community. 

The  Prostate  Disease  PORT  also  had  substantial  input  into  the 
making  of  the  interactive  video  disk  for  patients  facing  decisions 
about  surgical  or  non-surgical  treatment  options  for  BPH. 

The  implications  of  the  research  findings  on  future  cost 
savings  relate  to  the  costs  and  complications  of  surgery  for  BPH  or 
early  prostate  cancer.   In  both  cases,  the  PORT'S  findings  may  result 
in  fewer  patients  choosing  surgery. 

URINARY  INCONTINENCE 

Mr.  Porter:   I  understand  that  the  update  process  is  underway 
for  urinary  incontinence  guideline.   When  is  the  updated  guideline 
due  to  release?   Can  you  share  a  sneak  preview  with  us? 

Dr.  Clinton:   The  AHCPR- supported  clinical  practice  guideline 
on  Urinary  Incontinence  in  Adults  was  released  March  23,  1992.   An 
update  of  this  clinical  practice  guideline  is  in  process  and  is 
expected  to  be  submitted  to  the  AHCPR  in  December  1994.   The  update 
will  be  available  approximately  3  to  4  months  after  it  is  submitted 
to  AHCPR. 


79-879  0-94-30 
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MEDICAL  TREATMENT 

Mr.  Stokes:   What  were  the  most  significant  findings  of  the 
Medical  Treatment  Effectiveness  Program? 

Dr.  Clinton:   The  Medical  Treatment  Effectiveness  Program 
(MEDTEP)  has,  to  date,  supported  over  150  research  projects,  most  of 
which  are  not  yet  complete.  AHCPR  expects  to  support  many  more 
medical  effectiveness  projects,  including  second-generation  Patient 
Outcomes  Research  Teams  (PORT-IIs),  clinical  effectiveness  trials, 
smaller  projects  designed  to  answer  additional   effectiveness 
questions,  methodological  studies,  and  studies  to  help  improve 
dissemination  and  translation  of  research  findings  to  health  care 
providers,  patients,  and  policy  makers.   Findings  from  MEDTEP  studies 
are  mounting,  and  several  distinct  kinds  of  products  and  results  are 
starting  to  emerge.   Examples  include: 

•  The  PORT  on  Prostate  Disease  has  uncovered  a  virtual 
epidemic  of  surgery  for  localized  prostate  cancer  that 
flies  in  the  face  of  the  weak  evidence  that  such  surgery 
is  of  benefit  to  elderly  men,  and  new  evidence  based  on 
patient  surveys  that  the  risk  of  serious  complications 
following  surgery  had  been  greatly  understated.   So 
compelling  are  these  findings  that  the  PORT  has  gained 
the  confidence  and  support  of  the  urological  community, 
the  Veterans  Administration,  and  National  Cancer 
Institute,  which  will  collaborate  in  funding  a  controlled 
clinical  trial  for  radical  surgery  vs.  radiation  vs. 
watchful  waiting.   The  same  project  has  enlisted  the 
support  of  major  pharmaceutical  companies  for  a 
randomized  controlled  trial  on  BPH. 

•  The  PORT  on  Low  Back  Pain  has  conducted  meta-analyses  to 
ascertain  the  effectiveness  of  several  widely  used 
diagnostic  tests  (including  myelography,  magnetic 
resonance  imaging,  computed  tomography,  and 
thermography).   The  important,  general  finding  has  been 
the  surprisingly  poor  quality  of  the  medical  literature 
on  which  current  practice  rests.   The  PORT  has  published 
articles  identifying  serious  flaws  in  the  design  of 
research  studies  previously  cited  in  support  of  the  use 
of  these  tests,  and  suggesting  that  these  tests  are  often 
used  unnecessarily,  or  that  one  is  used  when  another  may 
be  more  specific  and  sensitive,  or  less  invasive. 
Ongoing  analyses  by  the  PORT  will  help  to  define 
appropriate  indications  for  each  of  these  tests.   Similar 
deficiencies  in  the  quantity  and  quality  of  clinical 
evidence  in  support  of  one  or  another  treatment  have  been 
reported  by  other  PORTs  based  on  critical  and  systematic 
evaluation  of  the  available  literature. 
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The  Cataract  PORT  has  developed  a  14-question  measure  of 
visual  function  for  assessing  the  extent  to  which 
cataracts  affect  a  person's  ability  to  perform  usual 
activities,  such  as  reading,  driving,  and  other  valued 
activities.   This  measure  based  on  patient-reports  has 
been  widely  endorsed  as  a  valuable  test  of  whether  or 
when  to  remove  the  cataract,  a  better  test  than  mere 
presence  of  cataract  or  traditional  measures  of  visual 
acuity,  glare,  etc.   The  same  measure  can  be  used  to 
assess  the  outcome  of  cataract  surgery.   The  AHCPR  panel 
which  developed  clinical  practice  guidelines  for  cataract 
emphasized  the  need  for  a  measure  of  this  type.   Over 
1,350,000  cataract  procedures  are  performed  annually. 

The  PORT  on  community-acquired  pneumonia  has  focused  on 
variations  in  the  most  expensive  component  of  pneumonia 
care,  i.e.,  hospitalization.   Its  work  is  leading  to 
development  of  a  measure  for  identifying  patients  who  are 
at  low  risk  of  death  or  serious  complications.   The  PORT 
estimates  that  about  60  percent  of  pneumonia  patients  can 
be  safely  managed  in  ambulatory  settings  or  with  shorter 
hospital  stays. 

A  study  in  AHCPR' s  pharmaceutical  outcomes  program  has 
just  published  an  article  in  the  New  England  Journal  of 
Medicine  NEJM  revealing  troubling  racial  disparities  in 
receipt  of  medication  to  prevent  Pneumocystic  Carinii 
Pneumonia  (PCP)  among  patients  with  HIV  disease.   Sixty- 
three  percent  "of  whites  and  only  48  percent  of  blacks 
received  antiretroviral  therapy.   Eighty-two  percent  of 
whites,  but  only  58  percent  of  African  Americans,  whose 
CD4  cell  counts  (below  500)  made  them  eligible,  were 
receiving  PCP  prophylaxis  as  recommended  by  NIH 
guidelines.   The  disparity  was  even  greater  for  people 
with  the  lowest  CD4  cell  counts  (below  200),  all  of  whom 
should  receive  preventive  therapy. 

Another  study  in  AHCPR 's  pharmaceutical  outcomes  program 
calls  to  question  the  value  of  early  therapy  with  AZT  for 
patients  with  asjnnptomatic  HIV  infection.   This  study 
compared  quality  of  life  for  patients  receiving  different 
doses  of  AZT  and  placebo.   Differences  in  average  time 
with  neither  a  progression  of  disease  nor  an  adverse 
event  were  significant,  but  small,  ranging  from  15.7  to 
14.8  months.   For  patients  receiving  AZT  in  accordance 
with  current  recommendations,  the  increase  in  quality  of 
life  associated  with  delay  in  the  progression  to  HIV 
disease  is  approximately  the  same  as  the  decrease  in 
quality  of  life  due  to  severe  side  effects  of  therapy. 
Earlier  studies,  on  which  the  treatment  recommendations 
are  based,  did  not  assess  quality  of  life  or  cost. 
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PROSTATE  CANCER 

Mr.  Stokes:   What  were  the  most  significant  findings  of  the 
prostate  cancer  treatment  initiative? 

Dr.  Clinton:   In  FY  1993  and  FY  1994,  the  Patient  Outcomes 
Research  Team  (PORT)  project,  "Assessing  Therapies  for  Benign 
Prostatic  Hypertrophy  and  Localized  Prostate  Cancer",  reported  the 
following  findings  on  early  prostate  cancer: 

•  The  scientific  literature  provides  no  hard  evidence  that 
radical  prostatectomy  is  an  effective  treatment  for 
localized  prostate  cancer. 

•  In  spite  of  this  lack  of  evidence  for  clinical 
effectiveness.  Medicare  data  show  that  the  rate  at  which 
men  over  65  years  of  age  in  the  U.S.  underwent  radical 
surgery  for  prostate  cancer  increased  more  than  500 
percent  between  198A  and  1990.   There  was  a  greater  than 
20-fold  variation  in  radical  prostatectomy  by  State. 

•  PORT  data  from  a  national  survey  of  men  who  underwent 
radical  prostatectomy  reveal  a  much  higher  rate  of 
serious  complications  2  to  4  years  post-surgery  (e.g.,  63 
percent  incontinence  and  89  percent  impotence)  than  has 
been  published  in  surgical  case  studies. 

•  The  PORT  decision  model  shows  that,  for  men  over  70,  even 
the  most  optimistic  claims  of  benefit  of  radical 
prostatectomy  treatment  would  not  result  in  significant 
enhancement  in  survival.   Yet,  half  of  the 
prostatectomies  performed  on  Medicare  patients  are  on  men 
age  70  and  older. 

AHCPR  has  not  developed  a  practice  guideline  on  prostate 
cancer,  but  released  on  February  8,  1994  a  clinical  practice 
.guideline  on  Benign  Prostatic  Hyperplasia:  Diagnosis  and  Treatment. 
Benign  Prostatic  Hyperplasia  (BPH)  is  an  enlargement  of  the  prostate 
gland,  common  in  older  men.   BPH  is  not  a  form  of  prostate  cancer  and 
does  not  cause  prostate  cancer. 

Following  the  release  of  this  guideline,  information  about  its 
availability  was  reported  in  ninety  eight  newspapers  and  on 
forty-seven  television  and  forty-eight  radio  broadcasts.   In 
addition,  twelve  African  American  weekly  newspapers  published  stories 
about  the  BPH  guideline,  which  was  developed  with  input  from  the 
National  Medical  Association.   The  BPH  guideline  was  mailed  to  more 
than  10,000  medical  libraries,  health  organizations  and  institutions. 
Currently,  more  than  45,000  physicians,  nurses,  allied  health 
professionals,  hospitals,  academic  institutions,  and  consumers  have 
requested  copies  of  the  BPH  guideline. 
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Mr.  Stokes:   How  does  the  agency  disseminate  its  findings  to 
health  care  providers  and  the  public? 

Dr.  Clinton:   The  PORT  disseminates  findings  through  numerous 
publications  and  presentations.   AHCPR  assists  in  this  through 
publications,  presentations,  and  co-funding  of  conferences  (e.g., 
AHCPR/NIH  Workshop  on  the  Early  Detection  of  Prostate  Cancer,  June 
1993). 

RESEARCH  CENTERS  ON  MINORITY  POPULATIONS 

Mr.  Stokes:   With  respect  to  the  research  centers  on  minority 
populations,  what  have  been  the  major  findings  of  the  high  blood 
pressure,  tuberculosis,  low  birth  weight,  and  substance  abuse 
projects? 

Dr.  Clinton:   The  Agency  for  Health  Care  Policy  and  Research 
awarded  grants  to  create  11  MEDTEP  Research  Centers  on  Minority 
Populations.   The  program  is  designed  to  foster  interest  and 
expertise  in  the  conduct  of  patient  outcomes  and  effectiveness 
research.   Through  various  research  and  training  activities,  the 
program  is  expected  to  increase  the  capacity  for  patient  outcomes 
research  among  minority  health  care  providers  and  health  services 
researchers.   The  focus  of  the  program  is  on  the  development  of  this 
long-term  research  capacity,  rather  than  on  immediate  research 
findings.   However,  some  preliminary  findings  for  4  of  the  several 
conditions  being  studied  are: 

High  Blood  Pressure: 

•  A  meta-analysis  of  published  clinical  trials  found  that, 
although  calcium  channel  blockers  (CCB)  are  frequently 
prescribed  for  the  management  of  hypertension,  there  is 
no  clear  evidence  that  CCBs  are  effective  for  African 
Americans.  (Harlem  Hospital  Center) 

•  A  retrospective  study  of  the  effectiveness  of  treatment 
of  Asian/Pacific  Islanders  (API)  for  high  blood  pressure 
suggests  a  two-fold  prevalence  rate  compared  to  whites, 
even  though  APIs  appear  to  have  fewer  cases  with  familial 
history  of  the  disease  (UCLA  Center). 

•  A  collaborative  study  involving  several  MEDTEP  Research 
Centers  is  underway  to  evaluate  the  medical  effectiveness 
of  established  hypertensive  care  treatments  in  terms  of 
patient  outcomes,  involving  traditional  clinical 
outcomes,  quality  of  life,  and  functional  outcomes  that 
address  the  spectrum  of  health  and  well-being  for 
minorities.   The  collaborating  centers  intend  to  submit  a 
ROI  application  to  AHCPR  in  order  to  fund  the  proposed 
research. 
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Tuberculosis : 


Studies  will  be  initiated  in  FY  1995  (Harlem  Hospital  and 
Pacific  Health  Research  Institute). 


Low  Birth  Weight: 


•  An  ongoing  prospective  study  involves  interviewing 
adolescents  ages  12-19  regarding  the  effects  of  prenatal 
cai-e  and  education  on  birth  outcomes  (Harlem  Hospital 
Center) . 

•  A  retrospective  study  is  underway  to  examine  the  content 
and  intensity  of  prenatal  care,  as  it  relates  to  low 
birth  weight  births  in  Georgia  (Morehouse  School  of 
Medicine  Center). 

Substance  Abuse: 

•  An  InterAgency  Agreement  (lAA)  with  the  Substance  Abuse 
and  Mental  Health  Services  Agency  is  being  finalized  to 
address  patient  outcomes  and  effectiveness  questions 
related  to  substance  abuse  on  the  Island  of  Hawaii 
(Pacific  Health  Research  Institute). 

CANCER 

Mr.  Stokes:  What  cancers  are  being  studied  and  when  will  the 
finding  be  released? 

Dr.  Clinton:   AHCPR  is  funding  studies  specifically  focused  on 
breast,  cervical,  prostate,  and  colon  cancer.   Findings  have  been 
published  on  the  prostate  cancer  PORT  project,  as  well  as  by  a  small 
grant  analyzing  previous  studies  on  prostate  cancer.  Findings  are 
expected  from  other  prostate  cancer  studies  in  July,  1994,  August, 
1995,  and  March,  1999.   Findings  for  one  breast  cancer  project  were 
recently  submitted  to  AHCPR.   The  second  breast  cancer  study  is 
expected  to  release  findings  in  August,  199A. 

Four  other  breast  cancer  studies  are  expected  to  release 
findings  within  the  next  year.  A  study  examining  barriers  to  access 
and  use  of  cervical  and  breast  cancer  screening  by  low  income, 
minority  women  should  be  completed  this  year.  Another  study 
evaluating  the  effectiveness  of  screening  for  colon  and  breast  cancer 
should  be  completed  in  1996. 

Also,  AHCPR  is  funding  research  that  is  not  specifically 
focused  on  individual  types  of  cancer,  but  rather  on  changing 
incentives  in  the  health  care  delivery  system  to  enhance  the 
effectiveness  of  primary  care  physicians  to  detect  all  common  cancers 
with  improved  screening.   These  studies  should  publish  results  in 
1995  and  1996.   Another  project  focuses  on  the  cost-effectiveness, 
and  related  methodology,  of  using  alternative  treatments  for  several 
cancers  including  breast  cancer  and  Hodgkins  disease;  one  publication 
has  resulted  from  this  study. 
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Lastly,  five  MEDTEP  Research  Centers  on  Minority  Populations 
have  projects  on  breast  and/or  cervical  cancer  in  their  research 
portfolios.   Findings  from  these  various  projects  are  expected  to 
emerge  in  12  to  24  months . 

COLLABORATIVE  RELATIONSHIPS 

Mr.  Stokes:   Describe  the  agency's  collaborative  relationships 
with  the  NIH,  HRSA,  CDC,  and  HCFA. 

Dr.  Clinton:   The  information  follows: 

•  AHCPR  is  working  collaboratively  with  the  NIH  to  cosponsor 
research,  including 

+     trial  of  otitis  media  -  NICHD 

+     new  clinical  trial  for  hypertension  ("ALLHAT")  -  NHLBI 

+     controlled  trial  of  conventional  vs.  percutaneous 

discectomy  for  the  treatment  of  lumbar  disk  disease  - 

NINDS 
+     prostate  cancer  interventions  versus  observation 
+     project  to  prevent  smoking  in  children  and  adolescents 
+     Multicenter  AIDS  Cohort  Study  (MACS)  and  Women's 

Interagency  HIV  Study  (WHIS)  -  NIAID  -  AHCPR  supports 

health  services  research  components  of  these  studies 
+     development  of  a  cervical  cancer  interactive  video  -  NCI 
+     study  of  barriers  to  rehabilitation  in  renal  disease  - 

NIDDK 

•  AHCPR  collaborates  with  HRSA  to: 

+     to  work  conjointly  with  the  AIDS  Program  Office  to 
develop  HIV/AIDS  behavioral  and  health  services 
research/evaluation  and  dissemination  activities 

•  AHCPR  works  with  the  CDC  to: 

+     disseminate  the  AHCPR- supported  HIV  Guideline  through  the 
AIDS  Clearinghouse,  including  the  AIDS  hotline 

+     field  the  National  Employer  Health  Insurance  Survey  (also 
sponsored  by  the  HCFA)  which  will  provide  data  necessary 
to  produce  national  level  estimates  of  total  employer- 
sponsored  private  health  insurance  premiums,  the  employer 
and  employee  premium  share,  the  total  amount  of  benefits 
provided,  and  the  administrative  cost. 
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•  HCFA  and  AHCPR  work  closely  together  in  developing  data  for 
guideline  and  PORT  analyses,  including 

+     PORTS  are  providing  analyses  for  HCFA's  comparative 

cardiovascular  project. 
+     HCFA  provides  special  analysis  files  of  Medicare 

cost  data  to  PORTs  and  guideline  panels. 
+     HCFA  provides  data  for  comparison  with  data  from 

the  AHCPR- supported  AIDS  Cost  and  Services 

Utilization  Survey  (ACSUS) 

•  HCFA  and  NIH  occasionally  supplement  the  work  of  grantees  or 
contractors . 

•     AHCPR  also  jointly  sponsors  research  announcement  with 
other  Federal  organizations  (See  following  list). 

Effective:   05/03/94 

AHCPR  NIH  GUIDE  - 
JOINT  ANNOUNCEMENTS 

Evaluation  of  the  Use  of  Clinical  Practice  Guidelines. 
Joint  Announcement  with  NIMH 
Publication  Date:   04-29-94 
Application  Receipt  Date:   07-21-94 
HS#  94-007 

Applied  Research  Relevjint  to  an  Electronic  Medical  Record. 
Joint  Announcement  with  NLM 
Publication  Date:   02-04-94 
Application  Receipt  Date:   04-27-94 
LM#  94-002 

Economic  Studies  in  Cancer  Prevention,  Screening  and  Care. 
Joint  Announcement  with  NCI 
Publication  Date:   11-05-93 
PA#  94-011 

Health  Care  Services  for  Persons  with  HTV  Infection. 
Joint  Announcement  with  NIAAA,  NIDA,  &  NIMH 
Publication  Date:   09-17-93 
PA#   93-110 

Home  Health  Care  and  Supportive  Services  for  Older  Adults. 
Joint  Announcement  with  NIA  &  NCNR 
Publication  Date:   05-15-92 
PA#  92-79 

Causes  and  Effects  of  Elderly  Population  Concentrations. 
Joint  Announcement  with  NIA 
Publication  Date:  03-27-92 
PA#  92-62 
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Rural  Health  Caie  Reseeirch:   Impacting  Vulnerable  Populations. 
Joint  Announcement  with  NCNR 
Publication  Date:   02-08-91 
PA#  91-23 

PLANNED     UPCOMING   JOINT   ANNOUNCEMENTS 

Health  Services  Research  on  CUnical  Preventive  Services. 
Being  reviewed  by  several  NIH  Institutes 
Publication  Date:   TBA 

MAMMOGRAPHY 

Mr.  Stokes:   What  specifically  has  been  learned  about  the 
quality  determinant  of  mammography? 

Dr.  Clinton:   With  an  estimated  23.5  million  mammograms 
performed  in  the  United  States  in  1992  at  an  estimated  cost  of  $2.5 
billion,  ensuring  the  highest  quality  exam  possible  is  of  great 
importance.   Since  the  1980s,  knowledge  about  mammography  technique 
has  been  greatly  enhanced.   It  has  become  widely  accepted  that 
specific  quality  features  can  improve  the  reliability  and  safety  of 
this  procedure.   These  features  range  from  type  of  equipment,  film 
quality,  equipment  maintenance,  qualifications  of  the  radiologic 
technician  and  interpreting  physician,  to  the  communication  of 
results  to  the  woman  having  the  exam. 

In  1992,  AHCPR  convened  a  panel  of  experts  and  consumers  to 
systematically  review  the  relevant  body  of  literature  concerning 
quality  determinants  of  mammography.   This  effort  was  initiated  to 
develop  a  comprehensive  set  of  recommendations  concerning  those 
activities  that  are  critical  to  obtaining  the  highest  quality  exam 
possible.   To  date,  the  panel  has  reviewed  over  1,500  abstracts  or 
papers  in  its  deliberations.   Based  on  review  of  this  evidence  and 
panel  consensus,  a  set  of  recommendations  on  quality  determinants  of 
mammography  has  been  generated.   The  panel  has  also  identified  those 
areas  in  which  the  scientific  evidence  is  particularly  weak  and  made 
recommendations  on  where  more  research  is  needed. 

The  AHCPR  is  very  much  aware  of  parallel  efforts  concerning 
mammography  taking  place  throughout  the  Department  of  Health  and 
Human  Services  and  continues  to  work  closely  with  these  other 
efforts.   In  particular,  AHCPR  has  been  closely  involved  with  the 
Food  and  Drug  Administration's  (FDA)  efforts  to  implement  the  Federal 
Mammography  Quality  Standards  Act  (MQSA)  passed  in  1992  that  will 
establish  regulations  on  quality  standards  that  all  mammography 
facilities  must  meet. 
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Mr.  Stokes:   To  what  extent  has  that  information  been 
disseminated  to  the  public? 

Dr.  Clinton:   Information  is  being  synthesized  into  more 
concise  user-friendly  documents  targeted  to  health  care  providers  and 
consumers.   When  completed,  the  clinical  documents  will  be  broadly 
disseminated  to  health  care  providers  and  facilities  in  the  form  of  a 
clinical  practice  guideline  and  a  quick  reference  guide.   A  companion 
consumer  version  will  be  broadly  disseminated  to  individuals  and 
groups  most  directly  affected  by  mammography.   The  AHCPR  will  also 
work  with  private  organizations  that  have  launched  similar  public 
awareness  campaigns  about  breast  cancer  and  mammography  to  increase 
the  public's  understanding  about  the  importance  of  quality  mammogram. 

PRIMARY  CARE 

Mr.  Stokes:   What  are  the  highlights  of  the  major  findings  of 
the  agency's  expansion  of  research  related  to  delivery  of  primary 
care? 

Dr.  Clinton:   AHCPR's  emphasis  on  primary  care  research  was 
initiated  in  1990  with  the  creation  of  an  organizational  entity,  the 
Division  of  Primary  Care,  in  the  Center  for  General  Health  Services 
Extramural  Research.   These  early  formative  years  have  been  focused 
on  building  capacity  and  infrastructure  to  perform  research  on 
primary  care  issues,  as  well  as  funding  primary  care  research  through 
both  the  grant  and  cooperative  agreement  process. 

New  methods  of  conducting  research  in  practice  settings  have 
been  developed;  and  practice-based  research  networks  comprised  of 
family  physicians,  pediatricians,  and  general  internists  have  been 
funded  to  perform  research  in  community  settings.   Findings  of  AHCPR- 
funded  primary  care  research  are  now  appearing  in  the  peer  reviewed 
medical  literature.   These  findings  relate  to  a  diverse  set  of  topics 
seen  in  primary  care  practice  settings,  such  as  provision  of  clinical 
preventive  services  and  management  of  acute  conditions  and  chronic 
diseases.   Completed  studies  have  provided  information  and  findings 
that  better  equip  physicians  for  management  of  common  problems  and 
identify  organizational  interventions  for  delivery  of  more  cost 
effective  and  appropriate  care. 

Research  in  diverse  organizational  settings  such  as  managed 
care  organizations,  emergency  rooms,  and  ambulatory  care  clinics  has 
been  expanded.   Grant  solicitations  have  been  issued  to  invite 
proposals  on  the  use  of  practice  guidelines  in  primary  care  practice, 
delivering  services  to  rural  underserved  populations,  and  studying 
the  effects  of  health  care  reform  on  primary  care  with  particular 
emphasis  on  the  effects  of  managed  care  in  delivery  of  health  care 
services  to  diverse  populations. 
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An  important  element  of  the  research  on  health  care  reform  is 
the  issue  of  workforce  and  the  types  of  providers  needed  to  deliver 
different  components  of  primary  care  services.   Our  portfolio  of 
findings  includes  reports  on  the  effectiveness  of  services  for 
specific  primary  care  conditions  as  delivered  by  nurse  midwives, 
obstetricians,  family  physicians,  general  internists  and 
cardiologists.   A  second  and  equally  important  aspect  of  our  studies 
and  reports  on  workforce  relate  to  the  recruitment  and  retention  of 
primary  care  providers  in  underserved  rural  and  urban  areas. 

One  study  of  the  provision  of  preventive  health  services  found 
that  health  maintenance  organizations  (HMOs)  provided  significantly 
more  preventive  services  than  fee-for-service  sites.   How  clinicians 
get  and  use  new  information  was  examined  by  a  case  study  of  magnetic 
resonance  imaging  (MRI),  which  concluded  that  publication  patterns  of 
professional  journals  may  not  facilitate  effective  and  rapid 
information  dissemination  to  a  broad  spectrum  of  clinicians.   An 
index  of  quality-of-care  for  psychiatric  emergencies  was  developed 
investigators  who  believe  that  the  index  has  potential  for  practical 
application  in  a  wide  range  of  conditions  including  psychiatric, 
somatization,  and  substance  abuse  disorders. 

Preventive  care  is  an  important  component  of  primary  care.   One 
study   evaluated  the  cost  effectiveness  of  screening  by  ultrasound 
for  particular  conditions.   Another  study  determined  that  a  carefully 
developed,  mailed  intervention  packet  was  a  cost  effective  tool  for 
increasing  participation  of  private  physicians  in  delivery  of  Early 
and  Periodic  Screening,  Diagnosis,  and  Treatment  (EPSDT)  program  to 
Medicaid  eligible  children. 

Chronic  lung  disease  is  one  of  the  most  common  ailments  seen  in 
primary  care.   One  study  identified  specific  clinical  characteristics 
that  would  be  useful  in  identifying  patients  who  would  require  a 
longer  than  expected  hospital  stay.   A  study  of  the  cost- 
effectiveness  of  two  drug  treatments  for  chronic  lung  disease 
concluded  that  treatment  with  the  new  agent,  ipratropium,  was  less 
costly  and  more  cost-effective  than  the  older  treatment 
(theophylline) . 

Ethical  dilemmas  appear  in  many  primary  care  situations.   One 
study  found  that  the  most  common  ethical  dilemma  found  in  hospitals 
involved  conflicts  between  patient  self-determination  and  patient 
best  interest.   On  the  other  hand,  another  study  found  that  executing 
a  Durable  Power  of  Attorney  had  no  significant  effect  on  patient  well 
being  or  medical  treatment  costs.   These  studies  help  identify, 
classify  and  evaluate  emerging  ethical  issues. 
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Funding  research  that  impacts  on  clinical  practice  and 
workforce  issues  has  been  a  priority  of  the  agency.   A  study  of 
obstetrical  practices  of  certified  nurse  midwives  and  family 
physicians  in  a  rural  hospital  found  that  although  subtle  differences 
in  management  of  labor  and  delivery  exist  between  the  disciplines,  it 
is  likely  the  differences  would  not  interfere  with  a  collaborative 
mixed-specialty  practice.   A  study  in  Michigan  reviewed  the  diagnosis 
of  acute  myocardial  infarctions  in  emergency  departments  and 
determined  that,  although  there  were  few  missed  diagnoses, 
approximately  one  half  of  these  could  have  been  prevented  with 
improved  ECG  pattern  recognition  by  physicians  and  more  liberal 
admission  criteria  utilized. 

STUDY  SECTION  CRITERIA 

Mr.  Stokes;   The  agency  affects  medical  practice  by  developing 
clinical  practice  guidelines  which  synthesize  the  scientific  evidence 
for  various  options  in  the  treatment  of  medical  conditions.   What  is 
the  primary  criteria  for  study  selection? 

Dr.  Clinton:   In  selecting  topics,  AHCPR  considers  factors 
including: 

•  Potential  for  reducing  clinically  significant  and 
unexplained  variations  in  services  and  procedures  used  in 
the  prevention,  diagnosis,  and  management  of  a  particular 
clinical  condition  and  associated  outcomes. 

•  Number  of  individuals  affected  by  the  clinical  condition. 

•  Adequacy  of  scientific-based  evidence  on  which  to  develop 
guidelines. 

•  Amenability  of  a  particular  condition  to  prevention. 

•  Specific  needs  of  the  Medicare  and  Medicaid  populations. 

•  Cost  of  the  condition  to  all  payers  including  patients. 

In  addition,  the  AHCPR  Reauthorization  Act  of  1992  (Public  Law 
102-410)  enacted  on  October  13,  1992,  required  that  AHCPR  arrange  for 
the  development  of  clinical  practice  guidelines  that  address  the 
prevention  of  not  fewer  than  three  conditions. 
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PUBLIC  EDUCATION  OUTREACH 

Mr.  Stokes:   What  is  the  general  audience  for  receipt  of  the 
agency's  products? 

Dr.  Clinton:   The  general  audience  includes  physicians,  nurses, 
and  other  health  care  professionals  and  the  professional 
organizations  representing  them;  consumers  and  patients  and  the 
organizations  representing  them;  medical,  educational,  and 
credentialing  organizations;  organizations  representing  practitioners 
at  the  community  and  regional  levels;  key  business  and  marketplace 
organizations;  and  federal  polic)rmakers  and  other  key  policy 
officials . 

Mr.  Stokes:   What  initiatives  are  underway  to  increase  public's 
awareness  of  the  agency's  findings? 

Dr.  Clinton:   Among  AHCPR's  initiatives  to  increase  the 
public's  awareness  of  the  Agency's  findings  are  an  active  media 
outreach  program,  including  outreach  to  minority  media  and  placement 
of  articles  in  the  trade  and  general  press;  extensive  outreach  to 
place  articles  in  peer-reviewed  journals;  electronic  dissemination  of 
clinical  practice  guidelines  through  the  National  Library  of  Medicine 
and  National  Technical  Information  Service;  and  public-private 
partnerships  to  achieve  broader  dissemination  of  AHCPR  products. 

HOME  INFUSION 

Mr.  Stokes:   Would  home  infusion  be  an  appropriate  candidate 
for  the  agency's  undertaking,  explain. 

Dr.  Clinton:   Home  infusion  therapy  is  among  the  many  clinical 
topics  appropriate  for  study  under  AHCPR's  Medical  Treatment 
Effectiveness  Program.   Home  infusion  has  gained  a  great  deal  of 
attention  and  has  become  a  prevalent  method  for  administering  many 
drug  treatments.   Therapies  once  requiring  inpatient  hospitalization 
(e.g.,  nutritional  support,  cancer  chemotherapy,  and  antibiotic 
treatment)  are  being  provided  at  home. 

However,  there  are  many  unanswered  questions  regarding  the  use 
and  effectiveness  of  home  infusion  therapy:   When  compared  to 
alternative  care  settings  (e.g.,  inpatient  or  outpatient  hospital,  or 
nursing  facility)  does  home  infusion  therapy  produce  better  or 
equivalent  patient  outcomes  at  lower  cost?  Which  patients  are  the 
best  candidates  for  home  infusion  (e.g.,  do  some  patient  subgroups 
have  better  outcomes  than  others  when  treated  with  home  infusion)? 
What  is  the  relationship  between  structure  and  process  quality 
indicators  of  home  infusion  therapy  services  (e.g.,  credentialing  of 
providers,  education  and  support  for  patients  and  families)  and  the 
patient  outcomes  and  costs  of  care? 

More  information  is  needed  in  these  areas  to  inform  clinical 
and  reimbursement  decisions  on  home  infusion  services. 
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RURAL  HEALTH  SERVICES  RESEARCH  AND  CORE  INNER  CITIES 

Mr.  Stokes:   The  agency  supports  rural  health  services  research 
the  focus  of  which  is  to  address  regional  issues  related  to  the 
development  of  rural  health  policy  for  cost  and  quality  of,  and 
access  to  health  care  services.   Would  not  a  similar  focus  on  core 
at-risk  inner  cities  health  care  to  the  indigent  be  equally 
important,  explain. 

Dr.  Clinton:  The  AHCPR  realizes  the  importance  of  continued 
efforts  to  increase  access  to  health  care  to  persons  in  inner-city 
areas  and  to  recognize  the  burden  of  providing  care  on  urban  health 
systems.  Federal  efforts  have  expanded  access  to  health  care,  yet 
non-financial  barriers  such  as  shortage  of  providers,  inconvenient 
services,  language  or  cultural  barriers,  and  the  increased  demands  on 
financially  strained  public  health  systems  still  exist. 

AHCPR  currently  funds  several  research  projects  to  test 
innovative  ways  to  enhance  access  to  primary  health  care  for 
inner-city  persons.   For  example,  two  projects  are  testing  models  to 
demonstrate  whether  expanded  primary  care  services  are  cost-effective 
in  improving  the  outcomes  of  inner  city,  high  risk  infants. 

•  Researchers  in  Chicago  are  evaluating  the  use  of  trained 
community  workers  to  provide  culturally  sensitive 
interventions  to  improve  outcomes  of  low  income, 
inner-city,  minority  mothers  and  infants. 

•  Investigators  in  Dallas  are  testing  a  comprehensive 
primary  care  program  to  reduce  mortality,  morbidity,  and 
need  for  costly  intensive  care  in  high-risk,  indigent, 
very  low  birth  weight  infants  in  inner-city  areas  of 
Dallas,  Texas. 

AHCPR  also  supports  research  on  the  effect  of  Medicaid  Managed 
Care  in  urban  areas.   Researchers  in  Philadelphia  are  examining  the 
effect  of  financial  incentives  on  cancer  screening  guidelines  for 
minority  women  enrolled  in  a  Medicaid  HMO.   Findings  will  provide 
valuable  information  for  developing  cost-effective  strategies  to 
provide  preventive  services  to  high  risk  minority  women. 

An  integrated  program  of  research  that  systematically  examines 
the  health  care  needs  of  inner-city  persons  and  evaluates  the  impact 
of  health  care  reform  on  urban  areas  is  important.  Creating  AHCPR 
Urban  Centers  could  focus  on  improving  public  health  practices 
related  to  the  delivery  of  clinical  services  in  urban  areas,  and 
examine  the  most  appropriate  and  cost  effective  ways  to  organize, 
finance  and  deliver  care  to  residents  of  inner-cities  in  America. 
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RESEARCH  CENTERS  ON  MINORITY  POPULATIONS 

Mr.  Stokes:   Is  the  research  centers  on  minority  populations 
initiative  as  intensive  and  as  comprehensive  as  the  rural  health 
centers  initiative,  elaborate? 

Dr.  Clinton:   The  MEDTEP  Research  Centers  on  Minority 
Populations  and  the  Rural  Health  Centers  Initiatives  have  different 
objectives  and  target  audiences.   AHCPR's  Rural  Centers  Cooperative 
Agreements  are  designed  to  foster  collaboration  among  State  health 
agencies  and  academic  centers  to  design,  implement,  and  monitor 
changes  in  rural  health  care  delivery.   The  successful  applicants 
will  carry  out  demonstrations  concerning,  for  example,  the 
effectiveness  of  primary  care,  the  use  of  telecommunications  to  link 
health  care  providers,  and  the  development  of  managed  care  models  and 
rural  practice  networks.   Awards  are  expected  to  be  made  in  September 
1994  for  five  centers,  each  estimated  at  $400,000  for  each  of  five 
years.   Total  program  costs  for  FY  1995  is  $2  million. 

The  objective  of  the  MEDTEP  Research  Centers  on  Minority 
Populations  is  to  increase  the  capacity  for  patient  outcomes  and 
medical  effectiveness  research  among  minority  clinicians  and  social 
scientists.   The  research  focuses  on  clinical  conditions  of  special 
importance  for  minority  populations. 

In  1992  and  1993,  AHCPR  awarded  cooperative  agreements  for  four 
full  centers  and  seven  developmental  centers.   Developmental  centers 
are  funded  for  three  years  and  undertake  capacity  building  in  order 
to  become  full  centers,  which  are  funded  for  five  years. 
Developmental  centers  are  awarded  a  maximum  of  $400,000  annually; 
full  centers  receive  $750,000  annually. 

Both  programs  are  cooperative  agreements  which  entail 
substantial  Federal  staff  involvement  in  helping  to  plan  and 
implement  the  activities  of  the  centers.   Both  also  touch  on  issues 
that  are  germane  to  minority  populations  in  rural  areas  and  on  the 
need  to  target  clinical  and  health  care  reform  interventions  that  are 
sensitive  to  the  specific  health  risks  of  various  population  groups 
who  have  been  generally  under served.   The  MEDTEP  Research  Centers  on 
Minority  Populations,  however,  is  an  investment  in  the  capacity  of 
minority  researchers  to  conduct  scientifically  sound  outcomes 
research  on  clinical  issues  that  are  germane  to  rural  and/or  urban 
populations . 

Mr.  Stokes:   How  much  is  included  in  the  FY  1995  budget  request 
for  each  of  these  initiatives,  and  how  does  it  compare  with  FY  1994 
funding  level  for  each? 

Dr.  Clinton:     Total  program  costs  in  FY  1994  are 
approximately  $5.7  million;  this  does  not  include  the  costs  of 
various  support  services  or  the  technical  assistance  provided  by 
AHCPR  staff  and  expert  consultants.   In  FY  1995,  an  estimated  $7.1 
million  will  be  necessary  to  fund  the  eleven  centers,  including  those 
developmental  centers  which  are  expected  to  qualify  competitively  as 
full  centers  during  that  fiscal  year. 
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HOW  TO  MEASURE  QUALITY  CARE 

Mr.  Stokes:   I  understand  that  the  agency  has  extensive 
collaboration  with  medical,  nursing  and  other  provider  groups  for  the 
purpose  of  stimulating  interest  in  measuring  quality  of  care  and  cost 
implications.   As  we  approach  health  care  reform,  quality  assurance 
and  outcome  measurements  are  key  to  assessing  how  well  the  reformed 
system  is  working.   What  are  the  key  measurements  of  quality  care? 

Dr.  Clinton:   Measurement  of  quality  of  care  is  quite  complex. 
The  traditional  framework  for  considering  quality  of  care  measurement 
is  that  of:  structural  measures  (characteristics  of  the  provider  such 
as  staffing  of  a  hospital  or  board  certification  of  a  physician)  ;■ 
process  measures  (characteristics  of  services  provided  such  as 
technical  quality,  appropriateness,  and  timeliness);  and  outcomes 
(e.g.  mortality,  morbidity,  and  satisfaction).   In  addition,  in  order 
to  evaluate  and  ultimately  to  improve  quality  of  care,  it  is 
necessary  to  measure  the  characteristics  of  patients  (severity  of 
illness,  functional  status,  or  prevalence  of  illness  in  a  population 
as  well  as  the  specific  health  risks  of  underserved  populations), 
that  may  influence  the  services  provided  or  the  outcomes.   To  compare 
patient  outcomes  of  one  health  care  provider  to  those  of  another 
without  taking  into  account  the  characteristics  of  the  patients  that 
are  likely  to  affect  those  outcomes  may  lead  to  inappropriate 
conclusions. 

Mr.  Stokes:   To  what  extent  is  their  active  and  intensive 
involvement  with  African  American  organizations? 

Dr.  Clinton:   Collaboration  with  provider  groups  is  a  key 
element  in  carrying  out  the  multidisciplinary  nature  of  MEDTEP 
projects.   Comparative  analysis  of  the  appropriateness  and 
effectiveness  of  alternative  treatment  strategies  for  various  health 
conditions  requires  the  perspectives  of  clinical  and  social 
scientists,  and  the  patient  whose  preferences  must  be  considered  in 
medical  decisionmaking.   Recommended  treatment  strategies  must  also 
be  sensitive  to  the  cultural  and  ethnic  nuances  of  health  care 
delivery,  and  cognizant  of  the  specific  health  risks  of  underserved 
populations.   AHCPR's  MEDTEP  Research  Centers  on  Minority  Populations 
will  help  to  sharpen  this  focus.   Six  of  the  eleven  centers, 
including  two  HBCUs  (Meharry  Medical  College  and  Morehouse  School  of 
Medicine),  are  emphasizing  outcomes  research  that  relates  to  the 
health  care  needs  of  African  Americans. 
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1990, 


GRANT  AWARDS 

Mr.  Stokes:   How  may  grant  awards  did  the  agency  make  in  FY 
1991,  1992,  1993  and  provide  estimate  for  95  and  947 


Dr.  Clinton.   The  following  table  shows  how  many  grant  awards 
were  made  in  fiscal  Years  1990  through  1993  and  estimated  awards  for 
FY  1994  and  1995: 


Fiscal  Year 

1990 

1991 

1992 

1993 

1994 

1995 

Grant  Awards 

170 

208 

222 

219 

212 

261 

Mr.  Stokes:   To  what  extent  has  the  agency  awarded  grants  to 
minorities  in  general  and  to  African  American  researchers, 
institutions,  and  community  based  organization  in  particular? 

Dr.  Clinton:   The  Agency  for  Health  Care  Policy  and  Research  is 
prohibited  from  collecting  demographic  information  in  a  manner  that 
would  permit  identification  of  a  specific  investigator.  As  part  of 
the  PHS  Form  398,  investigators  are  requested  to  provide  this 
information  voluntarily.   The  following  data  were  obtained  by  the 
AHCPR  from  the  NIH  Division  of  Research  Grants  (DRG).   Please  note 
that  the  data  are  incomplete  because  their  provision  is  voluntary, 
and  note  also  the  substantial  number  of  awards  (shown  below  as 
unknown)  for  which  data  are  not  available: 


YEAR 

APPLICATIONS 

t   AWARDS 

1 1 

DOLLARS 

AWARDED  IN 

THOUSANDS 

•   MINORITIES 

1989 

11 

0 

0 

1990 

11 

2 

345 

1991 

22 

5 

554 

1992 

62 

14 

2,261 

1993 

64 

13 

2,201 
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By  racial  and  ethnic  category; 


YEAR 

ASIA 

PACIFIC 

AMERICAN 

AFRICAN 
AMERICAN 

HISPANIC 

LATINO 

AMERICAN  INDIAN/ 
ALASKAN  NATIVE/ 
UNKNOWN 

#  APPLICATIONS/#  AWARDS                             || 

1989 

7/0 

2/0 

2/0 

0/0 

21/7 

1990 

5/1 

2/0 

3/1 

1/0 

28/16 

1991 

10/3 

8/2 

4/0 

0/0 

44/13 

1992 

17/7 

30/3 

13/4 

2/0 

125/22 

1993 

25/7 

24/4 

14/2 

1/0 

91/39 

TOTAL 

64/18 

66/9 

36/7 

4/0 

309/97 

In  FY  1992  and  FY  1993,  eleven  MEDTEP  (Medical  Treatment 
Effectiveness  Program)  Research  Centers  on  Minority  Populations 
Centers  were  funded  at  institutions  across  the  country.   In  the  FY 
1992  funding  cycle,  one  full  center  (Columbia/Harlem  Hospital)  and 
one  developmental  center  (Morehouse  School  of  Medicine)  identified 
African-Americans  as  one  of  their  target  population  groups.   In  the 
FY  1993  funding  cycle,  two  full  centers  (University  of  California  - 
San  Francisco,  and  University  of  Maryland)  and  two  developmental 
centers  (Meharry  Medical  College,  and  Henry  Ford  Hospital)  identified 
African-Americans  as  one  of  their  target  population  groups. 


For  FY  1994  and  FY  1995,  the  majority  of  AHCPR  monies  for 
minority  investigators  and  institutions  will  be  disbursed  to  these 
MEDTEP  Centers  for  Research  on  Minority  Populations.   In  FY  1994, 
funding  for  the  seven  development  centers  (approximately  $400,000 
total  cost  for  each  developmental  center)  and  four  full  centers 
(approximately  $750,000  total  cost  for  each  center)  will  total  $5.8 
million.   In  FY  1995,  the  estimated  funding  for  the  Centers  in  this 
program  is  $7.2  million  (eight  full  centers, three  developmental 
centers) 
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Funding  of  African-American  institutions  by  the  AHCPR  is  shown 
below  by  institution  and  year: 


Fiscal 

Year 

Howard 

Morehouse 

Meharry 

1990 

1991 

74,000 

1992 

373,614 

1993 

30,603 

399,979 

415,996 

1994(est) 

400,000 

400,000 

1995(est) 

750,000 

400,000 

Total 

30,603 

1,173,593 

1,289,996 

(*This  amount  is  based  on  Morehouse  successfully  competing  to  receive 
funding  as  a  full  center  in  FY  1995.) 

COMMUNITY- BASED  ORGANIZATIONS 

Mr.  Stokes:   To  what  extent  are  community-based  organizations 
involved  in  the  activities  of  the  agency? 

Dr.  Clinton:   The  Center  for  General  Health  Services  Extramural 
Research  often  utilizes  community  based  organizations  in  the 
development  and  implementation  of  its  research  grants  and  contracts. 
These  organizations  are  frequently  asked  to  nominate  experts  to  serve 
on  the  various  review  and  advisory  committees  constituted  around  a 
research  project  (e.g.,  AHCPR  Rural  Centers  and  the  HIV  Cost  and 
Services  Utilization  Survey).   In  some  instances,  they  are  also 
involved  in  the  application. 

UNDERREPRESENTED  MINORITIES 

Mr.  Stokes:   Explain  the  proposed  funding  for  the  programs 
under  the  auspices  of  the  agency  that  are  designed  to  increase  the 
participation  of  underrepresented  minorities  in  the  agency's 
initiatives? 


Dr.  Clinton:   Continuation  of  AHCPR' s  MEDTEP  Centers  for 
Research  on  Minority  Populations  is  the  single  largest  item  intended 
to  increase  the  participation  of  underrepresented  minorities  in  the 
agency  initiatives.   The  successful  transition  of  four  developmental 
Centers  to  full  Centers  in  FY  1995  will  obligate  funding  in  the 
amount  $7.2  million  for  this  program.   As  part  of  the  charge  to  these 
Centers,  each  will  undertake  training  of  health  services  researchers, 
in  addition  to  1)  generating  their  own  research  agendas  in  health 
services  research,  2)  providing  technical  assistance  to  their 
respective  communities,  and  3)  undertaking  dissemination  of  research 
findings  in  order  to  develop  the  knowledge  base  regarding  issues  of 
concern  to  racial  and  ethnic  minority  populations  and  increase  the 
participation  of  minority  researchers  and  institutions  in  health 
services  research  in  general,  and  in  the  activities  of  the  AHCPR  in 
particular. 


946 


In  addition,  several  activities  are  being  developed  as  part  of 
AHCPR's  commitment  to  the  President's  HBCU  Initiative.   These  include 
steps  undertaken  to  enhance  the  participation  of  HBCUs  including, 
continuation  of  the  Minority  Supplement  Program,  the  Small  Grant 
Program,  technical  assistance  for  investigators  in  developing 
competitive  grant  applications,  solicitation  of  participation  in 
workshops  on  the  use  of  data  from  the  National  Medical  Expenditure 
Survey,  increasing  the  involvement  of  minority  clinicians  and 
institutions  in  the  guideline  development  process,  and  implementing 
the  use  by  AHCPR  of  established  PHS  funding  mechanisms  (currently 
used  by  the  NIH)  to  increase  the  participation  of  minority 
researchers  and  institutions  in  a  range  of  activities  of  the  AHCPR. 

MINORITY  EMPLOYMENT 

Mr.  Stokes:   How  many.  GS-15  and  above  positions  are  there  in 
the  agency?   How  many  employees  in  the  agency  are  in  GS-15  and  above 
positions?   Currently,  how  man'j/Af rican  Americans  are  at  the  GS-15  and 
above  level?   In  what  positions  are  they?   In  the  Agency,  are  there 
and  if  so,  how  man  African  Americans  are  among  the  cases  pending  for 
exception  to  the  freeze  on  appointments  and  promotions  to  the  GS-15 
and  above  level?   If  this  is  the  case  has  the  agency  requested  relief 
from  the  freeze,  if  so,  what  was  the  response? 

Dr.  Clinton:   As  of  March  19,  1994,  the  Agency  for  Health  Care 
Policy  and  Research  has  228  permanent  career/career  conditional 
employees.   Of  that  number  there  are  50  employees  encumbering  senior 
level  positions.   These  senior  level  employees  represent  twenty  two 
percent  of  AHCPR's  total  permanent  population.   Of  the  50  senior 
level  employees,  three  are  African  Americans  which  represented  six 
percent  of  the  total  senior  level  employees.   The  position  titles  of 
the  three  senior  level  African  American  employees  are  as  follows: 

Deputy  Administrator  (position  is  now  vacant) 
Associate  Administrator  for  Minority  Health 
Chief,  Legislative  and  Advisory  Services  Branch 

Following  is  a  table  which  displays  the  senior  level  breakout  by  pay 
plan: 

SENIOR  LEVEL  DISTRIBDTION 


TOTAL  NUMBER 

Z   OF  TOTAL 

TOTAL  NUMBER 

PAY  PLAN 

EMPLOYEES 

POPULATION 

AFRICAN  AMERICANS 

General  Schedule 

30 

132 

1 

GS-15 

Commissioned  Corps 

14 

62 

1 

CC-06  to  08 

SES 

6 

32 

1 

Total  Senior 

Level  Employees 

50 

222 

3 
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HEALTH  REFORM 

Mr.  Hoyer:   Dr.  Clinton,  could  you  please  describe  for  the 
conanittee  the  role  research  funded  by  AHCPR  will  play  in  the 
President's  Health  Reform  program? 

Dr.  Clinton:   Health  services  research  is  critical  to  the 
operation  of  health  care  plans,  purchasing  alliances,  and  effective 
oversight  of  health  care  reform,  through  such  efforts  as  providing 
methods  and  measures  for  quality  monitoring,  conducting  technology 
assessments  for  updating  the  benefits  package,  developing  risk 
adjustment  methods  for  setting  premiums,  and  developing  and  updating 
clinical  practice  guidelines  for  quality  management.   AHCPR 's  health 
services  research  programs  will  have  primary  responsibility  for 
supporting  the  development  of  the  information,  methods,  and  systems 
to  simplify  administration  and  improve  decisionmaking  by  health  care 
consumers,  providers,  managers,  and  policymakers. 

Specific  research  topics  identified  as  the  focus  for  AHCPR 
research  in  the  Health  Security  Act  include: 

•  Appropriateness  and  effectiveness  of  alternative  clinical 
strategies 

•  Outcomes  of  care 

•  Administrative  simplification 

•  Consumer  choice  and  information  resources 

•  Effects  of  health  care  reform  on  health  care  delivery 

systems 

•  Workplace  injury  and  illness  prevention 

•  Methods  for  risk  adjustment 

•  Factors  influencing  access  to  health  care  for  underserved 

populations 

•  Primary  care,  and 

•  Health  care  quality 

This  research  will  generate: 

•  Quality  management  and  improvement  technologies 

•  Expanded  primary  care  networks  to  reach  underserved 

populations 

•  Information  systems  to  support  clinical  and 

administration  decisionmaking,  and 

•  Efficient  and  equitable  financing  mechanisms. 
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PRACTICE  OF  MEDICINE 

Mr.  Hoyer:   How  are  Cost,  Quality  and  Access  Research,  as  well 
as  Medical  Effectiveness  Research,  currently  being  used  to  improve 
the  way  medicine  in  practiced  in  this  country? 

Dr.  Clinton:   The  AHCPR  influences  medical  practice  by: 

•  Developing  clinical  practice  guidelines  which  synthesize 
the  scientific  evidence  for  various  options  in  treating 
specific  medical  conditions  like  depression,  pain,  and 
selected  heart  problems. 

•  Financing  research  which  improves  the  scientific 
underpinnings  of  effective  care  for  specific  conditions, 
e.g.  angina  and  back  disorders. 

•  Collaborating  with  the  Health  Care  Financing 
Administration  (HCFA)  to  introduce  these  new  clinical 
findings  into  HCFA's  quality  assurance  systems  to  ensure 
high  value  for  the  health  dollars  spent. 

•  Financing  targeted  research  which  explores  the  manner  in 
which  clinical  practice  guidelines  can  most  effectively 
be  incorporated  into  group  practice  settings. 

•  Financing  research  to  determine  effective  mechanisms  for 
computer  assisted  information  systems  to  improve  clinical 
care,  including  collaboration  with  the  National  Library 
of  Medicine  in  supporting  development  of  electronic 
medical  record  systems. 

•  Financing  research  to  determine  the  best  mechanism  for 
introduction  of  new  information  to  both  patients  and 
providers  of  care,  e.g.  the  incorporation  of  guidelines 
into  the  day  to  day  practice  of  health  care  providers. 

•  Extensive  collaboration  with  medical,  nursing  and  other 
provider  groups  to  stimulate  their  interest  in 
understanding  new  findings  for  rendering  effective  care, 
how  to  measure  quality  care  and  understand  the  cost 
implications. 

•  Development  and  publication  of  program  announcements  on 
primary  care  and  health  care  reform,  quality  improvement 
and  quality  assurance  research,  cost  and  financing 
issues,  and  medical  malpractice  and  liability  research 
that  identify  high  priority,  policy  relevant  issues  for 
the  research  community. 

These  collectively  over  time  will  have  a  powerful  effect  on  the 
practice  of  medicine. 
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HEALTH  REFORM 

Mr.  Hoyer:  Going  back  to  Health  Reform,  what  specific  issues 
is  AHCPR  targeting  for  study  in  anticipation  of  fundamental  changes 
in  our  Health  Care  System? 

Dr.  Clinton:  AHCPR  is  currently  focusing  research  on 
developing  information  and  tools  needed  to  design  and  implement  more 
efficient  health  care  services.   In  addition,  experiences  in  the  past 
with  major  changes  in  Federal  policies  and  programs  point  to  the 
value  of  having  in  place  data  systems  and  studies  for  evaluating  the 
effects  of  change  in  real  time.   Thus,  AHCPR  is  actively  planning  for 
the  implementation  of: 

•  A  redesigned  National  Medical  Expenditures  Survey,  which 
includes  expanded  pilot  testing  in  four  states  in  1995, 
and  national  implementation  in  1996,  to  gather 
comprehensive  information  on  the  use,  costs,  sources  of 
payments,  as  well  as  self-reported  health  status  and 
barriers  to  access  for  a  large  representative  sample  of 
the  non-institutionalized  American  population  (with  a 
special  focus  on  vulnerable  populations.) 

•  The  expansion  of  the  Hospital  Cost  and  Utilization 
longitudinal  database  of  information  on  the  supply  of 
health  care  services. 

•  An  annual  survey  of  employers  to  monitor  health  insurance 
benefits  and  spending,  and 

•  A  national  survey  to  provide  periodic,  real  time 
information  on  consumer  satisfaction  with  health  care, 
insurance  coverage,  and  access  to  care. 

The  unique  combination  of  data  bases  and  capabilities  within 
AHCPR  will  continue  to  support  the  examination  of  both  supply  and 
demand  side  issues  on  a  national  level.   AHCPR' s  micro-simulation 
model  (AHSIM)  is  also  providing  a  unified  information  source  for  use 
in  studies  of  the  potential  distributional  effects  of  health  care 
reform. 

AHCPR' s  overriding  goal  is  to  sustain  a  health  services 
research  program  that  will  provide  the  knowledge  base  on  which  to 
build  and  maintain  a  reformed  health  care  system.   To  accomplish  this 
goal,  priority  attention  has  focused  on  research  on  health  care 
costs,  enhancement  of  the  scientific  evidence  base  for  cost  effective 
clinical  practices,  and  expansion  of  clinical  practice  guidelines. 
To  promote  research  needed  to  address  special  issues  relevant  to 
health  care  reform,  AHCPR  has  issued  solicitations   for  grants 
focused  on  critical  topics  including: 

•  Cost  and  Financing  in  Health  care  Reform 

•  Primary  Care  and  Health  Care  Reform 

•  Health  Care  Quality  Improvement  and  Quality  Assurance  and 

•  Medical  Malpractice  and  Liability  Research 
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ONE  PERCENT  EVALUATION 

Mr.  Hoyer:   Please  describe  to  the  committee  the  use  of  the  so- 
called  one  percent  funds? 

Dr.  Clinton.   We  consider  the  research  funded  by  AHCPR  to 
provide  vital  information  and  evaluation  in  support  of  the  entire 
Public  Health  Service  effort.    The  research  supported  on  issues  of 
cost,  quality  and  access  for  health  care,  and  medical  outcomes  and 
effectiveness,  provides  information  and  evaluation  for  the 
discoveries  and  delivery  systems  of  the  other  PHS  agencies.   The  data 
collected  and  analyzed  through  the  National  Medical  Expenditure 
Survey  are  used  extensively  not  only  by  PHS  but  throughout  DHHS ,  by 
0MB,  the  Congress  and  by  non-governmental  organizations. 

In  view  of  continuing  fiscal  constraints,  we  believe  the  most 
equitable  way  to  bring  AHCPR  to  an  appropriate  funding  level, 
including  support  of  the  third  National  Medical  Expenditure  Survey, 
is  through  the  use  of  one  percent  evaluation  funds. 

Mr.  Hoyer:   I  understand  that  the  amount  of  one  percent  money 
allocated  to  AHCPR  is  supposed  to  increase  from  the  current  rate. 
Can  you  tell  us  what  the  rationale  is  for  that  increase? 

Dr.  Clinton:   The  FY  1995  President's  Budget  request  includes 
$63.2  million  in  one  percent  funds.   An  increase  of  $50  million  over 
the  FY  1994  appropriated  level  of  $13.2  million.   In  developing  the 
budget  request  within  the  discretionary  caps  outlined  in  the  Budget 
Enforcement  Act  of  1990,  many  compromises  had  to  be  reached.   We 
believe  the  most  equitable  way  to  bring  AHCPR  to  an  appropriate 
funding  level,  and  remain  within  the  caps,  is  through  the  use  of  one 
percent  evaluation  funds.   This  approach  spreads  the  cost  of  the 
research  supporting  the  entire  Public  Health  Service  effort  across 
the  PHS  agencies. 

RESEARCH  ACTIVITY 

Mr.  Hoyer:   Dr.  Clinton,  Please  describe  to  the  committee  the 
steps  you  will  be  taking  to  increase  research  activity  on  access 
issues  -  for  residents  of  rural  areas,  adolescents,  the  economically 
disadvantaged,  and  minorities.   What  other  health  care  services 
research  activities  are  you  planning  to  carry  out  that  could 
ultimately  result  in  improved  access  to  services? 

Dr.  Clinton:  The  Agency  continues  to  be  concerned  with  research 
issues  of  access  to  quality  health  care.   This  interest  has  been 
expressed  in  numerous  ways  including  the  explicit  inclusion  of  access 
issues  in  grant  and  contract  solicitations.   As  an  example,  access 
issues  figure  prominently  in  our  current  rural  solicitation.   We  are 
about  to  release  a  solicitation  for  research  on  clinical  preventive 
services,  in  which  the  access  issues  studied  will  be  important  in 
assuring  that  underserved  populations  are  provided  with  prevention 
services . 


951 


Mr.  Hoyer:   What  other  health  care  services  research  activities 
are  you  planning  to  carry  out  that  could  ultimately  result  in 
improved  access  to  services? 

Dr.  Clinton:  We  will  work  to  examine  the  implications  of 
various  health  care  delivery  policies  and  approaches  to  health  care 
reform  at  both  state  and  national  levels.   As  reforms  are  implemented 
and  financial  barriers  to  care  are  reduced,  we  will  be  able  to  focus 
more  research  on  important  non-financial  barriers,  (such  as 
transportation,  culture,  language),  and  issues  related  to 
acceptability  of  care.   Improved  access  for  members  of  the  vulnerable 
populations  noted  in  your  earlier  question  will  require  reduction  of 
both  types  of  barriers  to  care. 

LONG  TERM  CARE  RESEARCH 

Mr.  Hoyer:  What  research  has  AHCPR  conducted  regarding  long 
term  care,  and  what  are  the  highlights  of  the  findings? 

Dr.  Clinton:   The  Center  for  Intramural  Research  of  the  Agency 
for  Health  Care  Policy  and  Research  (AHCPR)  conducts  research  to 
inform  policy  makers  on  important  aspects  of  the  long  term  care 
system  that  have  an  impact  on  the  design  of  public  policies. 
Research  focuses  on  the  care  needs  and  associated  service  use  and 
costs  for  the  growing  numbers  of  functionally  disabled  elderly 
persons.   Examples  of  the  types  of  projects  undertaken  by  the 
Division  are  direct  estimates  of  the  population  eligible  for  or  cost 
of  proposed  programs;  analyses  of  the  factors  that  are  associated 
with  the  use  of  various  types  of  long  term  care;  and  evaluations  of 
alternative  approaches  to  financing,  regulation,  delivery,  and 
organization  of  care.   Current  and  planned  research  projects  are  in 
the  following  areas: 

Nursing  Home  Cost  and  Financing.   The  growing  cost  of  nursing 
home  care  has  created  concern  among  policy  makers  about  who  will  pay 
for  the  care.  Many  approaches  to  financing  care,  both  public  and 
private,  have  been  proposed.   The  design  and  evaluation  of  proposals 
depend  on  accurate  estimates  of  the  cost  of  nursing  home  care,  the 
distribution  of  costs,  and  impact  of  these  policies  on  cost.   The 
Center  has  constructed  a  long  term  care  data  base  that  permits 
analysis  of  disability  and  nursing  home  use  over  a  lifetime.   This  is 
being  used  to  analyze  lifetime  nursing  home  use  and  financing, 
including  Medicaid  asset  spend-down  in  nursing  homes. 

Continuity  of  Care.   The  long  term  care  system  in  the  United 
Sates  has  developed  in  a  piecemeal  manner.   The  effect  of  this 
piecemeal  development  has  been  a  system  that  has  been  characterized 
as  inefficient  with  access  and  quality  problems.   The  design  and 
evaluation  of  policies  that  reform  the  system  depend  on  a  better 
understanding  of  the  flow  of  persons  within  the  long  term  care  system 
as  well  as  between  long  term,  acute,  and  post  acute  care.   The  Center 
is  undertaking  several  projects  describe  and  analyze  factors  that 
contribute  to  the  large  variation  in  patterns  of  hospital  care 
received  by  nursing  home  residents  and  the  flow  between  settings  of 
care. 
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Quality  of  Institutional  Care.   Institutions  serving  the 
elderly  have  been  criticized  for  not  providing  high  quality  care. 
The  recommendations  of  the  Institute  of  Medicine  Committee  on  Nursing 
Home  Regulation,  and  subsequent  implementation  of  OBRA  1987 
legislation  have  recently  resulted  in  new  Federally  mandated 
approaches  to  nursing  home  quality  in  an  effort  to  improve  the 
quality  of  life  of  nursing  home  residents.   The  current  emergence  of 
personal  care  homes  (often  referred  to  as  board  and  care  homes  or 
assisted  living  facilities)  which  provide  a  lower  level  of  care  than 
nursing  homes  has  broadened  the  types  of  facilities  whose  quality  are 
being  questioned.   The  Center  is  conducting  research  that  seeks  to 
understand  the  impact  of  both  resident  and  facility  characteristics 
on  resident  outcomes,  the  quality  incentives  associated  with 
financing  and  regulatory  policies  and  nursing  home  market  factors. 

Home  Care  Eligibility  and  Care  Management.   Although  disabled 
persons  generally  prefer  care  at  home  to  care  in  a  nursing  home, 
public  financing  for  home  care  is  limited  under  current  policy. 
Proposals  to  increase  public  financing  are  typically  designed  to  fill 
unmet  need,  treating  informal  caregivers  as  the  first  line  of 
responsibility.   Major  policy  concerns  are  cost  and  how  to  best 
target  benefits  to  those  most  in  need  of  care.   Several  projects 
underway  will  help  inform  policy  makers  on  the  design  and  impact  of 
alternative  eligibility  criteria  as  well  as  case  management 
strategies . 

Determinants  of  Consumer  and  Caregiver  Behavior.   Although  the 
family  is  considered  the  first  line  of  responsibility  for  caring  for 
chronically  ill  elderly  persons,  increases  in  life  expectancy,  labor 
force  participation  of  women,  the  divorce  rate,  and  the  geographical 
dispersion  of  families  has  reduced  the  ability  of  families  to  provide 
care.   The  design  and  evaluation  of  policies  to  reform  home  care  and 
support  informal  caregiving  depend  on  the  knowledge  of  how  decisions 
are  made  concerning  care  setting,  living  arrangements,  formal  versus 
informal  care,  and  working  versus  caring.   The  Center  is  conducting 
several  projects  which  analyze  the  decisions  that  affect  how,  where, 
and  by  whom  long  term  care  is  provided.   These  analyses  provide  a 
basis  for  assessing  the  impact  of  public  policies  on  the  long  term 
care  system. 
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RESEARCH  REPORTS 

Mr.  Hoyer:   Please  provide  the  committee  with  a  list  and 
summary  of  your  most  recent  research  reports  and  studies. 

Dr.  Clinton:   The  information  follows: 

AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
DISSEMINATION-RELATED  RESEARCH  PROJECTS 

Principal  Investigator 

and  Institution 
Project  Summary 

Michael  J.  Barry,  M.D.   Project  Title:    Randomized  Trial  of  the 
Shared  Decisionmaking  Procedure  for  Patients  with  Benign  Prostatic 
Hyperplasia 

Massachusetts  General 

Hospital  Project  Period:    8/91  -  8/94 

Synopsis:   A  study  of  the  Shared  Decision  Making  Procedure  (SDP) 
using  an  interactive  educational  program  (computer  and  videodisc)  in 
two  urologic  practices  in  an  HMO.   The  project  will  educate  men  about 
benign  prostatic  hyperplasia  (BPH)  and  available  treatment 
alternatives,  and  facilitate  patient  participation  in  the 
decisionmaking  process.   Patients  with  sjTnptomatic  BPH  but  without 
indications  for  surgery  will  be  randomized  to  either  the  SDP  or  a 
control  group;  the  control  patients  will  receive  a  minimal 
educational  intervention  (a  brochure).   Study  outcomes  will  determine 
whether  SDP  use  leads  to:   (1)  improved  health  and  well  being;  (2) 
better  knowledge  about  BPH  and  its  treatments;  (3)  greater  patient 
willingness  to  participate  in  treatment  decisions;  (4)  changes  in 
treatment  decisions;  (5)  greater  patient  satisfaction  with  the 
decisions  and  the  decisionmaking  process;  and  (6)  more  weight  in 
decisionmaking  placed  on  patient  preferences. 

Daniel  Callahan,  Ph.D.   Project  Title:  Technology 

Assessment;   Uses, 


The  Hastings  Center 


Context ,  and 
Interpretation 


Project  Period:    7/93  -  7/95 


Synopsis:   An  identification  and  analysis  of  the  obstacles  to  the  use 
of  technology  assessment  findings  and  results.   The  project  will 
focus  on  moral  and  quasi-moral  (ethical,  legal  and  clinical)  barriers 
to  the  use  of  technology  assessment  findings  using  a  case  study 
approach  in  two  metropolitan  institutions.   The  methodology  of  the 
project  will  involve  a  process  which  includes:   identifying  the  moral 
or  quasi-moral  conflict,  clarifying  the  concepts  involved  with  the 
conflict,  and  evaluating  action  strategies  to  overcome  barriers  to 
the  use  of  technology  assessment  findings.   The  hypothesis  is  that 
the  factors  which  influence  the  diffusion  of  technology  are  similar 
to  the  moral  objections  used  by  physicians  for  diminishing  technology 
assessment  results. 
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James  W.  Dearing,  Ph.D.  Project  Title:  Effective  Strategies 

of  AIDS  Programs  in 
San  Francisco 

Michigan  State  University 

Project  Period:    8/93  -  8/95 

Synopsis:   The  goal  of  this  project  is  to  learn  lessons  about 
effective  and  ineffective  dissemination  strategies  of  programs 
targeted  to  unique  population  groups  within  San  Francisco  which  are 
at  high-risk  for  HIV/AIDS.   Effectiveness  criteria  will  be  developed 
for  analysis  of  the  10  most  effective  and  10  least  effective  programs 
in  San  Francisco,  and  administrators  will  be  interviewed  to  determine 
how  the  programs  and  their  dissemination  aspects  are  related  to  the 
theoretical  constructs  underlying  the  diffusion  of  innovations  and 
social  marketing  theories.   Case  studies  of  the  three  most  and  three 
least  effective  studies  will  provide  a  contextual  foundation  for 
interpreting  the  effectiveness  and  other  empirical  data.   Findings 
will  be  presented  at  several  conferences,  including  one  specifically 
devoted  to  discussing  the  results  of  the  project. 


Donald  Gemson,  M.D.     Project  Title: 
Prevention  Guidelines  to  Harlem  Physicians 

Columbia  University 

School  of  Public  Health     Project  Period: 


Dissemination  of 


9/91  -  9/94 


Synopsis:   The  objective  is  to  develop  a  model  for  the  training  of 
medical /primary  care  residents  and  attending  physicians  in  health 
promotion  and  disease  prevention  to  help  meet  the  need  for  preventive 
services  in  inner-city  minority  communities.   The  study  evaluates  the 
impact  of  an  educational  intervention  on  physicians'  preventive 
health  behaviors,  attitudes,  and  practices  in  a  large  inner-city 
hospital.   The  research  methodology  focuses  on  selected  clinical 
practice  guidelines  established  by  the  U.S.  Preventive  Services  Task 
Force  to  stimulate  health  promotion  and  disease  prevention  activities 
among  practicing  physicians  and  their  patients. 


John  H.  Helfrick,  D.D.S.      Project  Title:  Dissemination 

of  Professional  Standards  of  Care 

American  Association  of 

Oral  and  Maxillofacial      Project  Period:    9/91  -  9/94 

Surgeons 
Synopsis:   A  project  to  disseminate  professional  parameters  of  care 
developed  by  the  American  Association  of  Oral  and  Maxillofacial 
Surgeons.   The  aims  of  the  project  are  to  (1)  develop,  evaluate  and 
compare  different  methods  to  educate  surgeons  on  the  parameters,  (2) 
measure  diffusion  through  periodic  surveys  of  knowledge  and 
attitudes,  and  (3)  measure  changes  in  the  behavior  of  surgeons. 
Dissemination  interventions  include  use  of  opinion  leaders, 
educational  programs,  and  the  project  provides  a  rigorous  test  of  the 
effectiveness  of  education  in  the  use  of  parameters  and  comparison  of 
various  educational  interventions. 
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David  E.  Kanouse,  Ph.D.  Project  Title:  Clinical  Practice 

Guideline 


RAND  Corporation 


Implementation 
Demonstration 


Project  Period:    3/93  -  3/96 


Synopsis:   A  randomized  trial  of  the  effectiveness  of  two  popular 
dissemination/implementation  theories  --  the  social  influence  model 
and  the  educational  model  --  in  implementing  RAND  appropriateness 
guidelines  for  coronary  angiography  and  hysterectomy.   The  study  will 
be  conducted  in  12  clinical  units  in  6  hospitals.   The  educational 
intervention  will  incorporate  features  which  are  associated  with 
practitioner  behavior  change:   use  of  a  clinical  expert,  face-to-face 
contact  in  small  groups,  and  behavioral  feedback.   The  social 
influence  intervention  will  use  clinical  experts  as  opinion  leaders 
to  work  with  clinical  units  to  institute  clinical  policies  for  the 
appropriateness  guidelines.   Control  clinical  units  will  have  the 
guideline  made  available  by  an  internal  hospital  memo  explaining 
their  origin,  content  and  methods  of  development.   The  hypothesis  is 
that  the  social  influence  model  will  be  more  effective  in  stimulating 
an  increase  in  appropriateness. 

Robert  B.  Keller,  M.D.   Project  Title:  Outcomes 

Dissemination:   The  Maine  Study  Group  Model 

Maine  Medical  Assessment 

Foundation  Project  Period:    9/91  -  9/96 

Synopsis:   This  demonstration  project  will  extend  the  Maine  Study 
Group  Model  of  the  Maine  Medical  Assessment  Foundation  to  the  states 
of  New  Hampshire  and  Vermont.   There  will  be  five  study  groups: 
orthopaedics,  urology,  ophthalmology,  medical  conditions,  and 
cardiovascular  specialties.   They  will  focus  on  review  of  utilization 
and  outcome  data,  consultation  with  outside  experts,  and  assimilation 
and  use  of  PORT  findings  and  products  to  improve  the  effectiveness  of 
clinical  practice.   The  project  aims  to  (1)  demonstrate  that  the 
study  group  feedback  approach  produces  behavior  change  in  physicians; 
(2)  determine  by  survey  research  the  effect  of  the  data  feedback 
process  on  physician  knowledge  and  attitudes;  and  (3)  demonstrate 
that  the  feedback  approach  can  be  used  to  disseminate  PORT  and  other 
outcomes  research  findings. 
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Thomas  R.  Konrad,  Ph.D.  Project  Title:  Diffusion  and 

Adoption  of  Children's  Vaccine  Guidelines 

University  of  North 

Carolina  Project  Period:    7/92  -  7/95 

Synopsis:   A  study  to  identify  pediatricians'  and  family 
practitioner's  awareness,  knowledge,  agreement  with,  adoption  of  and 
adherence  to  immunization  guidelines  for  selected  pediatric  diseases. 
The  study  will  survey  a  national  sample  of  1,000  pediatricians, 
family  physicians  and  general  practitioners  to  identify  perceived 
barriers  to  dissemination  and  implementation  of  guidelines.   Office 
record  audits,  focus  groups  and  telephone  contact  with  schools  will 
provide  additional  data  for  the  study.   The  project  will  identify 
features  of  the  guidelines  influencing  their  visibility  and  adherence 
rates,  and  develop  dissemination  strategies  to  increase  guideline 
utilization. 

Carole  Magoffin,  M.S.W.  Project  Title:  Develop,  Apply  and 

Evaluate  Medical  Review  Criteria  and  Educational  Outreach  American 
Medical  Review  Based  on  AHCPR  Sponsored  Clinical 

Practice  Guidelines 

Research  Center 

Synopsis:   This  contract  will  evaluate  the  effects  of  introducing 
AHCPR  sponsored  clinical  practice  guidelines  and  medical  review 
criteria  derived  from  guidelines  for  use  in  Medicare  review  programs. 
Quality  and  utilization  review  criteria  will  be  based  on  AHCPR 
guidelines  for  acute  postoperative  pain,  urinary  incontinence,  and 
benign  prostatic  hyperplasia  and  will  be  applied  in  prospective  and 
retrospective  review.   The  guideline-based  review  criteria  will  be 
compared  to  other  existing  criteria,  primarily  those  used  by  Peer 
Review  Organizations  (PROs).   In  addition,  the  project  will  implement 
various  approaches  to  increasing  PRO  involvement  in  educational 
activities  which  incorporate  guidelines  and  medical  review  criteria 
and  evaluate  those  approaches  using  a  quasi-experimental  design. 


957 


W.  Scott  Schroth,  M.D.   Project  Title:   Practice  Guidelines  in 

Primary  Care 

George  Washington 

University       ,  Project  Period:   4/93  -  9/95 

Synopsis:   A  project  to  develop  a  clinical  guideline  for  treating 
acute  low  back  pain,  using  nominal  group  processes  among  affected 
physicians.   The  project  will  disseminate  the  guideline  in  various 
ways  among  experimental  groups  in  two  large  staff -model  HMOs  in  the 
Washington,  D.C.  area,  using  individual  clinics  or  offices  of  the  HMO 
as  the  unit  of  analysis.   The  interventions  are  as  follows:   Pure 
control;  patient  education  only;  clinician  education  only;  both 
clinician  and  patient  education;  clinician  education  and  clinician 
feedback;  and  clinician  education,  clinician  feedback,  and  patient 
education.   Patient  outcomes  will  be  assessed  with  respect  to 
functional  outcomes,  patient  beliefs  regarding  lower  back  pain,  and 
patient  satisfaction.   Clinician  outcomes  will  address  perceived 
adherence  to  the  guideline,  knowledge  of  the  guideline,  and 
acceptance  of  the  guideline,  assessed  by  survey.   If  study  results 
are  positive,  additional  analysis  will  assess  the  results  of 
guideline  dissemination  and  implementation  one  year  later. 

J.  Sanford  Schwartz,  M.D.      Project  Title:  A  Structured 

Criteria  Review  Process  for  Four 
Surgical  Procedures 

Academic  Medical 

Center  Project  Period:    9/91  -  6/93 

Consortium 

Synopsis:   The  project  involved  clinicians  in  a  structured  review  of 
appropriateness  criteria  for  4  common  surgical  procedures  (coronary 
artery  bypass  graft,  aortic  aneurysm  resection,  cataract  extraction, 
and  carotid  endarterectomy) .   The  criteria  were  developed  through  a 
joint  effort  of  the  Academic  Medical  Center  Consortium  (AAMC),  the 
RAND  Corporation,  and  the  American  Medical  Association.   The  project 
sought  to  identify  barriers  affecting  the  adoption  and  use  of 
appropriateness  criteria,  hypothesizing  that  voluntary  involvement  of 
practitioners  in  the  criteria  review  process  would  enhance  the 
likelihood  that  the  criteria  will  be  accepted  and  used.   The  project 
is  a  bridge  between  the  development  and  dissemination  phases  of  the 
criteria  development  process. 
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Stephen  Soumerai,  Sc.D.  Project  Title:  Improving  Compliance 

with  Acute  MI  Practice  Guidelines 

Harvard  University  School 

of  Medicine  Project  Period:    9/92  -  9/96 

Synopsis:   A  randomized  trial  in  40  hospitals  in  one  state  to 
evaluate  the  effectiveness  and  costs  of  a  model  to  disseminate 
practice  recommendations  for  acute  myocardial  infarction.   The 
intervention  involves  technical  assistance  to  opinion  leaders  who 
will  provide  consultation  and  peer  review,  dissemination  of 
attractively  designed  brochures,  and  group  performance  feedback  by 
opinion  leaders  to  physicians  and  nurses.   The  project  will  examine 
what  proportion  of  patients  received  effective  therapies  and  what 
proportion  received  potentially  harmful  therapies  as  a  result  of  the 
dissemination.   In  addition,  the  cost  effectiveness  of  the 
dissemination  strategy  will  be  assessed. 

Arkansas  Area  Health    Project  Title:  Diffusion  of  Medical 

Technology  Using  Area 


Health  Education 
Centers 


Education  Center 


Project  Period:    10/90  -  12/92 


Synopsis:   This  project  disseminated  the  Guidelines  for  the  Diagnosis 
and  Management  of  Asthma  issued  by  the  National  Heart,  Lung,  and 
Blood  Institute.   Three  dissemination  modalities  were  tested:   A 
traditional  continuing  medical  education  approach  coupled  with  the 
use  of  "academic  detailing;"  distribution  of  computer  modules  with 
encouragement  of  participants  to  discuss  the  guideline  via  a  computer 
network;  and  implementation  of  a  multi-media  campaign  using  faxed 
messages  to  physicians,  mailed  audiocassettes ,  and  prominently 
displayed  posters  in  hospitals,  combined  with  the  provision  of 
continuing  medical  education.   The  findings  suggest  that  the  use  of 
mixed  media  (including  audio  tapes  and  publicly  displayed  posters) 
have  some  effect  on  clinical  practice.   The  other  dissemination 
strategies  were  of  questionable  use. 
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Western  New  York        Project  Title:  Diffusion  of  Medical 

Technology  Using 
Geriatric  Education 
Centers 

Geriatric  Education 

Center  Project  Period:    10/90  -  12/92 

Synopsis:   This  project  used  the  "small  group  buy-in  approach"  to 
test  the  dissemination  of  the  CDC  influenza  vaccination  guideline. 
The  approach  is  one  in  which  physicians  meet  as  a  group  in  their  work 
environment,  receiving  information  about  the  guidelines  and  their 
importance,  followed  up  by  discussion  on  how  to  implement  the 
guidelines  into  their  practices.   Rural  physicians  in  this  project 
were  reached  through  a  process  similar  to  "academic  detailing."   The 
project's  three  sites  were:   (1)  the  Western  New  York  Geriatric 
Education  Center,  which  is  responsible  for  the  entire  project;  (2) 
the  South  Texas  GEC  in  San  Antonio,  Texas;  and  (3)  the  University  of 
Alabama  GEC.   Some  modifications  of  the  basic  approach  were  made  at 
each  of  the  sites  to  accommodate  their  unique  characteristics  and 
different  target  physician  populations.   The  small  group  buy-in 
approach  was  found  to  be  associated  with  increased  physician 
compliance  with  the  influenza  guidelines. 

RESEARCH  OUTCOMES 

Mr.  Hoyer:   A  recent  article  in  Science  questioned  the 
achievements  of  outcomes  research.   I'd  be  interested  in  hearing  your 
comments  on  it. 

Dr.  Clinton:   There  are  two  serious  errors  in  the  argument 
presented  in  Science.   First,  the  article  defines  outcomes  research 
narrowly  and  inaccurately,  as  research  limited  to  the  analysis  of 
medical  records  and  insurance  claims  files  to  determine  which  medical 
interventions  are  effective.  While  this  is  not  an  uncommon 
perception,  it  is  an  inaccurate  description  of  outcomes  research  as 
carried  out  under  AHCPR  auspices.   AHCPR's  medical  effectiveness 
research  program  assesses  and  compares  the  results  of  alternative 
clinical  strategies  in  terms  of  patient  outcomes.   A  wide  array  of 
research  methods,  study  designs,  and  types  of  data  are  used  in  this 
research.   Even  in  individual  projects  that  have  made  extensive  uses 
of  claims  data  analysis,  such  as  the  Patient  Outcomes  Research  Teams 
(PORTS),  database  analysis  is  only  one  of  multiple  methods  employed. 

Ultimately,  the  goal  of  AHCPR's  effectiveness  research  is  to 
improve  patient  outcomes  through  improved  clinical  practice.   The 
clinical  questions  that  these  studies  address  are  often  complex,  and 
their  study  often  requires  development  of  new  measures  and 
methodological  approaches.  The  Science  article  appears  to  make  the 
assumption  that  there  is  a  fast  and  easy  transition  from  asking 
difficult  questions  about  what  constitutes  best  practice  to  a  health 
care  system  in  which  practice  conforms  to  that  standard.   It  seems 
unreasonable  to  expect  to  see  evidence  of  change  in  general  clinical 
practice  after  only  4-5  years  of  medical  effectiveness  and  patient 
outcomes  research.   Randomized  trials,  which  the  article  espouses, 
can  take  10  or  more  years  to  complete;  an  individual  trial  can 
require  an  investment  of  $200  million;  and  some  trials  are  not 
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generalizable  to  the  average  clinical  practice  or  the  average 
patient.   In  contrast,  AHCPR's  emphasis  on  maximizing  the 
generalizability  of  study  results  and  on  actively  disseminating  them 
to  health  care  providers,  patients,  and  policymakers  offers  enormous 
promise  for  improving  practice. 

The  Science  article  concentrates  on  AHCPR's  Patient  Outcomes 
Research  Teams  (PORTs).   These  projects  constitute  roughly  one-tenth 
of  the  medical  effectiveness  projects  funded  to  date  and  will 
represent  a  total  investment,  once  concluded  of  approximately  $60 
million.   All  grants  supported  by  AHCPR  have  passed  the  scientific 
scrutiny  of  a  stringent  peer  review  process.   These  first  generation 
studies  have  made  significant  contributions  in  defining  outcomes 
measures  for  a  set  of  common  conditions,  describing  current  practice 
for  these  conditions,  and,  in  many  cases,  documenting  the  lack  of 
hard  evidence  upon  which  current  clinical  decisions  are  made. 

The  second  error  in  thie  Science  article  is  the  implication  that 
clinical  trials  always  represent  the  preferred  method  for  evaluating 
clinical  interventions  and  should  have  been  the  starting  point  for 
all  clinical  evaluation  studies.   The  reality  is  that,  in  many  areas 
of  medicine  and  surgery,  it  is  necessary  to  prove  to  physicians  that 
the  treatments  they  are  providing  routinely  are  supported  by  little 
or  no  hard  evidence  of  effectiveness,   before  they  are  willing  to 
admit  that  a  trial  is  necessary.  Much  of  the  energy  of  the  first 
generation  of  outcomes  studies  has  gone  in  this  direction. 

In  summary,  AHCPR's  response  to  the  Science  article  is  that  a 
modest  investment  in  outcomes  research  over  the  last  4-5  years  has 
begun  to  have  an  impact  on  clinical  practice  in  significant  ways. 
More  and  more  physician  societies  are  beginning  to  advocate  the 
rigorous  evaluation  of  their  treatments,  and  patients  are  being 
empowered  to  make  informed  choices  of  elective  treatments.   Clinical 
and  social  scientists  are  collaboratively  addressing  issues  that 
deal,  for  example,  with  measures  of  quality  of  life,  physician 
uncertainty,  patient  preference,  and  the  health  risks  of  underserved 
populations.   Preliminary  PORT  research  findings  have  reopened 
discussion  about  the  appropriateness  and  effectiveness  of  surgery  for 
prostate  disease  by  showing  new  evidence  based  on  patient  surveys 
that  the  risk  of  serious  complications  following  surgery  had  been 
greatly  understated.   So  compelling  are  these  findings  that  the  PORT 
has  gained  the  confidence  and  support  of  the  urological  community, 
the  Veterans  Administration,  and  the  National  Cancer  Institute  which 
will  collaborate  in  funding  a  controlled  clinical  trial  for  radical 
surgery  vs.  radiation  vs.  watchful  waiting. 

While  it  is  true  that  expectations  have  been  high  that  outcomes 
research  would  be  able  to  answer  questions  on  effectiveness  rapidly, 
all  research,  including  outcomes  research,  is  not  a  "quick  fix." 
Outcomes  researchers  are  studying  many  conditions  and  treatments  that 
have  been  ignored  for  years.   Clinical  (effectiveness)  trials  will  be 
necessary  to  provide  definitive  answers  for  some  of  these.   Other 
approaches,  however,  are  expected  to  provide  empirical  evidence 
which,  combined  with  needed  changes  in  the  organization  and  financing 
of  care,  will  be  "sufficient"  to  allow  better  informed 
decisionmaking . 
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HIV  PREVENTION 

Ms.  Pelosl:   Last  year,  this  Connnittee  suggested  that  the 
Agency  for  Health  Care  Policy  and  Research  consider  undertaking 
studies  of  the  cost  of  HIV  prevention  programs.  What  activities  have 
been  undertaken  by  AHCPR  or  what  plans  does  the  agency  have  to 
address  this  concern? 

Dr.  Clinton:   In  the  area  of  prevention  of  HIV  infection,  AHCPR 
has  focused  its  activities  on  assessing  the  cost-effectiveness  of 
different  prevention  programs.   One  project  was  motivated  by  the 
question  of  the  cost-effectiveness  of  implementing  a  policy  that 
hospitals  with  a  high  prevalence  of  HIV  or  AIDS  initiate  routine 
voltintary  HIV  testing.   AHCPR  convened  a  panel  of  experts  to  develop 
a  framework  for  conducting  this  study.   Several  members  of  the  panel 
have  been  reviewing  the  literature  to  synthesize  findings  concerning 
the  effects  of  HIV  testing  and  counseling  on  behavior  change,  as  well 
as  effects  on  subsequent  health  service  utilization.   Other  members 
are  developing  a  mathematical  model ,  which  will  serve  as  the 
conceptual  basis  for  the  cost-effectiveness  analysis.   Estimates  of 
behavior  change  and  costs  will  be  incorporated  into  this  model  to 
arrive  at  conclusions  concerning  the  costs  of  preventing  and 
identifying  new  cases  of  HIV  infection.   We  expect  that  the  results 
of  this  analysis  will  be  available  by  this  Fall.   Additionally,  we 
intend  to  fund  at  least  one  investigator  initiated  grant  on  this 
topic  in  FY  199A. 

HIV  TREATMENT  GUIDELINE 

Ms.  Pelosi:   Unfortunately,  recent  studies  of  the  effects  of 
AZT  and  other  anti-viral  AIDS  drugs  have  suggested  that  their  ability 
to  slow  progression  to  disease  is  quite  limited.   In  light  of  these 
recent  findings,  does  the  Agency  for  Health  Care  Policy  and  Research 
have  any  plans  to  revise  its  recommended  treatment  guidelines  for 
people  with  HIV  disease? 

Dr.  Clinton:   AHCPR  periodically  evaluates  the  need  for 
revisions  of  previously  published  guidelines.   Revision  is  indicated 
when  there  is  scientific  evidence  of  a  magnitude  great  enough  to 
necessitate  a  change  in  a  guideline  recommendation  or  when  user 
reaction  and  feedback  indicates  a  need  for  revision.   In  the  case  of 
HIV,  the  scientific  literature  is  rapidly  evolving,  as  recently 
evidenced  by  the  studies  concerning  AZT. 

The  need  for  an  update  of  this  as  well  as  other  AHCPR- supported 
guidelines  will  be  determined  according  to  a  specific  process  \^ich 
includes  obtaining  relevant  information  from  several  sources. 
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WOMEN  WITH  AIDS 

Ms.  Delauro:   A  recently  released  AHCPR  study  found  that  HIV- 
infected  women  and  adolescent  girls  receive  fewer  medical  services, 
medications,  hospital  admissions,  and  outpatient  visits  than 
similarly  diagnosed  men,  and  an  HIV-infected  female  is  20  percent 
less  likely  to  receive  AZT  than  an  asymptomatic  HIV-infected  male. 
These  findings  are  disturbing,  particularly  in  light  of  the  recent 
discovery  of  the  effectiveness  of  AZT  in  preventing  HIV  transmission 
from  infected  women  to  their  babies.   Have  the  results  of  this  AHCPR 
study  been  disseminated  to  health  care  providers  to  try  to  help 
correct  this  discrepancy? 

Dr.  Clinton:   The  study  you  refer  to  was  published  in  the 
December  1993  issue  of  Health  Services  Research.     A  summary  of  that 
report  appeared  in  the  December  1993  edition  of  AHCPR' s  newsletter. 
Research  Activities,   which  is  disseminated  to  more  than  45,000 
subscribers.   Subscribers  include  health  care  providers,  medical 
societies,  researchers,  and  the  media.   Information  from  Research 
Activities   frequently  is  disseminated  further  to  health  care 
providers  through  bulletins,  newsletters,  and  continuing  education 
programs . 

Ms.  Delauro:   In  addition,  the  study  found  that  a  woman  with 
AIDS  is  20  percent  less  likely  than  a  male  injection  drug  user  to  be 
hospitalized  for  AIDS-related  conditions,  although  no  clear 
explanation  was  found,  some  factors  could  include  women's  greater 
need  for  child  care  or  discrimination  against  women.   Is  any  further 
research  into  this  issue  planned  or  currently  underway? 

Dr.  Clinton:   The  study  was  developed  using  data  from  the 
AHCPR- supported  AIDS  Cost  and  Services  Utilization  Survey  (ACSUS). 
Other  analyses  of  ACSUS  data  currently  are  being  conducted  to  examine 
further  the  possible  reasons  for  gender  differences  in  health  care 
utilization.   The  HIV  Cost  and  Services  Utilization  Study  (HCSUS), 
scheduled  to  begin  in  July  1994,  is  expected  to  emphasize 
investigation  of  the  use  of  health  and  supportive  services  by  women. 

Additionally,  AHCPR  currently  is  supporting  several  other 
studies  exploring  various  aspects  of  men's  and  women's  use  of  HIV- 
related  health  care  services,  including  several  studies  focusing  on 
inpatient  use. 

Examples  include  a  study  to  explore  the  careglving  needs  of 
minority  women  who  are  HIV  seropositive  with  Columbia  University. 
Expected  Completion:   September  1994  and  a  study  Involving  open-ended 
interviews  that  will  be  used  to  generate  grounded  theory  with  25 
Black,  25  Latino,  and  25  non-Hispanic  Caucasian  women  with  HIV 
infection  with  Sloan  Kettering  Institute  for  Cancer  Research,  N.Y. 
Expected  completion:   July  1995. 
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AHCPR  also  has  entered  into  an  Intra-Agency  Agreement  with  the 
National  Institute  of  Allergy  and  Infectious  Diseases,  to  provide 
support  for  health  services  utilization-related  data  collection  in 
the  Women's  Interagency  HIV  Study  (WHIS),  and  in  the  Multicenter  AIDS 
Cohort  Study  (MACS). 

MEDTEP 

Ms.  Delauro:   Your  budget  justification  Indicates  in  FY  '94  you 
will  initiate  several  new  Patient  Outcomes  Research  Teams  (PORT) 
projects,  the  so-called  PORT  II  effort.   I  believe  these  studies  are 
very  important  to  advancing  our  understanding  of  the  cost 
effectiveness  and  appropriateness  of  current  clinical  practices,  and 
will  have  increasing  value  as  we  move  to  reform  our  health  care 
system.   What  level  of  funding  to  launch  PORT  II  was  included  in  the 
FY  '94  appropriation? 

Dr.  Clinton:   The  FY  1994  appropriation  for  AHCPR  included  $7 
million  to  support  the  first  year  of  PORT-II's. 

Ms.  Delauro:   How  many  PORT  II  projects  do  you  expect  to  fund, 
and  what  areas  of  research  do  you  anticipate  will  be  funded? 

Dr.  Clinton:   AHCPR  anticipates  funding  six  grants,  for  a  total 
first  year  investment  of  $7  million.   These  grants  are  expected  to 
focus  on  topics  that  include:   prostate  disease,  end-stage  renal 
disease,  pediatric  gastroenteritis,  cardiac  arrhythmia,  breast 
cancer,  and  medical  testing  prior  to  cataract  surgery. 

Ms.  Delauro:   How  much  will  be  needed  to  fund  the  PORT  II 
projects  in  FY  '95,  and  what  is  the  total  funding  required  to  fund 
all  the  PORT  II  projects? 

Dr.  Clinton: In  FY  1995,  these  six  projects  will  require  an 
estimated  $7  million.   Over  the  entire  project  period,  these  projects 
will  require  a  total  of  $34  million. 

GUIDELINES 

Ms.  Delauro:   How  much  will  be  spent  on  clinical  practice 
guidelines  in  FY  '94? 

Dr.  Clinton:   AHCPR  anticipates  spending  $6  million  in  FY  1994 
on  the  development  of  guidelines. 

Ms.  Delauro:  What  clinical  practice  guidelines  will  be 
released  in  1994  in  addition  to  those  already  released  this  year? 

Dr.  Clinton:   The  following  guidelines  have  been  released  in  FY 
1994  (January-April): 

•  Evaluation  and  Management  of  Early  HIV  Infection 

•  Benign  Prostatic  Hyperplasia:  Diagnosis  and  Treatment 

•  Management  of  Cancer  Pain 

•  Unstable  Angina:   Diagnosis  and  Management 
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Other  guidelines  expected  to  be  released  in  FY  1994  are: 

•  Heart  Failure:  Evaluation  and  Care  of  Patients  with  Left 

Ventricular  Systolic  Dysfunction 

•  Otitis  Media  With  Effusion  in  Young  Children 

•  Treatment  of  Pressure  Ulcers  in  Adults 

•  Acute  Low  Back  Problems  in  Adults 

Ms.  Delauro:   How  many  do  you  anticipate  will  be  released  in 
19957 

Dr.  Clinton:  Four  new  guidelines  are  expected  to  be  released 
in  1995. 

•  Quality  Determinants  of  Mammography 

•  Recognition  and  Initial  Assessment  of  Alzheimer's  and 

Related  Dementias 

•  Post  Stroke  Rehabilitation 

•  Cardiac  Rehabilitation 

Ms.  Delauro:   Your  budget  justification  indicates  the  FY  95 
request  provides  an  additional  $2  million  for  clinical  practice 
guidelines  research,  and  that  topics  to  be  addressed  would  include 
women's  health.  What  women's  health  issues  do  you  expect  to  be 
investigated? 

Dr.  Clinton:  All  AHCPR- supported  clinical  practice  guidelines, 
except  that  on  Benign  Prostatic  Hyperplasia,  include  women  in  the 
target  patient  population.   However,  several  guidelines  address 
health  conditions  of  particular  concern  to  women: 

•  Evaluation  and  Management  of  Early  HIV  Infection 

•  Quality  Determinants  of  Mammography 

•  Prevention  of  Osteoporosis* 

•  Risk  Assessment  in  Complicated  Pregnancies 

♦Contracts  to  be  awarded  in  late  FY  1994  for  start-up  in  FY  1995 

DISSEMINATION 

Ms.  Delauro:  How  much  will  you  spend  on  dissemination  of  new 
guidelines,  updates  of  previously  issued  guidelines,  PORT  and  other 
research  findings  in  FY  95? 

Dr.  Clinton:   In  FY  1995,  AHCPR  will  spend  approximately  $2.5 
million  to  disseminate  new  and  updated  guidelines,  PORTs,  and  other 
research  findings,  excluding  printing  costs.   This  includes  $1 
million  per  year  for  the  AHCPR  Publications  Clearinghouse. 

Ms.  Delauro:   How  does  this  compare  to  FY  94  and  FY  93? 

Dr.  Clinton:   AHCPR  spent  $2.1  million  in  FY  1993  and  $2.8 
million  in  FY  1994  to  disseminate  new  and  updated  guidelines,  PORTS, 
and  other  research  findings. 
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Ms.  Delauro:   Do  you  do  any  follow-up  on  your  dissemination 
activities  to  see  to  what  extent  your  guidelines /findings  are 
actually  put  into  practice  by  health  care  professionals? 

Dr.  Clinton:   AHCPR  contacts  requestors  of  guideline  documents, 
such  as  hospitals  and  nursing  homes,  to  inquire  how  the  guidelines 
are  being  used  and  by  whom.   AHCPR  then  verifies  this  information  and 
makes  it  available  to  the  media  to  encourage  guideline  usage. 

AHCPR  also  operates  a  grant  program  to  fund  research  on  the 
best  methods  of  disseminating  research  findings  and  clinical 
information.   While  not  always  on  AHCPR- supported  guidelines,  this 
research  is  valuable  to  help  guide  future  dissemination  plans  for 
these  products. 

Under  the  charge  to  reinvent  government,  AHCPR  plans  to  move 
aggressively  to  survey  and  evaluate  customer  satisfaction.   One 
option  would  be  to  with  each  guideline  version/research  finding  to 
solicit  the  comments  of  our  audiences. 

Ms.  Delauro:   How  effective,  would  you  say  your  dissemination 
activities  are  in  terms  of  the  number  of  health  care  professionals 
reached  and  the  use  of  your  findings? 

Dr.  Clinton:   Thus  far,  AHCPR  has  disseminated  more  than  8.5 
million  guideline  publications.   Considering  the  amount  of  resources 
available  for  dissemination  and  the  vast  numbers  of  health  care 
professionals  that  need  to  be  reached,  AHCPR  has  done  a  creditable 
job.   However,  much  work  remains  to  be  done  to  ensure  the  widest 
possible  dissemination  and  awareness,  which  lays  the  groundwork  for 
acceptance  and  application  of  the  guideline  recommendations. 

Ms.  Delauro:   How  many  FTEs  are  devoted  to  dissemination 
activities  in  FY  '94? 

Dr.  Clinton:   Approximately  9  FTEs  are  devoted  to  dissemination 
of  PORTS,  guidelines,  and  research  findings. 

Ms.  Delauro:   How  does  that  compare  to  FY  '93  and 
FY  '95? 

Dr.  Clinton:   Approximately  9  FTEs  were  devoted  to 
dissemination  of  PORTs ,  guidelines,  and  research  findings  in  FY  1993 
and  FY  1995. 
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RURAL  HEALTH 

Mr.  Bonilla:   Could  you  go  into  a  little  more  detail  on  the 
agency's  support  of  the  five  rural  centers  and  the  five  new 
cooperative  agreements  for  additional  rural  health  services? 

Dr.  Clinton:   The  Agency  held  a  national  competition  for  the 
establishment  of  AHCPR  Rural  Centers  and  was  able  to  fund  five 
Centers  in  five  different  HHS  Regions.   Each  center  has  been 
established  under  five  year  contracts  with  all  assigned  work  being 
conducted  through  Delivery  Orders  of  a  maximum  of  18  months  duration. 
These  Centers  have  been  assigned  tasks  for  eighteen  months  work  on 
rural  health  issues  such  as,  care  of  the  disabled  and  minorities 
(University  of  Washington),  teenage  pregnancy  (University  of  North 
Carolina),   management  of  persons  infected  with  HIV  (University  of 
Buffalo),  use  of  services  where  the  outcomes  are  known  to  be  volume 
sensitive   (Colorado  Health  Services  Research  Center),  and  the 
formation  of  rural  health  care  alliances  (University  of  Minnesota). 
Preliminary  status  reports  show  progress  being  made  and  the  Centers 
expect  to  produce  useful  findings.   We  plan  to  issue  up  to  ten  more 
delivery  orders  this  fiscal  year. 

Mr.  Bonilla:   Has  the  RFA  (Request  for  Applications)  for  the 
five  been  issued  yet?  When  will  it  be  issued? 

Dr.  Clinton:   The  Agency  has  issued  a  Request  for  Applications 
(RFA)  for  cooperative  agreements  for  AHCPR  Rural  Centers  to  do 
managed  care  demonstrations  in  the  underserved  areas  of  the  other 
five  regions.  A  prospective  applicants  conference  was  held  in  Kansas 
City  on  March  29,  and  we  subsequently  received  letters  of  intent  to 
compete  from  qualified  organizations  in  sixteen  states:  Arizona, 
Arkansas,  California,  Hawaii,  Kansas,  Louisiana,  Maine,  Missouri, 
Nebraska/Iowa  (joint  letter),  Nevada,  New  Hampshire,  Oklahoma, 
Virginia,  Vermont,  and  West  Virginia.  Applications  are  due  by  May  17. 

Mr.  Bonilla:  How  is  the  agency's  research  coming  along 
regarding  rural  hospital  closures  and  rural  emergency  medical 
services? 

Dr.  Clinton:   The  Agency's  interest  in  research  on  rural 
hospital  closures  and  rural  emergency  medical  services  has  been 
addressed  through  several  funded  investigator-initiated  research 
projects.   Often  such  proposals  are  in  response  to  the  Agency's 
announced  research  interest  outlined  in  program  announcements  or 
request  for  applications.   Recent  research  activities  addressing 
these  issues  include  the  following: 
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DesHarnais,  Susan:   University  of  North  Carolina 
"Effects  of  Rural  Hospital  Closures  on  Medicare  Patients" 

The  assessment  of  the  effects  of  rural  hospital  closures  on 
access  to  hospital  care  and  outcomes  of  hospital  care  for 
Medicare  populations  living  in  the  geographic  areas  where  the 
hospital  closed  is  the  objective  of  this  currently  active 
grant.   If  the  closure  of  rural  hospitals  is  found  to  have  a 
significantly  negative  effect  on  the  health  of  the  elderly 
including  on  the  cost  of  their  care,  greater  efforts  may  be 
made  by  states  and  the  Federal  government  to  develop  policies 
that  help  such  hospitals  remain  open. 

Mick,  Stephen  S.:   University  of  Michigan 

"Rural  Hospital  Management  Strategies  and  Viability" 

This  recently  completed  project  examined  the  effect  of  changes 
in  payment  systems  and  local  economic  conditions  on  the 
adoption  of  various  management  strategies  by  rural  hospitals 
and  estimated  the  impact  those  strategies  on  rural  hospital 
economic  performance  during  the  period  1984-1987. 

According  to  this  researcher,   "Findings  revealed  (1)  less  than 
expected  strategic  activity  in  rural  hospitals,  (2)  low 
predictive  capacity  of  rural  hospitals  engaged  in  strategic 
adoption  using  models  containing  market-environment,  geographic 
region,  and  hospital  characteristics,  as  well  as  administrator 
characteristics,  (3)  weak  impact  of  strategic  activity  on 
financial  performance,  controlling  for  a  variety  of  factors." 

Rutledge,  Robert  :   University  of  North  Carolina 

"The  Role  of  the  Rural  Hospital  in  the  Trauma  Care  System" 

This  recently  completed  research  sought  to  determine  if  trauma 
mortality  is  higher  in  rural  versus  urban  areas  and  if  so  what 
aspects  of  the  rural  environment  contribute  the  higher 
mortality  rate. 

Findings  indicate  that:   a.)  trauma  is  more  common  in  rural 
areas  as  well  as  among  minority  and  in  the  economically 
disadvantaged  populations;   b.)  there  is  only  a  limited 
association  between  911  access  and  outcome;  c.)  that  as  length 
of  time  changed,  there  was  little,  if  any,  change  in  outcome; 
however  d.)   there  is  an  association  between  Advanced  Life 
Support  training  and  outcome. 

Alexander,  Jeffrey  :   University  of  Michigan 
"Organizational  Analysis  of  Rural  Hospital  Conversions" 

This  ongoing  project  is  examining  the  process  by  which  rural 
hospitals  convert  all,  or  substantial  parts,  of  their  service 
capacity  to  provide  services  other  than  acute  inpatient  care. 
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Morrisey,  Michael  A. :   University  of  Alabama 

"Rural  Emergency  Medical  Services  and  Trauma  Outcomes" 

This  currently  ongoing  project  is  seeking  to  determine  if  there 
are  differences  in  the  probability  of  survival  of  trauma 
patients  who  are  transported  directly  to  a  trauma  center  vs 
those  initially  transported  to  a  rural  hospital  then  later  to  a 
trauma  center,  focusing  particularly  on  the  amount  of  time 
spent  in  the  rural  facility. 

DIABETES 

Mr.  Bonilla:   How  is  the  agency's  research  coming  along 
regarding  diabetes  and  complications  associated  with  this  disease? 

Dr.  Clinton:   AHCPR  has  made  a  major  commitment  to  diabetes 
research  in  supporting  the  Diabetes  Patient  Outcomes  Research  Team, 
based  at  Tufts  University  and  the  New  England  Medical  Center  in 
Boston.   The  PORT  is  in  its  fourth  year  of  a  prospective 
observational  study  of  patients  with  Type  II  diabetes.   There  are 
4300  Type  II  patients  with  diabetes  who  have  been  identified  and 
enrolled  in  the  study,  along  with  200  primary  care  physicians. 

Preliminary  analyses  are  providing  insight  as  to  how  physicians 
can  improve  outcomes  for  their  patients.   Attention  to  blood  pressure 
and  eye  and  foot  care  appear  to  be  more  important  to  obtaining  better 
patient  outcomes  than  striving  for  tight  blood  sugar  control.   The 
PORT  will  also  help  to  determine  the  viability  of  observational 
studies  in  providing  scientific  information  to  improve  clinical 
treatment  and  management  practices. 

The  diabetes  PORT  has  developed  an  intervention  focused  on 
changing  physician  behavior  in  an  effort  to  improve  the  management  of 
disease  for  patients  with  Type  II  diabetes.   The  study  design 
compares  patient  outcomes  as  a  result  of  giving  feedback  to 
physicians  who  actively  participate  in  the  intervention  vs.  feedback 
to  physicians  who  have  minimal  involvement  and  input  in  the 
intervention.   The  PORT  is  currently  collecting  data  for  this 
analysis . 

HISPANICS 

Mr.  Bonilla:  What  are  the  results  of  the  agency  investigation 
of  \rtiich  clinical  strategies  are  best  for  dealing  with  conditions 
prevalent  among  Hispanics? 

Dr.  Clinton:   Four  MEDTEP  Centers  for  Research  on  Minority 
Populations  (two  full  Centers:  University  of  Texas,  and  University 
of  California  -  San  Francisco,  and  two  developmental  Centers: 
University  of  Illinois,  Chicago,  and  University  of  New  Mexico)  have 
identified  Hispanic /Latino  populations  as  of  one  their  target  study 
populations . 
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The  clinical  focus  of  the  four  are  as  follows: 

•  New  Mexico  Research  Center  in  Minority  Populations 
Albuquerque,  New  Mexico 

American  Indian/Mexican  American 

breast  &  cervical  cancer 
type  II  diabetes 
substance  abuse 

•  Mexican  American  Effectiveness  Research  Center 
University  of  Texas 

Mexican  American 

type  II  diabetes 

AIDS 

substance  abuse 

•  Midwest  Latino  Research  Center 
University  of  Illinois,  Chicago 

Mexican  American/Puerto  Rican 

type  II  diabetes 
substance  abuse 
infant  mortality 

•  Center  of  Minority  Populations 
University  of  California.  San  Francisco 

African  American/Latino 

cardiovascular  disease 
breast  &  cervical  cancer 
prenatal  care 
infant  mortality 

Since  these  Centers  focus  on  outcomes  research,  their  findings 
should  be  useful  in  identifying  optimal  clinical  strategies  for 
dealing  with  conditions  prevalent  among  Hispanic /Latino  populations. 

In  addition,  in  FY  1995,  AHCPR  will  provide  funding  to  the 
final  year  of  a  grant  to  address  questions  regarding  Multilevel 
Practice  Models  for  Rural  Hispanics. 

Finally,  a  Spanish  language  translation  is  available  for  almost 
all  of  the  patient  pamphlets  written  to  accompany  the  clinical 
practice  guidelines  coordinated  by  the  AHCPR. 
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KIDNEY  AND  UROLOGIC  DISEASE 

Mr.  Bonilla:   What  were  the  results  from  the  National  Kidney 
and  Urologic  Disease  Advisory  Board  workshop  that  was  held  during  the 
first  week  of  March  19947 

Dr.  Clinton:   The  National  Kidney  and  Urologic  Diseases 
Advisory  Board  convened  a  National  Workshop  on  Barriers  to 
Rehabilitation  of  Persons  with  End-Stage  Renal  Disease  (ESRB)  and 
Chronic  Urinary  Incontinence  on  March  7-9,  1994. 

The  workshop  cosponsored  by  AHCPR,  brought  together  a  broadly 
representative  group  of  individuals,  all  of  whom  had  a  keen  interest 
in  rehabilitation  issues.   This  included  care  providers  and 
researchers,  as  well  as  individuals  with  EBRD  and  chronic  urinary 
incontinence,  family  members,  and  others  familiar  with  barriers  to 
rehabilitation  for  persons  with  ESRD  and  chronic  urinary 
incontinence . 

This  workshop  focused  mostly  on  explaining  existing 
rehabilitation  programs,  discussing  issues  of  access  to  care,  and 
identifying  and  defining  financial  barriers.   A  minor  focus  of  the 
workshop  was  the  presentation  and  discussion  of  improvements  in 
treatment  modalities. 

Conference  work  group  panels  will  provide  written 
recommendations  to  the  Board  by  summer  1994.   Panels  included: 

•  Vocational  Rehabilitation  Panel  -  focused  on  employment, 
insurance,  and  financial  issues 

•  Productive  Living  Panel  -   focused  on  psychosocial, 
emotional,  and  financial  issues 

•  Education  Panel  -  focused  on  educating  the  public, 
patient,  and  physician 

•  Medical  Management  Panel  -  focused  on  functional , 
environmental,  and  health  maintenance  issues 

The  board  plans  to  use  the  written  suggestions  generated  by 
these  panels  to  recommend  policy  changes  for  the  executive, 
administrative,  and  legislative  levels  of  government. 
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LOW  BACK  PAIN 

Mr.  Bonilla:   Could  you  provide  the  following  background 
information  regarding  the  low  back  pain  research  project  being 
conducted  at  the  University  of  Washington:   1)  the  project's  overall 
design;  2)  the  quality  and  content  of  the  database  used;  3)  the 
soundness  of  the  methodology  that  followed;  4)  the  past  published 
opinion's  on  low  back  pain  by  the  researchers  involved  in  the  study. 

Dr.  Clinton:   The  background  information  follows: 

•  The  project  design  follows  the  model  for  AHCPR's  original 
PORTS.   This  consists  of  formal  literature  synthesis, 
analysis  of  both  claims  data  as  well  as  collection  and 
analysis  of  prospective  data,  dissemination  of  findings 
to  providers  (primary  care  physicieins  and  specialists, 
hospital  administrators,  and  patients)  cind  evaluation  of 
the  results  of  dissemination. 

•  The  data  bases  used  are:   the  Medicare  data  files,  CHARS 

(the  Washington  State  Hospital  data  base) ,  the  National 
Ambulatory  Medical  Care  Survey,  and  the  National  Hospital 
Discharge  data  base.   These  are  the  best  data  bases 
currently  available.   The  content  is  limited  to  variables 
such  as  diagnosis,  procedures,  length  of  stay,  etc.   It 
omits  detail  for  studying  mortality  and  re-operation. 

•  Prior  to  funding,  the  grant  application  underwent 
rigorous  peer  review  by  an  AHCPR  study  section.   Articles 
describing  the  methods,  e.g.,  the  case  selection 
algorithms,  co-morbidity  adjustment  index,  and  meta- 
analyses have  been  published  in  peer- reviewed  journals. 
Articles  reporting  results  are  also  published  in  peer- 
reviewed  journals  that  require  description  of  research 
methods. 

•  Most  of  the  investigators  on  this  PORT  have  been 
performing  research  in  this  area  for  the  past  10  years. 
Previous  work  has  formed  the  foundation  for  many  clinical 
practices  in  the  treatment  of  low  back  pain.   The 
research  team  includes  leaders  in  the  development  of 
multi -disciplinary  pain  treatment  eind  in  the  development 
of  pain  control  centers.   Researchers  on  this  team  have 
helped  to  catalyze  a  paradigm  shift  in  the  treatment  of 
low  back  pain  from  bedrest  and  sedentary  treatment  to 
more  effective  treatment  that  emphasizes  early  actuation 
and  exercise. 
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Mr.  Bonilla:  Does  AHCPR  believe  that  studies  that  look  at  one 
therapy  alone  allow  for  a  reasonable  medical  judgement  regarding  the 
utility  of  that  treatment  is  a  sound  research  approach? 

Dr.  Clinton:   One  universally  accepted  approach  to  assessing 
medical  treatments  is  to  con^jare  the  outcomes  for  patients  who 
receive  one  treatment  with  outcomes  for  patients  who  did  not  receive 
it,  but  who  are  known  to  be  comparable  to  the  first  patient  group  in 
all  other  relevant  respects.   This  is  what  is  done  is  a  typical 
controlled  clinical  trial. 

TiHCPR's  approach  can  include  such  trials,  but  typically  uses 
designs  that  are  better  suited  to  obtaining  study  results  that  caui  be 
more  widely  generalized  and  applied.   First,  because  for  many  common 
clinical  conditions  there  are  multiple  availaible  treatment 
possibilities,  euid  uncertainty  as  to  which  strategy  works  best,  our 
interest  is  in  determining  the  relative  effectiveness  and  cost 
effectiveness  of  these  major  alternatives,  e.g.  different  drug 
regimens,  different  surgeries,  surgery  vs.  medical  care.   Second,  in 
contrast  to  traditional  clinical  trials  whose  findings  apply  to 
carefully  selected  patients  treated  under  ideal  circumstances,  MEDTEP 
studies  assess  the  outcomes  of  treatment  for  typical  patients 
receiving  care  in  typical  clinical  situations. 

Mr.  Bonilla:   Does  the  Washington  State  CHARS  datadbase  permit 
adequate  evaluation  of  the  following  risks:   1)  the  severity  of  the 
patients'  conditions;  2)  the  extent  or  nature  of  their  co -morbidity; 
3)  whether  these  patients  were  the  most  severely  ill  of  the  cohort  of 
patients  requiring  spinal  surgery;  4)  whether  these  patients  had  been 
a  cohort  incapaible  of  alternative  therapy  or  had  failed  prior 
alternative  therapy;  5)  whether  the  patients  that  died  had  specific 
conditions/co-morbidities  that  greatly  increased  their  risks  cind,  in 
turn,  led  to  their  death;  6)  whether  the  co-morbidity  was  related  to 
the  specific  intervention.   If  not,  why  not? 

Dr.  Clinton:   Specific  responses  to  the  six  issues  follow: 

1)  The  information  is  limited.   The  CHARS  data  base  includes 
variables  such  as  primary  diagnosis,  co-morbidity,  and  nature 
of  surgery  performed.   It  does  not  contain  information  about 
test  results  except  as  cam  be  inferred  by  diagnosis . 

2)  Co-morbidity  information  is  in  the  data  base. 

3)  All  patients  in  the  3-year  period  (1986  through  1988)  were 
included  in  the  data  ainalyses  except  patients  with  diagnoses  of 
cancer,  infections,  or  fractures. 

4)  As  noted  above,  the  cohort  consisted  of  all  patients  having 
spinal  surgery  over  a  3 -year  period  in  the  State  of  Washington. 
Spinal  surgery  is,  for  the  most  part,  aui  elective  procedure. 
Existing  evidence  suggests  that  spinal  surgery  is  appropriate 
for  some  specific  pathologic  conditions,  but  not  simply  as  a 
last  resort. 
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5)  All  of  the  patients  who  died  were  elderly  ctnd  had  some  co- 
morbidities which,  along  with  undergoing  anesthesia,  may  have 
contributed  to  their  deaths.  Spinal  surgery  carried  out  by  a 
competent  surgeon  does  not  by  itself  cause  death. 

6)  The  investigators  use  the  term  co-morbidity  to  refer  to 
conditions  existing  prior  to  surgery.   They  did  not  imply  that 
co-morbidity  results  from  surgery. 

The  investigators  stratified  or  controlled  for  the  following 
variables:   previous  surgery,  primary  diagnosis,  procedures  done, 
age,  and  sex.   This  data  base  consists  mainly  of  younger  patients  in 
whom  co-morbidities  were  quite  rare. 

Mr.  Bonilla:   Does  the  AHCPR  think  these  six  factors  would  be 
important  additions  to  the  research  project? 

Dr.  Clinton:   The  issue  of  co-morbidities  and  the  relationship 
to  possibly  greater  illness  and  death  is  very  important.   The 
investigators  used  state-of-the-art  methods.   Newer  and  more  refined 
methods  for  measuring  these  characteristics  would  be  a  welcome  aspect 
of  future  research.   It  should  be  noted,  however,  that  when  the  PORT 
investigators  analyzed  data  from  Medicare  files,  results  showed  that 
patients  who  had  spinal  fusions  had  fewer  co-morbidities  than  those 
who  did  not  have  spinal  fusions.   Yet,  those  patients  who  had  spinal 
fusions  had  more  complications.   This  Medicare  data  analysis  provides 
independent  confirmation  of  the  findings  related  to  spinal  fusion 
based  on  CHARS  data. 

Mr.  Bonilla:   Does  the  low  back  pain  research  project  focus  on 
emphasizing  the  specific  types  of  lumbar  spine  surgical  procedures 
combined  with  the  specific  types  of  patients  that  are  most  likely  to 
result  in  positive  health  outcomes?   If  not,  why  not? 

Dr.  Clinton:   The  low  back  pain  PORT  research  is  investigating 
the  wide  variations  in  the  use  of  lumbar  spine  surgical  procedures 
and  other  treatment  strategies  for  low  back  pain  in  generally  similar 
patients.   This  research  will  help  us  determine  when  surgery  is  most 
appropriate  and  effective,  and  Ccin  result  in  positive  outcomes  for 
the  typical  patient.   In  addition,  this  research  considers  specific 
groups  of  patients,  e.g.  minority  and  underserved  populations,  in 
order  that  the  most  effective  treatment  strategies  for  low  back  pain 
are  also  sensitive  to  the  health  risks  and  needs  of  those  groups. 

Mr.  Bonilla:   What  is  the  timetable  for  the  conclusion, 
printing,  publishing,  and  dissemination  of  the  low  back  pain 
findings? 

Dr.  Clinton:   Publication  and  dissemination  have  been  ongoing 
during  the  life  of  the  low  back  pain  PORT,  with  approximately  65  to 
70  articles  and  book  chapters  in  print  or  in  press.   The  final 
project  report  will  be  available  by  Spring  1995.   The  submission  of 
publishable  articles  based  on  the  findings  of  the  low  back  pain  PORT 
are  expected  to  continue  beyond  1995. 
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Mr.  Bonilla:   What  type  of  review  process  and  input  will  other 
relevant  medical  specialties  societies  dealing  with  lower  back  pain 
issues  have  before  the  final  report  is  pxiblished? 

Dr.  Clinton:   The  final  report  of  the  low  back  pain  PORT  will 
be  reviewed  internally  within  AHCPR  and  externally  as  appropriate. 
In  this  particular  case,  however,  the  final  report  is  expected  to 
consist  of  findings  previously  published  or  planned  for  publication 
in  peer  review  journals.   This  PORT  has  over  60  articles  already 
published  or  in  press.   The  peer  review  process  provided  by  journals 
prior  to  publication  is  one  of  the  most  objective  methods  currently 
availalsle  for  reviewing  the  work  of  researchers. 

The  low  back  pain  PORT  has  collaborated  with  the  American 
Academy  of  Orthopaedic  Surgeons  and  the  Washington  State  Association 
of  Family  Practitioners.   The  Advisory  Committee  for  this  PORT 
includes  members  of  a  wide  variety  of  medical  disciplines  and 
professional  societies.   AHCPR' s  peer  review  of  the  PORT'S  annual 
continuation  applications  has  been  multidisciplinar^'.   The 
investigators  have  published  in  journals  of  professional  societies 
such  as  the  American  Medical  Association,  the  Society  of  General 
Internal  Medicine,  and  the  TVmerican  College  of  Physicicins,  allowing 
periodic  review  of  ongoing  PORT  research  by  medical  groups  before  the 
final  report  is  published. 

FEDERAL  ADVISORY  COMMMITTEE  ACT 

Mr.  Bonilla:   Are  the  PORTs  and  Expert  Panels  subject  to  the 
Federal  Advisory  Committee  Act?   If  not,  why  shouldn't  they  be? 

Dr.  Clinton:   When  AHCPR  was  estciblished  by  the  Omnibus  Budget 
Reconciliation  Act  of  1989  (P.L.  101-139) ,  the  Congress  instructed 
AHCPR  to  arrange  for  the  development  of  guidelines  by  convening 
private  sector  panels  or  contracting  with  public  and  nonprofit 
entities.   AHCPR' s  role  was  limited  to  financial  and  administrative 
support  along  with  primary  responsibility  for  ensuring  timely  and 
widespread  dissemination  of  the  guidelines.   The  clinical  guidelines 
were  not  intended  to  be  the  product  of  the  Federal  Government. 

AHCPR- supported  private  sector  panels  developing  clinical 
practice  guidelines  are  not  "advisory"  within  the  definition  of  the 
Federal  Advisory  Committee  Act  (FACA)  because  the  panels  do  not 
advise  AHCPR  or  euiy  other  Federal  entity  but  are,  rather,  operational 
in  nature.   The  panels'  statutory  mandate  with  respect  to  development 
of  guidelines  does  not  include  the  provision  of  advice  to  AHCPR  or  to 
the  Secretary. 
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AHCPR- supported  psuiels  are  comprised  of  private  sector 
physicians,  nurses,  other  health  professionals,  euid  consumers.   The 
panels  are  instructed  to:   (1)  conduct  a  thorough  literature  review 
eind  analysis  on  the  particular  condition  for  which  a  guideline  will 
be  developed;  (2)  hold  a  public  meeting  to  receive  opinion  and 
scientific  evidence;  (3)  develop  recommendations  based  on  the 
scientific  evidence  or,  where  such  evidence  is  lacking,  on  the 
panel's  clinical  opinion;  (4)  document  rigorously  the  steps  taken  by 
which  a  clinical  recommendation  is  developed  euid  justified;  auid  (5) 
submit  the  draft  guideline  for  peer  review  and  field  testing. 

The  Patient  Outcomes  Research  Teauns  are  research  grant  awards 
for  the  conduct  of  medical  effectiveness  research.   Multidisciplinary 
tesuns  of  investigators  work  on  outcomes  research  projects  dealing 
with  a  variety  of  clinical  conditions.   The  Federal  Advisory 
Committee  Act  is  applicaible  to  the  Study  Sections  eUid  to  the  National 
Advisory  Council  for  Health  Care  Policy,  Research,  and  Evaluation 
which  review  the  PORTs  for  scientific  merit  and  releveince .   The 
PORTS,  however,  are  not  constituted  or  intended  to  be  a  Federal 
Advisory  Committee. 
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Agency  for  Health  Care  Policy  and  Research 
Health  Care  Policy  and  Research 
For  carrying  out  titles  III  and  IX  of  the  Public  Health 
Service  Act,  and  part  A  of  title  XI  of  the  Social  Security  Act, 
[$135,409,000]  $104.409.000   together  with  not  to  exceed 
$4,792,000   to  be  transferred  from  the  Federal  Hospital  Insurance 
and  the  Federal  Supplementary  Medical  Insurance  Trust  Funds,  as 
authorized  by  section  1142  of  the  Social  Security  Act  and  not  to 
exceed  $994,000   to  be  transferred  from  the  Federal  Hospital 
Insurance  and  the  Federal  Supplementary  Medical  Insurance  Trust 
Funds,  as  authorized  by  section  201(g)  of  the  Social  Security 
Act;  [and,]  in  addition,  amounts  received  from  Freedom  of 
Information  Act  fees,  reimbursable  and  interagency  agreements, 
and  the  sale  of  data  tapes  shall  be  credited  to  this 
appropriation  and  shall  remain  available  until  expended 
[:  Provided,   That  the  amount  made  available  pursuant  to  section 
926(b)  of  the  Public  Health  Service  Act  shall  not  exceed 
$13,204,000];  and  in  addition.    $63.204.000  from  amounts 
appropriated  as  authorized  under  section  241  of  the  Public  Health 
Service  Act,    to  be  transferred  and  credited  to  this  appropriation 
for  authorized  purposes  under  this  head.      (Department  of  Health 
and  Human  Services  Appropriations  Act,   1994.) 
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^  DEPAHTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

AGENCY  FOR  HEALTH  CARE  POUCY  AND  RESEARCH 
HEALTH  CARE  POUCY  AND  RESEARCH 


; 


Amounts  Available  tor  Obligation  1/ 


1993  1994  1995 

Actual  Appfopflatlon  Estimate 

Appropriation: 

Annual $110,578,000  $135,409,000  $104,409,000 

Reductions  pursuant  to  P.L  102-394 

Section  216 552,000  

Sectlon511 885,000  

Section  513 90,000  n^z 


Subtotal,  adjusted  appropriation 109,061,000                    135,409,000  104,409,000 

Receipts  and  reimbursements  from: 

Medicare  Tmst  Funds 5.786,000                        5,786,000  5.786.000 

Subtotal,  adjusted  appropriation... 5,786,000                        5,786,000  5,786,000 

Federal  funds  pursuant  to 

Title  IX  of  P.L  102-410, 

(Section  926(b)  PHS  Act),  health 

seririces  research  projects. 13,204,000                      13,204,000  63,204,000 

Subtotal,  adjusted  appropriation.. 13.204.000                     13,204,000  63,204,000 

Unobligated  Balance  Lapsing (46,000)  

Total  obligations 127,995,000                    154,399,000  173,399.000 


1^  FY93:  $4,756,291  ($3,490,000torNRSAs*  $1,266,291  tor  other  reimbursements). 

FY94:  $4,756,291  ($3,490,000  estimate  tor  NRSAs  &  $1 ,266,291  estimate  tor  other  reimbursements). 
FY95:  $4,756,291  ($3,490,000  estimate  tor  NRSAs  &  $1 ,266,291  estimate  tor  other  reimbursements). 
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Agency  for  Health  Care  Policy  and  Research 

1995  Congressional  Justification 

Summary  by  Mechanism 

(Dollars  in  Thousands) 


LARGE  GRANTS 

Non-Competing 

New  &  Competing 

Supplemental , 

TOTAL,  LARGE  GRANTS. 

SMALL  GRANTS 

Non-Competing 

New  &  Competing 

Supplemental 

TOTAL,  SMALL  GRANTS.. 


DISSERTATIONS 

Non- Competing 

New  &  Competing 

Supplemental , 

TOTAL,  DISSERTATIONS. 


Non-Competing 

New  &  Competing 

Supplemental 

SUBTOTAL,  RESEARCH. 


TRAINING  GRANTS 

Non-Competing 

New  &  Competing 

Supplemental 

TOTAL,  TRAINING  GRANTS. 


Non-Competing 

New  &  Competing 

Supplemental 

TOTAL  ALL  GRANTS. 


CONTRACTS 

lAAs 

RESEARCH  MANAGEMENT.. 
TOTAL.  AHCPR 


1993  Actual 


91 

81 

0 


172 


3 

19 

0 


22 


0 

25 

0 


25 

94 

125 

0 


219 


94 

125 

0 


219 
50 
27 


$ 


$38,225 

24.376 

1.873 


64,474 


90 

1.225 

0 


1,315 


0 
493 

0 


493 

38.315 

26.094 

1.873 


66,282 


0 
51 

0 
51 


1994  Estimate 


38,315 

26,145 

1.873 


66,333 

25.203 

6,040 

30,419 

S127.99S  1/ 


106 

53 

0 


159 


0 

24 

0 


24 


0 
26 

0 


26 

106 

103 

0 


209 


0 
3 
0 


106 

106 

0 


212 
52 
35 


$42,275 

23.237 

1.308 


66,820 


0 

1,500 

0 


1,500 


0 

500 

0 


500 

42.275 

25.237 

1.308 


68,820 


0 

280 

0 


280 

42,275 

25,517 

1,308 


69,100 

45,709 

6,545 

33,045 

«1S4.399 


1995  Estimate 


92 

114 
0 


206 


0 

24 

0 


24 


0 

26 

0 


26 

92 

164 

0 


256 


95 

166 

0 


261 


26 


$ 


$42,705 

35,665 

725 


79,095 


0 

1,500 

0 


1,500 


0 

500 

0 


500 

42.705 

37,665 

725 


81,095 


280 

220 

0 


500 

42,985 

37,885 

725 


81,595 

51,414 

6.545 

33,845 

>173.?99 


1/  Reflects  actual  obligations. 
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Detail  of  Program  Funding  Sources 

AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
($'s  in  Thousands) 


FY  1993  Actual 

Research  on  Health  Care 

Costs,  Quality  &  Access.. 

HIV/AIDS  (non-add) 

MEDTEP 

Program  Support 

Total 

FTEs 

(HIV/AIDS) 


BA 

Trust 
Funds 

1%Evaluation  F 
NMES/PSP 

unds 
Other 

Total 

38,745 
(9.624) 

67.875 
2.431 

(---) 
5,786 

1^ 

13,204 
( ) 

(---) 

51,949 

(9.624) 

73.661 

2,431 

109,051 

5,786 

13,204 



128.041 

274 







274 
10 

10 

FY  1994  Appropriation 
Research  on  Health  Care 

Costs,  Quality  &  Access., 

HIV/AIDS  (non-add) 

NMES3 

MEDTEP 

Program  Support 

Total 

FTEs 

(HIV/AIDS) 


BA 

Trust 
Funds 

( ) 

5.786  U 

1%Evaluation  Funds 
NMES/PSP              Other 

13.204              

(---)            (---) 

Total 

47.436 

(10.624) 

10  000 

60.640 

(10.624) 

10.000 

81.328 

2.431 

75.542 
2.431 

135,409 

5.786 

13,204 



154.399 

277 

277 

10 

10 

FY  1995  Estimate 

Research  on  Health  Care 

Costs.  Quality  &  Access. 

HIV/AIDS  (non-add) 

NMES3 

MEDTEP 

Program  Support 

Total 

f 

FTEs 

(HIV/AIDS) 


BA 

Trust 
Funds 

(---) 
5.786  U 

1%Evaluation  Funds 
NMES/PSP              Other 

13.204             29.400 

(---)            (---) 

15.000 

5.600 

Total 

26.436 
(12.000) 

69.040 

(12,000) 

15,000 

86.928 

2,431 

75.542 
2.431 

104  409 

5.786 

13.204 

50.000 

173.399 
271 

271 

10 

10 

1/  Includes  $994,000  for  Technology  Assessment,  formerly  in  CQA. 
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SUMMARY  OF  CHANGES 


1994  Appropriation. 
(Obligations) . . . . 

1995  Estimate 

(Obligations) .  .  .  . 

Net  change 

(Obligations) .  .  .  . 


$135,409,000 
(154,399,000) 

104,409,000 
(173,399,000) 

-31,000,000 
(+19,000,000) 


1994  Current 
Estimate  Base 


Increases: 
A.  Built-in: 

1 .  Within  grade  increases 

2.  Annualization  of  1994  pay  raise.. 

3.  PHS  Service  and  Supply  Fund 

4 .  FTS 

5.  Rental  payments  to  GSA 

6.  January  1995  Pay  Raise  1.67.... 
Subtotal,  Built-in 


Pos. 
(FTE) 


Budget 
Authority 


13,404,000 
(---)   (20,400,000) 
13,404,000 
(---)   (20,400,000) 
1,350,000 
(---)    (1,628,000) 
75,000 
(100,000) 
1,742,000 
(---)    (2,100.000) 
13,204,000 
(---)   (20,400,000) 


Change  from  Basp 
Pos.    Budget 
(FTE)   Authority 


-)    (+279,000) 
+200,000 
-)    (+200,000) 

-)    (+127,000) 

-)      (+5,000) 

-)    (+600,000) 

j^        (+  293.000^ 

+200,000 
-)   (+1,504,000) 


B.  Program 


Research  on  Health  Care  Costs, 

Quality  and  Access 144    47,436,000 

(144)   (60,640,000) 


National  Medical  Expenditure 
Survey  (NMES  3) 


Medical  Treatment  Effectiveness. 
Total ,  Increases 


10,000,000 
(--)   (10,000,000) 

91    75,542,000 
(91)   (81,328,000) 


-21,000,000 
(--)   (+8,400,000) 


-10,000,000 
(--)   (+5,000,000) 


(+5.600000^ 
-31,000,000 
(--)  (+19,000,000) 


984 


Decreases : 
A.  Built-in 

1.   One -Less  Day  of  Pay. 


1994  Current 
Estimate  Base 


Pos. 

(FTE> 


Budget 
Authority 


13,404,000 
(---)  (20,400,000) 


Change  from  Base 

Pos .      Budget 
(?!£•)     Authority 


(---)      (-71,000) 


Program 
1 


Research  on  Health  Care  Costs, 

Quality  and  Access 
Absorption  of  built-in  increases, 
reduction  of  FTEs  and 
administrative  cost  savings 


Medical  Treatment  Effectiveness 
Absorption  of  built-in  increases 
reduction  of  FTEs  and 
administrative  cost  savings 


144 
(144) 


91 
(91) 


47,436,000 
(60,640,000) 


75,542,000 
(81,328,000) 


3. 


(-3)     (-730.500) 


(-2)     (-597,500) 


Program  Support 

Absorption  of  built-in  increases 

reduction  of  FTEs  and 

administrative  cost  savings 42    2,431,000  --  -•- 

(42)   (2,431,000)  LJJ.     (-105.Q00) 

Total ,  Decreases -  -  — 

(-6)  (-1,504,000) 

Net  change.  Budget  Authority --  -31,000,000 

Net  change,  Obligations (-6)  (  +  19,000,000) 
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1 .  Research  on  Health  Care  Costs, 

Quality  and  Access  BA 

ScorableBA 

1%  Evaluation 

Total  Operational  Level 

2.  National  Medical  Expenditure 

Survey  (NMES3)  BA 

ScorableBA 

1%  Evaluation 

Total  Operational  Level 

3.  Medical  Treatment 

Effectiveness  Program  BA 

ScorableBA 

1%  Evaluation 

Total  Operational  Level 

4.  Program  Support  BA 

Total,  Budget  Authority 

Total  Scorable  Budget 
Authority 

Total  1%  Evaluation 

Total  Operations  1/ 

Investment  Initiative 


Budget  Authority  by  Activity 

9 

(Dollars  in  thousands) 

1993 

1994 

1995 

Hb 

Actual 
Amount 

Appropriation 
t-lk            Amount 

Estimate 
Hb            Amount 

140 

$38,745 
(38.745) 
[13,2041 
51,949 

144 

$47,436 
(47,436) 
[13,2041 
60,640 

141 

$26,436 
(26,436) 
[42,6041 
69,040 

^^~ 

~~~ 

~~~" 

$10,000 
(10,000) 

[ 1 

10,000 



(  — ) 

[15,000] 

15,000 

91 

$67,875 
(73,661) 

[ 1 

73,661 

91 

$75,542 
(81,328) 

[ 1 

81,328 

89 

$75,542 
(81,328) 
(  5,600] 
86,928 

43 

2,431 

42 

2,431 

41 

2,431 

274 

109.051 

277 

135,409 

271 

104,409 

(114,837) 

(141,195) 

(110.195) 

[13,204] 

[  13,204] 

[63.204] 

128,041 

154,399 

173.399 









(— ) 

(19,000) 

y_ 


Excludes  the  following  amounts  for  reimbursements: 


FY93 
FY94: 
FY95: 


$4,756,291    ($3,490,000  for  NRSAs  &  $1 ,266,291  for  other  reimbursements). 

$4,756,291    ($3,490,000  estimate  for  NRSAs  &  $1 ,266,291  estimate  for  other  reimbursements). 

$4,756,291    ($3,490,000  estimate  for  NRSAs  &  $1 ,266,291  estimate  for  other  reimbursements). 
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10 


Budget  Authority  by  Object 


1994 

Appropriation 


1995 
Estimate 


Increase 

or 
Decrease 


Full-time  equivalent  employment 

Full-time  equivalent  of 

overtime  and  holiday  hours 

Average  SES  salary 

Average  GS  grade 

Average  GS  salary....: 

Personnel  compensation: 

Full-time  permanent 

Other  than  full-time  permanent 

Other  personnel  compensation 

Total  personnel  compensation 

Personnel  benefits 

Travel  and  transportation  of  persons.. 

Transportation  of  things 

Rent,  communications,  and  utilities: 
Rental  payments  to  GSA 

Rental  payments  to  others 

Communications,  utilities,  and 
miscellaneous  charges 

Printing  and  reproduction 

Other  services 

Interagency  Agreements 

Project  contracts 

Consultants 


277 


271 


$116,681 

12.4 

$44,505 

$119,831 

12.5 

$46,621 

+  $3,150 

+  .1 

+  $2,116 

$9,409,000 
(14,600,000) 

$9,548,000 
(14,300,000) 

$  +  139,000 
(-300.000) 

1.002,000 
(1,121,00(J) 

1,097,000 
(1,554,000) 

+  95,000 
(  +  433.000) 

404,000 

(557,000) 

10,815.000 

(16,278,000) 

330,000 

(584,000) 

10,975.000 

(16,438,000) 

-74,000 

(+27,000) 

+  160,000 

(+160.000) 

2,589,000 
(4,122,000) 

2,629,000 
(4,162,000) 

+  40,000 
(+40,000) 

372,000 
(524,000) 

372,000 
(524,000) 

( ) 

49,000 
(81,000) 

49,000 
(81,000) 

( ) 

1,742,000 
(2,100,000) 

1,742,000 
(2,700,000) 

(  +  600.000) 

9,000 
(9,000) 

9,000 
(9,000) 

(___) 

501,000 
(1,215,000) 

501,000 
(1,215,000) 

(-— ) 

2,030,000 
(2,061,000) 

1,830,000 
(2,061,000) 

-200,000 
(---) 

3,349,000 
(5,336,000) 

3,349,000 
(5,336,000) 

(___) 

5,642,000 
(7,521 ,000) 

5,642,000 
(7,521,000) 

( ) 

38,348,000 
(45,115,000) 

21,428,000 
(50,820.000) 

-16,920,000 
(+5,705,000) 

(___) 


(___) 


(— ) 
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Budget  Authority  by  Object 


11 


Supplies  and  materials 

Equipment 

Grants,  subsides,  and  contributions.. 

Interest 

Total  budget  authority 

Total,  obligations 

Investment  Initiative 

J:\L0TUSWKS\BA0BJECT.WK3 


1994 
Appropriation 

1995 
Estimate 

Increase 

or 
Decrease 

367,000 
(397,000) 

367,000 
(397,000) 

(— ) 

493,000 
(536,000) 

493,000 
(536,000) 

(— ) 

69,100,000 
(69,100,000) 

55,020,000 
(81,595.000) 

-14,080,000 
(+12.495,000) 

3,000 
(4.000) 

3,000 
(4,000) 

104,409,000 
(173.399,000) 

(___) 

135,409,000 
(154,399,000) 

-31,000,000 
(+19,000,000) 

(— ) 

(___) 

-31,000,000 
(+19,000,000) 

J:\LOTUSWKS\BAOBJt 

I m 
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12 


AGENCY  FOR  HEALTH  CARE  POLICY  &  RESEARCH 

ADMINISTRATIVE  COSTS 
(Budget  Authority) 


1994 
Appropriation 
Personnel  Compensation: 
Full-time  permanent  (11.1) $9,409,000 

Other  than  Full-Time  Permanent  (1 1 .3) 1 ,002,000 

Other  Personnnel  Compensation  (1 1 .5) 404,000 

Total  Personnel  Compensation  (11.9) 10,815,000 

Civilian  Personnel  Benefits  (12.1) 2,589,000 

Benefits  to  Former  Personnel  (13.0) 

Travel  (21.0) 372,000 

Transportation  of  Things  (22.0) 49,000 

Rental  Payments  to  Others  (23.2) 9,000 

Communications,  Utilities  and 

Miscellaneous  Charges  (23.3) 501,000 

Printing  and  Reproduction  (24.0) 2,030,000 

Consulting  Services  (25.1) 

Other  Sewices  (25.2) 3,349,000 

Supplies  and  Materials  (26.0) 367.000 

TOTAL $20,081,000 


1995 
Estimate 

Change 

$9,548,000 

+  139,000 

1,097,000 

+95,000 

330,000 

-74,000 

10.975.000 

+  160,000 

2,629,000 

+40,000 

372,000 



49,000 



9.000 



501,000 



1,830,000 

-200,000 

3,349,000 



367.000 



$20,081,000 
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SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 

FY  1994 


13 


Item 

1994  House  Report 

Primary  Care  Delivery 

1.     HOUSE  (Rpt.  103-156)  p.  84 

The  Committee  is  pleased  with 
the  Agency's  developing 
portfolio  of  research  related 
to  primary  care  delivery  and 
encourages  the  expansion  of 
this  portfolio  by  the 
inclusion  of  nursing  and 
multi-disciplinary  primary 
care  research. 


Action  Taken  or  to  be  Taken 


AHCPR  is  working  to  expand  research 
related  to  delivery  of  primary  care. 
Recent  examples  of  such  research 
include  a  project  that  will  develop 
a  pilot  methodology  for  determining 
the  efficacy  of  nurse  colposcopists 
in  the  evaluation  and  treatment  of 
cervical  dysplasia.   This  study  is 
being  conducted  in  a  rural  area  of 
Texas  to  improve  access  to  this 
technology  for  low  income,  rural 
women.   Other  examples  are:  a 
project  to  study  the  impact  of 
continuous  quality  improvement  on 
the  delivery  of  preventive  services 
in  small  practices  in  Minnesota;  a 
survey  of  adolescents'  perceptions 
about  health  and  health  care  that 
can  be  used  to  develop 
recommendations  for  health 
professionals  and  planners  to  target 
primary  and  preventive  health 
services  for  adolescents;  an 
evaluation  of  the  effect  on  maternal 
and  infant  health  care  costs  of  the 
REACH-Futures  project,  an  innovative 
service  delivery  model  designed  to 
reduce  infant  morbidity  and 
mortality  in  a  low  income  inner-city 
section  of  Chicago;  two  studies  in  a 
Medicaid  HMO  in  Philadelphia  that 
will  determine  the  effectiveness  of 
interventions  to  improve  the 
delivery  of  preventive  services  to 
minority  women  and  children;  a  study 
that  will  determine  how  clinical 
outcomes  for  children  with  ear 
infections  are  influenced  by  patient 
characteristics,  signs  and  symptoms 
at  the  initial  visit,  day  care 
attendance  and  different  antibiotic 
strategies;  and  several  studies  that 
explore  barriers  to  childhood 
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SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 

FY  1994 


ItgP> 


Action  Taken  or  to  be  Taken 

immunization.   Also  of  note  are 
several  studies  assessing  the 
effectiveness  of  public  health 
nursing  interventions  in  improving 
the  delivery  of  recommended 
preventive  services  to  children  on 
Medicaid. 


Clinical  Practice  Guidelines 

2.     HOUSE  (Rpt.  103-156^  p.  85 

The  Committee  is  pleased  with 
the  Agency's  attempts  to  be 
inclusive  of  a  broad  range  of 
health  care  professionals, 
including  nurses,  in  the 
development  of  clinical 
practice  guidelines.   The 
Committee  encourages  the 
Agency  to  continue  to  utilize 
this  multi-disciplinary 
approach  in  the  development  of 
clinical  practice  guidelines, 
as  well  as  in  other  components 
of  the  medical  treatment 
effectiveness  program. 


AHCPR  continues  to  emphasize  the 
importance  of  multi-disciplinary 
collaboration  in  medical  treatment 
effectiveness  research. 
Representatives  of  nursing,  allied 
health  care,  chiropractors,  and 
other  health  care  providers  are  key 
members  of  teams  focused  on  both 
clinical  guideline  development  and 
related  outcomes  research.   Recent 
examples  of  the  success  of  this 
collaboration  include  AHCPR' s  co- 
funding  of  a  study  on  occupational 
therapy;   awards  on  significant 
issues  dealing  with  preventive  child 
health  and  prenatal  care  to 
Principal  Investigators  who  are 
nurses;  joint  conference  activity  to 
collaborate  with  the  National 
Institute  of  Nursing  Research  in 
development  of  its  own  outcomes 
research  agenda  and  a  resulting 
request  for  applications  from  the 
nursing  community;  and  direct  use  of 
chiropractic  expertise  in  research 
studies  of  treatment  options  for  low 
back  pain.  In  addition,  AHCPR  will 
co-sponsor  an  RFA  with  NIH's  Office 
of  Research  on  Women's  Health  and 
the  National  Institute  of  Nursing 
Research  to  encourage  multi- 
disciplinary  researchers  to  examine 
issues  associated  with  hysterectomy, 
the  decision-making  process, 
outcomes,  and  health  services 
research. 
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SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 

FY  1994 


Item 

Dialysis  Care 

3.     HOUSE  (Rpt.  103-156)  p.  85 

The  Committee  urges  AHCPR  to 
study  the  factors  affecting 
the  choice  of  dialysis 
modality  and  the  reasons  for 
existing  geographic  variations 
in  treatment.   The  Committee 
encourages  AHCPR  to  support 
outcomes  research  that  would 
establish  a  basis  for 
development  of  practice 
guidelines  and  provide 
information  needed  by 
practitioners  and  patients  to 
select  the  most  appropriate 
treatment  modality  and  site  of 
dialysis  care. 


Action  Taken  or  to  be  Taken 


AHCPR  would  be  pleased  to  support 
outcomes  research  that  would  examine 
the  appropriate  treatment  modality 
and  site  of  dialysis  care. 
Recently,  AHCPR  announced  the 
availability  of  approximately  $7 
million  for  PORT-II,  new  studies 
that  would  provide  definitive 
answers  about  what  works  best  in 
medical  care  for  preventing, 
diagnosing,  treating,  and  managing 
important  and  highly  prevalent 
clinical  conditions.   End  Stage 
Renal  Disease  (ESRD)  is  one  of  many 
clinical  conditions  highly  relevant 
for  study  under  AHCPR' s  Medical 
Treatment  Effectiveness  Program.   A 
large  number  of  research  grant 
applications  have  been  received  in 
response  to  this  announcement, 
including  several  that  deal  with 
ESRD.   These  will  be  reviewed  for 
scientific  merit  by  peer  review  and 
by  the  National  Advisory  Council, 
with  funding  to  begin  in  FY  1994. 


1994  Senate  Report 

Disease  Data  on  Women 

1.     SENATE  (Rpt.  103-143)  p.  145 
The  Committee  is  concerned 
about  the  lack  of  outcomes 
data  that  is  available  on 
diseases  and  conditions  that 
affect  women.   The  Committee 
is  pleased  that  the  agency  has 
established  an  Office  of 
Women's  Health  in  the  Office 
of  the  Director  and  urges  the 
Director  to  provide  sufficient 
funding  to  ensure  that  women's 


AHCPR  supports  research  on  women's 
health  issues  as  they  relate  to 
reproductive  health  and  to  other 
diseases,  disorders  and  conditions 
predominantly  affecting  women. 
Emphasis  is  placed  on  the  quality 
and  appropriateness  of  care  with  the 
perspective  of  women  being  a 
critical  factor.   Projects  are 
funded  in  the  following  priority 
areas:   maternal  and  infant  health; 
hysterectomy;  breast  and  cervical 
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SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 

FY  1994 


Item 


health  issues  are  a  priority 
for  agency  programs  and 
activities.   The  Committee 
expects  that  the  Office  of 
Women's  Health  will  be 
responsible  for  planning  and 
implementing  a  women's  health 
research  agenda  and  developing 
research  priorities  and 
strategies  to  address  health 
concerns  that  are  unique  to 
women,  and  those  that 
disproportionately  affect 
women,  with  particular 
attention  given  to  the  effect 
of  gender  on  health  outcomes. 


Action  Taken  or  to  be  Taken 

screening;  AIDS/sexually  transmitted 
diseases;  cardiac  conditions;  hip 
fracture  and  osteoarthritis;  and 
mental  health.   Additionally,  AHCPR 
is  updating  the  urinary  incontinence 
guideline,  a  condition  predominantly 
affecting  women,  which  was  released 
in  1992.   Another  guideline  is  under 
development  on  quality  determinants 
of  mammography,  planned  for  release 
in  1994. 


Rural  Health  Care 

2.    SENATE  (Rpt.  103143)  p.  146 
The  Committee  is  particularly 
concerned  that  rural 
population's  access  to  these 
health  care  system  changes 
proceed  as  rapidly  as  in  urban 
areas  where  market  forces 
already  effect  changes. 
Therefore,  the  Committee 
directs  that  AHCPR  establish 
form  the  funds  appropriated, 
not  less  than  $3,000,000  to  be 
made  available  competitively 
in  three  to  four  grants  or 
cooperative  agreements  to 
rural  States  or  health 
sciences  centers  for  planning 
(including  an  evaluation  plan) 
and  initiating  a  statewide  or 
regional  managed  care  system 
incorporating  features  of 
primary  care,  clinical 
preventive  services,  and 
essential  information  networks 
to  facilitate  information 
transfer,  including 
information  on  health  care 


In  FY  1994,  AHCPR  will  issue  a  RFA 
and  fund  up  to  five  cooperative 
agreements  for  rural  health  services 
demonstrations.   These  demonstration 
projects  will  be  located  in  states 
with:  limited  public  transportation; 
geographic  features  that  limit 
transportation;  significant  health 
status  problems;  limited  state-wide 
managed  care;  high  unemployment;  and 
a  high  percentage  of  health 
professional  shortage  areas.   The 
projects  will  enable  planning  and 
initiation  of  statewide  or  regional 
managed  care  system  demonstrations, 
incorporating  features  of  primary 
care  and  clinical  preventive 
services.   AHCPR  continues  to 
support  five  rural  centers, 
established  in  FY  1993.   These 
Centers  address  regional  issues 
related  to  the  development  of  rural 
health  policy  for  cost  and  quality 
of,  and  access  to,  health  services 
particularly  for  disabled  and 
minority  populations. 


Item 
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SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 

FY  1994 


costs,  quality  measurement, 
and  over-all  health  care 
system  performance.  Because 
access  to  care  is  a  major 
problem  in  rural  States,  the 
managed  care  network  will  be 
in  a  State  that  has  a  limited 
public  transportation 
infrastructure  with  geographic 
features  that  limit 
transportation,  have 
significant  health  status 
problems  in  the  population, 
limited  managed  care 
penetration  statewide,  have 
unemployment  rates  above  the 
national  average,  and  have  a 
high  percentage  of  the  rural 
area  designated  as  health 
professional  shortage  areas. 


Interactive  Videos 


Action  Taken  or  to  be  Taken 


Senate  (Rpt.  103-143^  p.  146 
The  Committee  notes  the  work 
AHCPR  has  done  in  the  area  of 
interactive  videos.   AHCPR  is 
funding  investigators  at 
Massachusetts  General  Hospital 
to  do  a  multisite  evaluation 
of  the  interactive  video  disc 
(IVD)  on  benign  prostatic 
hyperplasia  produced  by  the 
Foundation  for  Informed 
Medical  Decisionmaking.   AHCPR 
is  currently  reviewing 
proposals  to  evaluate  other 
IVD's  on  the  subjects  of 
surgery  for  low  back  pain, 
breast  cancer  treatment,  and 
decisions  for  ischemic  heart 
disease.  All  of  these 
projects  are  aimed  at 
improving  health  care 
decisionmaking  through 
developing  a  better  informed 


AHCPR  recognizes  the  potential  for 
interactive  videos  to  enhance 
patient  and  provider  decisionmaking 
and  has  reviewed  projects  involving 
interactive  videos  in  the  areas 
noted.   In  each  of  these  projects, 
the  actual  production  of  the 
interactive  video  was  funded  by 
philanthropic  foundations.   AHCPR 
was  asked  only  to  fund  an  evaluation 
of  the  outcomes  of  use  of  the 
interactive  videos. 

While  none  of  the  proposals  were  of 
sufficient  scientific  and  technical 
merit  to  warrant  funding,  the 
applications  are  under  revision  and 
will  be  resubmitted. 

AHCPR  is  pursuing  other  activities 
related  to  interactive  videos,  for 
example,  providing  technical 
assistance,  but  no  funds,  to 
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SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 

FY  1994 


Itsm 


and  shared  decision  process 
between  patients  and  their 
physicians.   This  information 
technology  deserves  sustained 
evaluation  by  AHCPR. 


Action  Taken  or  to  be  Taken 

professional  associations  interested 
in  incorporating  AHCPR- supported 
clinical  practice  guidelines  into 
interactive  videos  to  assist 
provider  decisions.   AHCPR  also  is 
working  with  the  National  Cancer 
Institute  and  the  National  Library 
of  Medicine  to  study  the  effect  on 
providers  of  an  interactive  video, 
produced  by  NLM,  dealing  with 
cervical  cancer. 


Health  Care  Research 

4.     Senate.  (Rpf .  103-143^  p.  147 
The  Committee  urges  AHCPR  to 
examine  the  training  needs  for 
health  services  researchers 
from  social  science  and 
clinical  fields  and  to  adjust 
its  training  efforts  to  best 
use  limited  resources  for  the 
needed  human  capital  required 
to  sustain  health  service 
research  relevant  to  health 
care  reform. 


AHCPR  is  undertaking  a  study  of 
training  needs  in  FY  1994  that  will 
address,  among  other  issues,  what 
types  of  research  training  are  most 
appropriate  to  sustain  health 
services  research  relevant  to  health 
care  reform. 


Kidney  Failure 

5.     Senate  (Rpt.  103  -  143^  p.  147 
The  Committee  notes  that  the 
National  Kidney  and  Urologic 
Diseases  Advisory  Board  will 
sponsor  a  workshop  on 
rehabilitation  of  people  with 
kidney  failure  in  1994.   This 
condition  is  expensive  to  the 
Nation  and  neglected  in 
rehabilitation  research  and 
practice.   The  Advisory  Board 
is  to  be  commended  for  its 
initiative,  and  the  Committee 
urges  the  Administrator  of 
AHCPR  to  contribute  funding  to 
the  workshop. 


The  National  Kidney  and  Urologic 
Disease  Advisory  Board  is  sponsoring 
a  National  Workshop  on  Barriers  to 
Rehabilitation  of  Persons  with  End- 
Stage  Renal  Disease  and  Chronic 
Urinary  Incontinence.   The  workshop 
is  scheduled  to  be  held  March  7-9, 
1994.   AHCPR  has  contributed  $25,000 
in  support  of  this  effort. 
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SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 

FY  1994 


Item 

Magnetic  Resonance  Imagine  (MRI) 

6.     Senate  (Rpt.  103  -  104)  p.  148 
The  Committee  is  concerned 
over  the  appropriate  use  of 
medical  technologies  such  as 
magnetic  resonance  imaging 
(MRI).   Determining 
appropriate  utilization 
requires  study  not  only  of 
over  utilization  but  of  under 
utilization  as  well.   One  way 
to  encourage  appropriate 
utilization  is  to  define  a 
system  of  diagnostic  patient 
care  guidelines  for  use  by  all 
physicians.   These  guidelines 
would  identify  which 
procedures  are  most  beneficial 
as  well  as  cost  effective. 
The  Committee  is  aware  that 
the  American  College  of 
Radiology  (ACR)  is  in  the 
process  of  developing 
diagnostic  patient  care 
guidelines  for  all  diagnostic 
imaging  and  therapeutic 
radiological  services.   The 
Committee  believes  that  the 
agency  should  work  in  close 
consultation  with  ACR  to 
develop  national  standards  and 
diagnostic  patient  care 
guidelines  for  radiology 
service. 


Action  Taken  or  to  be  Taken 


Magnetic  resonance  imaging  is  not  a 
topic  that  AHCPR  currently  has  under 
consideration  for  guideline 
development.   Almost  all  AHCPR- 
financed  clinical  practice 
guidelines  focus  on  the  management 
of  a  medical  condition,  not  the  use 
of  specific  technology.   Should, 
however,  MRI  become  a  topic  through 
the  selection  process ,  the  ACR  would 
be  consulted  as  part  of  the  multi- 
disciplinary  approach  that  AHCPR 
uses  for  guideline  development. 


Hysterectomy 


Senate  (Rpt.  103  -  143)  p.  148 
The  Committee  requests  that 
AHCPR  expand  research  on 
outcomes,  information 
dissemination,  and  education 
of  women  with  regard  to 
hysterectomy. . . .The  Committee 
expects  AHCPR  to  give  high 


As  a  first  step  in  developing  a  new 
hysterectomy  research  initiative, 
AHCPR  is  conducting  a  systematic 
literature  review  on  hysterectomy 
which  will  identify  the  gaps  that 
exist  in  the  literature.   AHCPR  is 
planning  a  conference  on  May  9  and 
10,  1994,  to  examine  the  treatment 
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SIGNIFICANT  ITEMS  IN  APPROPRIATION  COMMITTEE  REPORTS 

FY  1994 


Item 


Action  Taken  or  to  be  Taken 


priority  to  hysterectomy 
outcomes  research  and  work 
with  other  appropriate 
agencies  on  new  hysterectomy 
research  initiative.   The 
Committee  expects  AHCPR  to 
fully  disseminate  the  findings 
of  its  hysterectomy  studies  to 
practitioners  and  to  women, 
especially  those  in  the 
perimenopausal  years  who  are 
at  risk  for  undergoing 
hysterectomy. 


effectiveness  of  hysterectomy  and 
other  therapies  used  to  manage 
patients  with  several  common  non- 
cancerous uterine  conditions.   The 
National  Institutes  of  Health  and 
the  Centers  for  Disease  Control  will 
participate  in  these  deliberations 
and  consumer  representation  will  be 
included.   The  purpose  of  the  two 
day  meeting  is  to  examine  the 
current  scientific  literature  as  to 
the  effectiveness  of  current 
treatments  for  clinical  conditions 
leading  to  hysterectomy,  such  as 
dysfunctional  uterine  bleeding  and 
pain,  leiomyomata,  prolapse  and 
endometriosis,  and  to  develop  a 
research  agenda  of  the  important 
clinical  questions  which  should  be 
investigated  in  this  area.   Based  on 
the  results  of  this  conference, 
AHCPR  plans  to  sponsor  an  RFA  to 
stimulate  further  research  to  answer 
these  questions. 
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Research  on  Health  Care 

Costs.  Quality  and  Access: 
Sees.  301  &  926(a)  PHSA 


Effectiveness  Program: 
Sees.  301  &  926(a)  PHSA 


1994  1994 

Amount         Appro - 

Authorized       priation 


1995 

1995 

Amount 

Budget 

Authorized 

Request 

$145,000,000    $132,978,000    175,000,000  $101,978,000 


Effectiveness  Program: 
Part  A  of  Title  XI  of  the 
Social  Security  Act  (SSA) 
Section  U42(i)  V 

Budget  Authority 

Medicare  Trust  Funds  1/ 
Subtotal  BA  &  MTF 


55,500,000 

129.SQQ.QQQ 
185,000,000 


4.792.000     A.  792. OOP 

4,792,000     Expired  V     4,792,000 


Program  Support: 
Section  301  PHSA. 


Indefinite 


2,431,000 


Indefinite     2.431,100 


Apprgpriation  Transfer: 

Section  201(g)  SSA  V- 


Indefinite 


994,000     Indefinite 


994,000 


Evaluation  Funds: 
Section  926(b) 
PHSA  i/ 


Indefinite 


13,204,000     Indefinite   63,204,000 


Unfunded  authorisationa: 


Research  on  Health  Care  Costs. 
Quality  and  Access: 
Section  926(a)  PHSA 

Information  Center 

Technology  Assessments 

Innovative  Assessments 


Such  Sums 
Such  Sums 
Such  Sums 


Such  Sums 
Such  Sums 
Such  Sums 


Alzheimer's  Disease: 
Section  936  Alzheimer's 
Disease  &  Related  Dementias 
Service  Research  Act 


Such  Sums 


Such  Sums 


HIV/AIDS 
Title  IV,  Section  2673 
of  the  Ryan  White  CARE 
Act  of  1990 


Such  Sums 


Such  Sums 


Total  appropriations. 


154,399,000 


173,399,000 


Total  appropriation 
against  definite 
authorizations . . . . 


330,000,000      137,770,000    175,000,000   101,978,000 
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1/    Section  487(d)(3)(B)  PHSA  makes  one  percent  of  the  funds  appropriated  to 
NIH  and  ADAMHA  for  National  Research  Service  Awards  available  to  AHCPR. 
Because  these  reimbursable  funds  are  not  included  in  AHCPR' s  appropriation 
language,  they  have  been  excluded  from  this  table.   FY  1994  amount: 
$3,490,000;  FY  1995  estimate:  $3,490,000. 

2/    Pursuant  to  Section  1142  of  the  Social  Security  Act,  FY  1994  funds  for  the 
medical  treatment  effectiveness  activity  are  to  be  appropriated  against 
the  total  authorization  level  in  the  following  manner:   70%  of  the  funds 
are  to  be  appropriated  from  Medicare  Trust  Funds  (MTF) ;  30%  of  the  funds 
are  to  be  appropriated  from  general  budget  authority. 

1/    Funds  appropriated  against  Title  XI  of  the  Social  Security  Act 

authorization  are  from  the  Federal  Hospital  Insurance  Trust  Funds  (60%) 
and  the  Federal  Supplementary  Medical  Insurance  Trust  Funds  (40%). 

V    Appropriation  transfer  is  from  the  Federal  Hospital  Insurance  and  the 
Federal  Supplementary  Medical  Insurance  Trust  Funds  as  authorized  by 
Section  201(g)  of  the  Social  Security  Act  for  health  care  technology 
assessment  and  cost  containment  activities. 

1/    Section  926(b)  PHSA  makes  available  to  AHCPR  an  amount  equal  to  40  percent 
of  the  maximum  amount  authorized  in  Section  241  of  the  PHSA. 

6/    Expires  September  30,  1994. 
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Appropriation 


1990 

Budget  Authority. .  1/ 

Trust  Fund 

1%  Evaluation 

Total 

1991 

Budget  Authority..  $  39,126,000 

Trust  Fund 29,037,000 

U  Evaluation 40.776.000 

Total $108,939,000 

1992 

Budget  Authority..  $  34,283,000 

Trust  Fund 37,773,000 

1%  Evaluation 49  .944  OOP 

Total $122,000,000 

1993 

Budget  Authority..  $  36,083,000 

Trust  Fund 37,773,000 

1%  Evaluation 51.237.000 

Total $125,093,000 

1994 

Budget  Authority. .  $139,045,000 

Trust  Fund 5,786,000 

IZ  Evaluation 13 .204  000 

Total $158,035,000 

1995 

Budget  Authority. .  $104,409,000 

Trust  Fund 5,786,000 

U  Evaluation 63.204.000 

Total $173,399,000 


1/ 


1/ 


$  68,579,000  $  91.335,000 

6,037,000    6,037,000 

13.776.Q0Q   40.776  000 

$  88,392,000  $138,148,000 


$  95.756.000  $  69.283.000 

5,892,000    7,773.000 

13. 444  000   49.944  000 

$115,092,000  $127,000,000 


$  98,671.000  $  70.572,000 

5,833,000    5,833,000 

13.31Q.QQQ   S3.316  OOP 

$117,814,000  $129,721,000 


$129,051,000  $139,305,000 

5.786.000    5.786.000 

13.204  OOP    13.204  PPO 

$148,041,000  $158,295,000 


$  50,191,000 

6,037,000 

41  .443  000 

$  97,671,000 


$  95,755,000 

5,892,000 

13.444.000 

$115,091,000 


$100,452,000 

5.892,000 

13.444.000 

$119,788,000 


$109,051,000 

5,786,000 

13.204  OOP 

$128,041,000 


$135,409,000 

5,786,000 

13  g04  PPP 

$154,399,000 


1/    The  FY  1990  President's  Budget,  the  FY  1990  House  Allowance,  and  the  FY  1990 
Senate  Allowance  did  not  include  funds  for  the  Agency  for  Health  Care  Policy 
and  Research  (AHCPR) .   The  AHCPR  was  established  on  December  19.  1990  by 
P.L.  101-239.   Funds  for  the  AHCPR's  predecessor,  the  National  Center  for 
Health  Services  Research  and  Health  Care  Technology  Assessment,  were 
previously  included  in  the  budget  estimates  submitted  by  the  Office  of  the 
Assistant  Secretary  for  Health. 
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1000 


JUSTIFICATION 


Health  Care  Policy  and  Research 


FY  1994 
Appropriation 


FY  1995 

Estimate 


EIE 


£A 


Increase 
or 
Decrease 


fl£ 


M 


Research  on  Health  Care 

Costs,  Quality  and  Access 

HIV/AIDS  (non-add) 

(Obligations) 

National  Medical  Expenditure 

Survey  (NMES  3) 

(Obligations) 

Medical  Treatment  Effectiveness. 
(Obligations) 

Program  Support 

(Obligations) 

Total  Budget  Authority 

Total,  Obligations 


14A  $  47,436,000   141   $  26,436,000    -3  $-21,000,000 
(10)   (10.624,000)   (10)   (12,000,000)   (--)   (+1,376,000) 
(60,640,000)        (69,040,000)       (  +8,400,000) 


91 


42 


277 


10,000,000 
(10,000,000) 

81,328,000 
(81,328,000) 


89 


2,431,000    41 
(2.431.000)  


141,195,000   271 
(154,399,000) 


( ) 

(15,000,000) 

81,328,000 
(86,928,000) 

2.431,000 
(2.431.000) 

110,195,000 

(173,399.000) 


-1 


-10,000,000 
(+5,000,000) 


(+5,600,000) 


(  — ) 


-6   -31,000,000 
(+19,000,000) 
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25 
General  Statement 

The  Agency  for  Health  Care  Policy  and  Research  (AHCPR)  is  the  only  Federal 
agency  charged  to  produce  and  dlBsemlnate  scientific  and  policy-relevant 
information  about  the  costs,  quality,  and  medical  effectiveness  of  health 
care.   As  such,  AHCPR  is  the  nation's  principal  information  and  communications 
resource  for  health  care  reform,  providing  a  compass  for  the  health  care 
system. 

AHCPR' s  staff  expertise  and  databases  have  informed  the  health  care  debate. 
The  National  Medical  Expenditure  Survey  provides  the  data  to  examine  the 
financial  implications  of  various  health  care  reform  proposals.   AHCPR' s 
effectiveness  and  outcomes  research  brings  new  insights  into  daily  needs  of 
patients  and  medical  practitioners.   AHCPR's  clinical  practice  guidelines  have 
established  the  standard  by  which  guideline  development  occurs  across  the 
United  States,  in  medical  and  nursing  specialty  societies.   We  have  made 
significant  advances  in  the  dissemination  of  this  information  to  consumers  and 
practitioners  and  voluntary  use  of  these  practice  guidelines  continues  to  grow 
across  the  nation.    The  FY  1995  Request  will  enable  AHCPR  to  provide  the 
information  and  expertise  required  to  guide  the  heath  care  system  and  improve 
the  effectiveness  and  appropriateness  of  health  care. 

The  AHCPR  budget  is  presented  in  four  parte:   (1)  Research  on  Health  Care 
Costs,  Quality  and  Access  (which  includes  a  health  services  research  program 
on  HIV/AIDS);  (2)  National  Medical  Expenditure  Survey  (NMES  3);  (3)  Medical 
Treatment  Effectiveness  Progreun;  and  (4)  Program  Support.   The  President's 
appropriation  request  of  $173,399,000  for  this  account  represents  current  law 
requirements.   No  proposed  law  amounts  are  included.   The  Estimate  is 
comprised  of: 

Budget  Authority $104,409,000 

Trust  Fund  Transfer 5.786.000 

Subtotal,  Scorable  Budget  Authority 110,195,000 

One-percent  Evaluation  Funds 63.204,000 

Total  Estimate $173,399,000 

There  is  a  strong  consensus  in  America  that  the  Nation  is  not  using  resources 
for  health  care  in  an  equitable,  effective,  or  efficient  manner.   There  is 
evidence  to  support  this  view:' 

•  Rising  health  care  costs  mean  lower  wages,  higher  prices  for  goods 
and  services,  and  higher  taxes.   Since  1980,  health  care  has 
consumed  an  additional  1  percent  of  gross  domestic  product  <GDP) 
every  35  months. 

•  Between  1980  and  1992,  health  expenditures  shot  up  from  9.1 
percent  to  14  percent  of  GDP;  under  current  policies,  they  will 
hit  18.6  percent  by  the  year  2000. 

•  More  than  37  million  people  do  not  have  health  insurance  and  25 
million  more  have  inadequate  insurance,  placing  them  at  risk  for 
financial  disaster  in  the  event  of  serious  illness. 


The  President's  Health  Security  Plan.  September  1993 
Health  Security.  The  White  House  Domestic  Policy  Council,  October  1993 
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•  One  out  of  four  Americans,  63  million  people,  will  lose  their 
health  insurance  coverage  for  some  period  during  the  next  two 
years. 

•  Each  year  fraud  and  abuse  add  tens  of  billions  of  dollars  to  the 
health  care  system,  increasing  costs  to  American  families  and 
businesses.   An  estimated  $80  billion  a  year  is  lost  due  to  fraud 
and  abuse. 

Pressures  on  the  health  care  system  will  grow  as  the  population  ages.   Data 
from  the  National  Medical  Expenditure  Survey  (NMES)  indicates  that  in  1987, 
about  one-fifth  of  the  almost  28  million  persons  over  age  65  living  in  the 
community  had  at  least  some  difficulty  performing  daily  activities.   There 
will  be  a  greater  demand  for  community-based  and  institutional  long-term  care 
services  as  the  size  of  the  elderly  population  increases. 

Problems  such  as  these  can  be  addressed  effectively  only  when  we  understand 
the  dimensions  of  the  issues,  the  social  and  financial  implications  of 
proposals  for  change,  and  the  most  effective  ways  to  achieve  the  quality, 
efficiency  and  equity  we  expect  from  our  health  care  system.   These  are  among 
the  critical  issues  being  addressed  by  AHCPR. 

The  goals  of  AHCPR  are  pursued  through  the  Research  on  Health  Care  Costs, 
Quality  and  Access  (CQA)  program,  the  National  Medical  Expenditure  Survey 
(NMES  3),  and  the  Medical  Treatment  Effectiveness  program  (MEDTEP) .   Research 
performed  by  and  supported  through  the  CQA  program  focuses  on  cost,  quality 
and  access  studies  of  immediate  and  long-term  importance  to  policy  makers, 
health  care  professionals,  and  the  public.   These  issues  are  closely  related 
and  are  studied  through  investigator-initiated  research  and  intramural 
research,  and  are  the  foundation  for  all  of  AHCPR' s  directed  research 
endeavors . 

The  same  themes  echo  in  the  research  performed  through  MEDTEP,  which  is 
designed  to  improve  the  effectiveness  and  appropriateness  of  health  care. 
MEDTEP  findings  offer  the  prospect  of  cost  savings  for  Medicare,  Medicaid,  and 
the  entire  health  care  system  as  they  focus  on  clinical  conditions  that  occur 
frequently  and  pose  substantial  risks  to  patient  health. 

The  National  Medical  Expenditure  Survey  provides  the  basic  information  for 
estimating  the  effects  of  various  approaches  to  reform  of  the  American  system 
of  health  care.   For  estimating  the  costs,  financing  options,  and 
distributional  impact  of  reform  options,  no  alternative  source  of  information 
exists.   The  third  survey  in  the  series  will  begin  data  collection  in  January 
1996.   This  project  will  provide  the  baseline  information  for  analyzing  the 
changes  associated  with  health  care  reform. 

FY  1995  Request 

The  FY  1995  Request  totals  $173,399,000  and  271  FTEs.   This  reflects  an 
increase  of  $19,000,000  or  12.3  percent  over  the  FY  1994  Appropriation  of 
$154,399,000  (277  FTEs)  and  a  reduction  of  6  FTEs. 

Of  this  total,  $12,000,000  will  be  used  for  AIDS  health  care  services 
research,  reflecting  an  increase  of  $1,376,000  or  12.9  percent  over  the  FY 
1994  Appropriation. 

The  FY  1995  Request  will  allow  AHCPR  to  fully  fund  commitments  and  provide  for 
approximately  166  new  and  competing  grants,  and  261  total  grants,  an  increase 
of  60  and  49  respectively  over  the  FY  1994  Appropriation. 
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INVESTMENT  IN  HEALTH  CARE  REFORM 


As  the  only  Federal  agency  charged  to  produce  and  dlBBeminate  scientific  and 
policy-relevant  information  about  the  cost,  quality,  access,  and  medical 
effectiveness  of  health  care,  AHCPR  is  and  will  remain  in  the  forefront  of  the 
health  care  reform  effort.   The  FY  1995  Request  includes  a  $19,000,000 
investment  in  research  that  will  provide  policy  makers,  health  care 
professionals,  and  the  public  with  the  information  and  analysis  needed  to 
implement  and  evaluate  system  reform.   Further,  the  investment  will  provide 
the  knowledge  to  increase  cost  effectiveness,  and  appropriateness,  and  reduce 
the  cost  of  clinical  practice  in  a  reformed  health  care  system. 

The  Research  on  Health  Care  Costs.  Oualitv  and  Access  fCOA>  progreun  totals 
$69,040,000,  including  $12,000,000  for  AIDS,  an  increase  of  $6,400,000  or  13.8 
percent  over  the  FY  1994  Appropriation.  Of  this,  $8,000,000  will  provide 
additional  research  on  health  care  reform  issues  such  as  cost  and  financing  of 
health  care,  primary  care  and  its  potential  to  reduce  health  care  costs, 
quality  improvement,  and  medical  liability.   Research  capacity  will  be 
increased  through  additional  support  for  health  services  research  training. 
This  level  also  includes  an  increase  of  $400,000  for  research  management 
support . 

The  National  Medical  Expenditure  Survey  (NMES  3)  for  FY  1995  totals 
$15,000,000,  an  increase  of  $5,000,000  over  the  FY  1994  level.   Support  is 
provided  for  a  broad  range  of  survey  development  activities.   The  innovations 
planned  for  NMES-3,  such  as  software  development  for  the  Computer  Assisted 
Personal  Interviews  (CAPI),  entail  significant  costs  early  in  the  project. 
The  preparation  in  advance  of  the  actual  field  survey  in  1996  will  allow 
access  to  data  for  policy  analysis  more  quickly  than  has  been  possible  in  the 
past. 

The  Medical  Treatment  Effectiveness  program  (MEDTEP>  totals  $86,928,000,  an 
increase  of  $5,600,000  or  6.9  percent  over  the  FY  1994  Appropriation.  This 
increase  provides: 

•  $1,200,000  for  support  for  outcomes  and  effectiveness  research 
including  the  program  of  PORTS  II  to  begin  in  FY  1994.   These 
research  projects  use  carefully  selected  research  techniques 
directed  to  specific  clinical  questions; 

•  $2,000,000  for  two  additional  guidelines  in  areas  such  as  women's 
health,  geriatric  issues  and/or  pneumonia. 

•  $2,000,000  for  increased  guideline  dissemination  including 
updates,  and  dissemination  of  cost,  quality  and  access  findings, 
technology  assessments,  and  effectiveness  and  outcomes  findings; 

•  $400,000  for  increased  research  management  support. 
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Research  on  Health  Care  CostB.  Quality  and  Accesa 

Authorizing  Legislation  -  Title  IX  and  Section  301  of  the  Public  Health 
Service  Act  (PHSA). 

(Thousands  of  Dollars) 


FY  1993  1/ 
Actual 

FY  1994   1/ 
Appropriation 
FTE       BA 

FY  1995  1/ 
Estimate 

Increase 

or 
Decrease 

FTE       BA 

FTE       BA 

FTE       BA 

140    $38,745 
(51,949) 

144    $47,436 
(60,640) 

141    $26,436 
(69,040) 

-3    -$21,000 
(+8,400) 

1/  Excludes  Technology  Assesement,  transferred  to  MEDTEP  ($994  and  9  FTEs) 
and  NMES  3  which  is  reflected  as  a  separate  activity. 

1995  Authorization $175,000,000 

Purpose  and  Method  of  Operation 

The  Research  on  Health  Care  Costs,  Quality  and  Access  program  (CQA)  focuses  on 
studies  of  immediate  and  long  term  importance  to  policy  malcers,  health  care 
professionals,  and  the  public.  This  includes  studies  on  the  interaction  of 
cost,  quality  and  access;  microsimulation  modeling  to  understand  the  effects 
of  proposed  health  care  reform;  analysis  of  health  care  costs  and  financing 
for  acute,  ambulatory  and  long  term  care  for  specific  diseases  (e.g.  AIDS); 
and  the  effects  of  medical  liability. 

CQA  research  is  pursued  through  three  avenues:   investigator  initiated 
research  grants;  more  targeted  research  contracts;  and  intramural  research. 

Research  grants  and  contracts  supported  by  AHCPR  provided  the  foundations  for 
major  changes  in  health  care  financing  systems,  the  measurement  of  health  care 
quality,  and  the  development  of  information  systems  that  improve  the  delivery 
of  health  care  services.   In  FY  1994,  areas  of  focus  include: 

•  the  demand  for  health  insurance  and  how  consumers  make   choices; 

•  managed  care; 

•  risk  adjustment  systems; 

•  health  insurance  reform; 

•  rural  hospital  closures  and  rural  emergency  medical  services; 

•  HIV  cost  and  financing;  and 

•  improved  electronic  medical  records  systems. 

PRIMARY  CARE 
In  the  area  of  primary  care  research,  support  is  provided  for: 

•  the  use  of  networks  of  family  physicians,  pediatricians  and 
general  internists  to  study  the  care  of  patients  with  common 
problems  seen  in  office-based  practices. 

•  a  study  to  determine  which  components  of  prenatal  care 
reduce  the  occurrence  of  low  birth  weight  infants  and  pre- 
term births; 

•  a  study  of  the  problem  of  inadequate  follow-up  of  abnormal 
screening  mammograms; 
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•  a  study  to  examine  the  effect  of  phyBiclan  specialty  on  the 
likelihood  of  a  patient  being  delivered  by  Caesarean 
section,  and  estimate  the  increased  cost  in  health  care  if 
family  physicians  discontinue  obstetrical  practice;  and 

•  studies  to  develop  and  test  the  feasibility  and 
effectiveness  of  different  public  health  nursing 
interventions,  and  of  combined  home  and  office-based 
interventions,  to  improve  access  to  care,  rate  of  health 
assessments  and  health  outcomes  of  low  income  children. 

RURAL  HEALTH  SERVICES  RESEARCH 

In  the  area  of  rural  health  care,  AHCPR  continues  to  support  five  rural 
centers,  established  in  FY  1993.   These  Centers  address  regional  issues 
related  to  the  development  of  rural  health  policy  for  cost  and  quality  of,  and 
access  to,  health  services  particularly  for  disabled  and  minority  populations. 
A  detailed  table  listing  these  centers  is  on  pages  33  and  34. 

In  FY  1994,  AHCPR  will  issue  a  Request  for  Applications  and  fund  up  to  five 
cooperative  agreements  for  rural  health  services  demonstrations.   These 
demonstration  projects  will  be  located  in  states  with:  limited  public 
transportation;  geographic  features  that  limit  transportation;  significant 
health  status  problems;  limited  state-wide  managed  care;  high  unemployment; 
and  a  high  percentage  of  health  professional  shortage  areas.   The  projects 
will  enable  planning  and  initiation  of  statewide  or  regional  managed  care 
system  demonstrations,  incorporating  features  of  primary  care  and  clinical 
preventive  services. 

Intramural  research  collects  and  analyzes  data  on  policy  issues  of  immediate 
concern  to  the  Administration,  Congress  and  others  involved  in  developing  and 
analyzing  national  health  policy.   Using  data  from  the  National  Medical 
Expenditure  Survey,  AHCPR  has  developed  a  sophisticated  micros imulat ion  model, 
AHSIM,  that  is  currently  being  used  to  assess  cost  and  financing  issues 
related  to  health  care  reform. 

The  intramural  research  progr2un  has  initiated  the  third  phase  of  the  Hospital 
Cost  and  Utilization  Project  (HCUP).   HCUP-3  will  create  two  databases  by 
merging  data  on  hospitals  and  hospital  discharges  from  different  states.   The 
first  is  a  state  inpatient  database  consisting  of  information  on  all  community 
hospitals  and  all  discharges  from  those  hospitals  in  six  selected  states: 
California,  Florida,  Illinois,  New  York,  Colorado,  and  Massachusetts. 

The  second  database  is  a  nationwide  sample  of  approximately  1,000  community 
hospitals  and  hospital  discharges.   Currently  data  from  eight  states  (Arizona, 
California,  Florida,  Illinois,  Massachusetts,  New  Jersey,  Washington  and 
Wisconsin)  are  being  translated  into  a  uniform  data  set  that  can  be  used  for 
analysis.   Negotiations  for  access  to  data  are  underway  with  14  additional 
states.   At  this  time,  discharge  data  of  this  sort  are  available  in  a  total  of 
40  states. 

The  databases  now  being  developed  through  HCUP-3  will  permit  states  to  compare 
their  experience  with  the  use  and  costs  of  hospital  care  in  other  states.   The 
size  of  the  database  and  its  geographic  specificity  will  make  it  possible  to 
conduct  studies  for  which  data  are  now  lacking.   These  data  will  be  used  to 
identify  variations  in  medical  practice;  changing  trends  in  the  use  of  medical 
technology;  the  impact  of  competitive  behavior  in  hospital  markets  on  patient 
selection,  treatments  and  costs;  and  changing  patterns  of  illnesses  and 
treatment  for  diseases  such  as  AIDS.   HCUP-3  has  strong  support  from  the 
states,  which  need  these  data  for  planning.   The  database  will  be  available 
and  distributed  widely  for  research  in  1996. 
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Another  large  database  for  both  Intramural  and  extramural  research  is  the  AIDS 
Cost  and  Service  Utilization  Survey  (ACSUS)  which  provides  vital  information 
on  costs  and  services  resulting  from  health  care  delivery  to  the  HIV-infected. 
The  second  national  utilization  survey,  the  "HIV  Cost  and  Services  Utilization 
Study"  (HCSUS)  presently  is  being  organized.   This  study  represents  a 
continued  commitment  by  AHCPR  to  collect  data  associated  with  the  use  and  cost 
of  services  consumed  by  persons  with  HIV  infection,  and  to  make  this  data 
available  to  health  care  policy  decision-makers.   In  addition  to  cost  and 
utilization  data,  HCSUS  will  collect  primary  data  cUsout  access  and  barriers  to 
care  in  different  geographic  locations  and  health  care  delivery  system 
Bettings.   It  will  provide  current  information  about  relevant  demographic  and 
socioeconomic  variables  (e.g.,  race,  gender,  insurance  status,  income, 
education,  exposure  category).   The  HCSUS  will  collect  data  on  a  broad 
representation  of  HIV  infected  persons  over  an  extended  period  of  time.   The 
study  will  enable  enhanced  analyses  of  the  longitudinal  effect  of  various 
treatment  modalities  and  should  have  better  generalizability  than  is  possible 
to  obtain  through  studies  of  a  single  population  group,  at  a  single  health 
care  delivery  setting  in  one  location.   The  HCSUS  will  be  funded  through  a 
cooperative  agreement  for  four  years  beginning  in  FY  1994. 

Dissemination  activities  are  designed  to  promote  widespread  distribution  and 
assimilation  of  AHCPR  products  including  results  and  findings  from  the  AHCPR- 
funded  extramural  research  studies,  and  from  intreunural  research  activities 
such  as  the  National  Medical  Expenditure  Survey  and  Provider  Studies  Programs 
(NMES/PSP) .   A  variety  of  dissemination  methods  are  employed  including: 
publication  in  professional  journals  read  by  the  appropriate  target  audiences; 
press  conferences;  interviews  and  story  placement  with  the  medical/trade 
press;  and  articles  in  the  popular  press  such  as  USA  Today  and  Prevention 
Magazine. 

The  User  Liaison  Progrsun  (ULP)  synthesizes  and  disseminates  research  findings 
to  Federal,  state,  and  local  policy  makers  in  easily  understood  and  usable 
formats.   The  ULP  plays  a  key  role  in  AHCPR' s  efforts  to  support  capacity- 
building  for  public  health  at  the  state  and  local  level  through  policy- 
thematic  workshops,  skill  building  workshops,  and  technical  assistance. 
Examples  of  the  types  of  issues  the  ULP  has  addressed  include: 

•  Minority  infant  mortality         •   Drug  utilization  review 

•  Long-term  care  •   Medical  liability 

•  Strengthening  the  public  health   •   Prevention 

infrastructure 


Managed  care 

Rural,  urban  &  child  health 


AIDS/HIV/TB 


In  addition,  the  ULP  has  worked  closely  with  organizations  serving  the 
information  needs  of  state/local  officials  such  as  the  Association  of  State 
and  Territorial  Health  Officials  (ASTHO) ,  the  National  Association  of  County 
Health  Officers  (NACHO),  and  the  National  Association  of  County  Officials 
(NACO)  by  conducting  educational  programs  for  their  members. 
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The  ULP  is  conducting  a  eeries  of  expert  meetings  with  states  that  are  in  the 
forefront  of  health  reform,  such  as  Minnesota,  Oregon,  and  Vermont.   These 
meetings  will  provide  the  basis  for  AHCPR's  programs  of  technical  assistance 
for  the  states  in  their  implementation  of  health  reform.   The  types  of  issues 
that  the  ULP  will  address  include: 

•  Quality  of  care  measures         •  Cost  containment  techniques 

•  Provider/community  profiling      •   Consumer  information 

•  Development  &  implementation      •   Technology  assessment 

of  clinical  practice  guidelines 
and  medical  review  criteria 


Five-Year  Funding  History 


Funding  and  FTE  levels  for  the  complete  Research  on  Health  Care  Costs,  Quality 

and  Access  program  over  the  five  year  period  prior  to  FY  1995  has  been  as 
follows: 

Amount  FTEb 

1990  1/ $56,338,000  94 

(HIV/AIDS  non-add)..         (  8,474,000)  (  7) 

19912/ $49,120,000  132 

(HIV/AIDS  non-add)..         (10,252,000)  (10) 

1992  2/ $49,501,000  131 

(HIV/AIDS  non-add)..         (10,135,000)  (10) 

1993  3/ $51 ,  949 ,  000  140 

(HIV/AIDS  non-add)..        (  9,624,000)  (10) 

1994  3/ $60,640,000  144 

(HIV/AIDS  non-add). .        (10,624,000)  (10) 

1/  Excludes  Technology  Assessment,  transferred  to  MEDTEP  ($1,024,000  and  9 
FTEs) 

2/  Excludes  Technology  Assessment,  transferred  to  MEDTEP  ($1,012,000  and  9 
FTEs) 

3/  Excludes  Technology  Assessment,  transferred  to  MEDTEP  ($994,000  and  9  FTEs) 
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Sources  of  Research  on  Health  Care  Costs,  Quality,  and  Access  funding  follow: 


Budget 

1  Percent 

Authority 

Trust  Funds 

Evaluation 

Total 

1989 

$23,595,000 

1/ 

$17,019,000 

$40,614,000 

1990 

20,621,000 

2/ 

35,717,000 

56,338,000 

1991 

35,676,000 

3/ 

13,444,000 

49,120,000 

1992 

36,057,000 

3/ 

13,444,000 

49,501,000 

1993 

Actual 

38,745,000 

4/ 

13,204,000 

51,949,000 

1994 

Approp. 

47,436,000 

4/ 

13,204,000 

60,640,000 

1995 

Estimate  26,436,000 

4/ 

42,604,000 

69,040,000 

1/  Excludes  Technology  Assessment,  transferred  to  MEDTEP  ($1,034,000) 

2/  Excludes  Technology  Assessment,  transferred  to  MEDTEP  ($1,024,000) 

3/  Excludes  Technology  Assessment,  transferred  to  MEDTEP  ($1,012,000) 

4/  Excludes  Technology  Assessment,  transferred  to  MEDTEP  ($994,000) 

Rationale  for  the  Budget  Estimate 

The  FY  1995  Estimate  for  CQA  totals  $69,040,000  (141  FTEs)  including  $12,000,000  (10 
FTEs)  for  AIDS.   This  reflects  an  increase  of  $8,400,000  or  13.8  percent  over  the  FY 
1994  Appropriation  of  $60,640,000  (144  FTEs).   This  reflects  a  decrease  of  3  FTEs.   Of 
this  increase,  $1,376,000  will  be  directed  to  AIDS. 

Extramural  Research   +S8.000.000;   At  this  level,  additional  support  will  be  provided 
for  investigator-initiated  research  project  grants  and  contracts  that  provide  the 
foundations  for  major  changes  in  health  care  financing  systems,  the  measurement  of 
health  care  quality,  and  the  development  of  information  systems  that  improve  the 
delivery  of  health  care  services.   Areas  of  emphasis  include: 

•  issues  of  cost  and  financing  of  health  care  services  including  greater 
emphasis  on  the  role  of  market  forces  and  present  regulations  on  medical 
care  technology  and  employer  behavior; 

•  primary  care  and  its  potential  to  reduce  health  care  costs,  including 
alternative  strategies  of  prevention  and  their  relative  cost-effectiveness; 

•  issues  of  quality  improvement,  particularly  in  the  primary  care  setting, 
and  medical  liability;  and 

•  increased  research  capacity  through  additional  support  for  pre-  or  post- 
doctoral studies. 

Always  important,  these  issues  have  come  into  sharper  focus  with  the  advent  of  health 
care  reform.   At  this  level,  an  additional  40  new  and  competing  research  grants  will  be 
funded,  including  support  for  research  on  health  care  for  those  infected  with  HIV/AIDS. 
The  total  number  of  research  grants  will  increase  by  SO  over  the  FY  1994  level. 

Research  Management  ■»S400.000:   This  level  reflects  an  Increase  of  2  percent  over  the 
FY  1994  level  to  provide  for  increase  rent  costs  and  annualization  of  the  FY  1994  pay 
raise.   The  FY  1995  request  includes  the  following  built-in  costs: 

Within  grade  increases $  -•'145, 000 

Annualization  of  1994  pay  raise •«'104,000 

PHS  Service  and  Supply  Fund -f 68, 000 

FTS +3,000 

Rental  payments  to  GSA -•■300,000 

FY  1995  pay  raise '•-152,000 

One  less  day  of  pay -37.000 

Total ■t-735,000 

A  total  of  $335,000  of  the  built-in  cost  increases  will  be  absorbed. 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

CDRREKT  RURAL  HEALTH  CEMTERS 


Titles:  "Access  to  Primary  Care  Services  for  Persons  vith 
Disabilities  in  Rural  America" 

"An  Analysis  of  Potential  Studies  Addressing  Patient 
Outcomes  Research  Questions  in  Rural  Areas  for  Racial/ 
Ethnic  Populations" 


Contractor: 


Subcontractors : 


University  of  Washington,  Seattle 

•  University  of  Alaska 

•  Washington  State  University 

•  Idaho  State  University 

•  Oregon  Health  Sciences  University 

•  Project  HOPE  -  Bethesda,  Maryland 

•  Seattle  Department  of  Veterans  Affairs 

Medical  Center 


Title:   "Managed  Health  Care  Reform  and  Rural  Areas' 


Contractor: 
Subcontractors : 


University  of  Minnesota,  Minneapolis 

•  Minneapolis  Medical  Research  Foundation 

•  Ramsey  Foundation,  St.  Paul,  Minnesota 


Title:  "A  Comprehensive  View  of  Adolescent  Pregnancy  and 
Adolescent  Pregnancy  Prevention  in  Rural  Areas  of 
the  United  States" 


Contractor : 


Subcontractors : 


University  of  North  Carolina,  Chapel  Hill 

•  Mathematica  Policy  Research,  Princeton,  NJ 

•  University  of  North  Carolina 

•  University  of  South  Carolina 

•  University  of  Florida 

•  Thomas  Jefferson  Health  Policy  Institute, 

Charlottesville 

•  Research  Triangle  Institute,  Inc.,  N.C. 
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Title:   "VolUB*  Thrasliolds  for  Diagnoses  CoDmonly  Treated 
in  Rural  Hospitals" 


Contractor : 
Subcontractors : 


Center  for  Health  Policy  Research,  Denver 

•  University  of  Colorado 

•  University  of  North  Dakota  Rural  Health 

Research  Centers 

•  Ambulatory  Sentinel  Practice  Network,  Inc. 

Denver 

•  Statewide  Education  Activities  for  Rural 

Colorado's  Health,  Denver 


Title:   "Health  Care  for  People  with  HIV  Infection  in 
Rural  Areas" 


Contractor : 
Subcontractors : 


State  University  of  New  York,  Buffalo 

•  Cornell  University 

•  State  University  of  New  York 

•  University  of  Rochester 

•  Health  Care  Management  Services  Assoc.  N.Y. 

•  Codman  Research  Group,  New  Hampshire 

•  Human  Interaction  Research  Institute,  L.A. 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
RESEARCH  ON  HEALTH  CARE  COSTS,  QUALITY  AND  ACCESS  1/ 

PROGRAM  OUTPUT  DATA 


Program  Output  Date  ($000) 

eCTRAMURAL  RESEARCH 

Qrants: 

Non-comp«ting  continuations 

New  and  Renewal* 

Supplementals 

Subtotal,  ExtramuraJ  Qrants 

Contracts  &  lAAs 

Subtotal,  Extramural  Research 

HIV/AlDS 

Grants: 

Non-competing  cont'nuations 

New  and  Renewals 

Supplementals 

Subtotal,  HIV/AIDS  Grant* 

Contracts  &  lAAs 

Subtotal,  HIV/AIDS 

IffTRAMURAL  RESEARCH 

Contracts  &  lAAs 

Subtotal,  INTRAMURAL  RESEARCH... 

TOTAL  CQA  GRANTS  AND  CONTRACTS 
Grants: 

Non-competing  continuation* 

New  and  Renewal* 

Supplementals 

Subtotal,  CQA  Grant* 

Contract*  &  lAA* 

Total,  CQA  GRANTS  &  CONTRACTS.. 

Research  Management 

HIV/AIDS  (non-add) 

FTEs 

HIV/AIDS  (non-add) 

Total,  Program  Operations/Obligation*... 


1/  Excludes  $994,000  and  9  FTEs  for  technology  assessment,  reflected  In  MEDTEP. 
2/  Reflects  actual  obligations. 


FY1993 
Appropriation 

No. 

Amount 

32 
63 

$8,460 

7,305 

317 

16,082 

95 

25 
120 

3,860 
19,942 

7 
13 

3,461 

1,941 

130 

5,53? 

20 

6 
26 

2,810 
8.342 

7 
7 

6.886 
6,886 

39 

76 

0 

115 

11,921 

9,246 

447 

21,614 

38 
153 

13,556 
35,170 

16,752 
(1.274) 

140 
(10) 

51 .922  2/ 

(9,616) 

FY1994 
Appropriation 

No. 

Amount 

25 
77 

$8,847 

9,800 

500 

19,147 

102 

24 
126 

7,660 
26,807 

8 

13 

2,226 

5,157 

300 

7,683 

21 

6 
27 

1,603 
9,286 

7 
7 

6,887 
6,887 

33 

90 

0 

123 

11,073 

14,957 

800 

26,830 

37 
160 

16,150 
42,980 

17,660 
(1 ,338) 

144 
(10) 

60,640 

(10,624) 

FY  1995 
Estimate 

No. 

Amount 

37 
108 

$12,026 

17,152 

500 

29.678 

145 

12 
157 

3,753 
33,431 

6 
22 

5,071 

4,251 

225 

9,547 

28 

5 
33 

1,115 
10,662 

7 
7 

6,887 
6,887 

43 

130 

0 

173 

17,097 

21,403 

725 

39,225 

24 
197 

11,755 
50,980 

18,060 
(1,338) 

141 
(10) 

69,040 

(12,000) 
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National  Medical  Expenditure  Survey  (NMES  3> 

Authorizing  Legislation  -  Title  IX  and  Section  301  of  the  Public  Health 
Service  Act  (PHSA). 

(Thousands  of  Dollars) 

FY  1993  FY  1994  FY  1995  or 

Actual  Appropriation        Estimate  Decrease 

FTE       BA  FTE       BA         FTE       BA  FTE       BA 

$10,000      -$10,000 

(10,000)  (15,000)  (••■5,000) 

1995  Authorization $175,000,000 

Purpose  and  Method  of  Operation 

The  National  Medical  Expenditure  Survey  provides  the  basic  information  for 
estimating  the  effects  of  various  approaches  to  reform  of  the  American  system 
of  health  care.   For  estimating  the  cost,  financing  options,  and 
distributional  impact  of  reform  options,  no  alternative  source  of  information 
exists.   The  third  in  the  series  of  surveys  will  begin  data  collection  in 
January  1996.   This  project  will  provide  the  baseline  information  for 
analyzing  the  changes  associated  with  health  care  reform. 

Funding  History 

Funding  for  the  National  Medical  Expenditure  Survey  (NMES  3)  progrcun  prior  to 
FY  1995  has  been  as  follows: 

Amount  FTEs 

1994  level $10,000,000  

Rationale  for  the  Budget  Estimate 

The  FY  1995  Estimate  for  the  National  Medical  Expenditure  Survey  (NMES  3) 
totals  $15,000,000.  This  reflects  an  increase  of  $5,000,000  or  50  percent  over 
the  FY  1994  level  of  $10,000,000. 

National  Medical  Expenditure  Survey  (NMES  31  -t-SS.OOO.OOO:   At  this  level, 
support  is  provided  for  a  broad  range  of  survey  development  activities.   The 
innovations  planned  for  NMES  3,  such  as  software  development  for  the  Computer 
Assisted  Personal  Interviews  (CAPI),  entail  increased  costs  early  in  the 
project.   The  preparation  in  advance  of  the  actual  field  survey,  in  1996,  will 
allow  access  to  data  for  policy  analysis  much  more  quickly  than  has  been 
possible  in  the  past. 

The  tables  on  pages  37  and  38,  provide  data  collection  contract  costs,  total 
contract  costs,  and  analytic  costs  for  NMES  projects. 
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TABLE  I 

DATA  COLLECTION  CONTRACT  COSTS 
(Dollars  in  Millions) 


Component* 


Household  Survey 

15,000  Households 
37,000  Persons 
6  Rounds 

Institutional  Population  Survey. 
810  Nursing  Homes 
691  Facilities  for  Retarded 
1 1 ,000  Persons 

Medical  Provider  Survey 

22,000  Physicians 

400  Home  Health  Agencies 

2,687  Hospitals 

Health  Insurance  Survey 

13,700  Employers 

400  Unions 

900  Insurance  Companies 

Survey  of  American  Indians , 

2,100  Indian  Households 
7,000  Persons 
3  Rounds 

Medicare  Record  Component... 

TOTAL 


(1977-79) 
NMESI 


$16.0 


3.5 


3.7 


$23.2 


(1987-89) 
NMES2 


$31.8 


11.0 


7.5 


8.7 


7.0 


0.5 


$66.5 


(1994-98) 
NMES3 


$39.5 


14.0 


16.0 


10.0 


{--) 


0.5 


37 


$80.0  ** 


*      Numbers  in  subcomponents  for  1 987. 

**  Does  not  include  rural  areas  to  the  extent  that  rural  versus  urban  conclusions 
can  be  derived  (+$  3.0  M  -  +$  15.0). 
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Table  II 

NMES3 
Excluding  (SAIAN)* 
(Dollars  in  Millions) 


FY 
1994 

$4.4 


1.1 


FY 
1995 

$8.6 


1.7 


1.3 


1.7 


1.9 


1.8 


FY 
1996 

$14.0 


4.5 


2.0 


2.8 


Activity 

House^)old  Surveys 

Household  Surveys/Medical 
Provider  Sun/eys 

Household  Surveys/Health 
Insurance  Plan  Surveys 

Institutional  Population  Component 
Nursing  Home  Surveys 

Institutional  Population  Survey/ 
Homes  for  Mentally  Retarded 
Surveys 

Medical  Records  Component 

TOTAL 


Estimates  assume  limited  sampling  of  rural  households  and  board  and  care  facilities. 
*  Survey  of  American  Indians  &  Alaska  Natives  (SAIAN) 


FY 
1997 

$10.7 


7.8 


3.3 


1.2 


FY 
1998 

$1.8 


0.9 


1.5 


0.5 


TOTAL 


$39.5 


16.0 


10.0 


8.0 


1.5 

1.0 

1.7 

1.8 

— 

6.0 







0.2 
$25.0 

0.3 

$5.0  , 

0.5 

$10.0 

$15.0 

$25.0 

$80.0 

Table  III 

Estimated  Analytic  Costs  of  NMES  3 
Pollars  in  Millions) 


Cost  Component FY  1997         FY  1998         FY  1999         FY  2000         FY  2001 

Programming 

Computer  Time 

Personnel 

TOTAL $3.9  $6.5  $6.8  $7.0  $7.1 


$1.5 

$^5 

$2.7 

$2.7 

$2.7 

0.5 

0.8 

0.8 

0.9 

0.9 

1.9 

3.2 

3.3 

3.4 

3.5 
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Medical  Treatment  Effectiveness  Program 

Authorizing  Legislation  -  Title  III  and  Title  IX  of  the  Public  Health  Service 
Act  and  Section  1142  of  the  Social  Security  Act 

(Thousands  of  Dollars) 

Increase 
FY  1993  1/  FY  1994    1/        FY  1995  1/  or 

Actual Appropriation        Estimate  Decrease 

FTE       BA  FTE        BA        FTE       BA  FTE       BA 

91     $73,661         91     S81,328       89     $81,328        -2       

(73,661)  (81,328)  (86,928)  (+5,600) 

1/  Includes  Technology  Assessment,  formerly  in  CQA.  ($994  and  9  FTEs) 

1995  Authorization PHSA  Title  IX  $175,000,000 

SSA  201(g)  Indefinite 

SSA  Title  XI  Expires  September  30,  1994 

Purpose  and  Method  of  Operation 

The  purpose  of  the  Medical  Treatment  Effectiveness  Program  (MEDTEP)  is  to 
increase  the  cost  effectiveness  and  appropriateness  of  clinical  practice  in  a 
reformed  health  care  system.   MEDTEP  accomplishes  this  through  four 
interrelated  activities:   effectiveness  research;  development  of  clinical 
practice  guidelines;  development  of  data  bases  for  research;  and  dissemination 
of  research  findings  and  clinical  practice  guidelines. 

Effectiveness  Research  examines  the  appropriateness  and  effectiveness  of 
alternative  strategies  for  the  prevention,  diagnosis,  treatment,  and 
management  of  clinical  conditions,  in  terms  of  patient  outcomes.   More 
complete  and  accurate  information  regarding  what  works  best  in  medical  care 
and,  especially,  the  relative   benefit  of  alternative  treatments  and 
consideration  of  patients'  preferences  for  treatments,  together  with  active 
dissemination  of  this  information,  will  help  to  improve  clinical  practice  and 
its  outcomes.   In  addition  to  benefiting  individual  patients,  the  results  of 
MEDTEP  research  are  valuable  to  health  care  providers  concerned  cibout  the 
value,  effectiveness,  and  appropriateness  of  health  care  in  their  institutions 
and  communities  and  to  policymakers  concerned  about  the  quality  and  cost  of 
health  care  nationwide. 

MEDTEP  research  focuses  on  conditions  that  meet  the  following  criteria: 

•  Large  numbers  of  individuals  are  affected; 

•  There  is  uncertainty  or  controversy  regarding  effectiveness  of  treatment; 

•  Associated  risks  and/or  costs  of  treatment  are  high;  and, 

•  Needs  of  the  Medicare  and  Medicaid  programs  are  addressed. 

Recent  examples  of  MEDTEP  research  include: 

•  Medical  care  and  risks  of  dysfunctional  chronic  pain; 

•  Chiropractic  versus  physical  therapy; 

•  Assessing  the  appropriateness  of  expert  panels  to  develop  clinical 
guidelines;  and, 

•  Practice  guidelines  in  primary  care. 
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PORTS 

Since  1989,  the  single  largest  component  of  MEDTEP  research  has  been  support 
for  Patient  Outcomes  Research  Teams  (PORTS).   PORTS  are  5  year  research  grants 
and  contracts  that  employ  a  common  strategy  for  documenting,  explaining  and 
where  appropriate,  reducing  variations  in  practice.   Through  a  combination  of 
methods  that  typically  includes  comprehensive  and  systematic  review  of  the 
literature,  analysis  of  claims  data,  patient  and  provider  survey,  and  decision 
analysis,  PORTS  develop  and  disseminate  clinical  recommendations,  and  evaluate 
the  effects  of  this  dissemination.   The  first  four  PORTs  are  in  the  completion 
phase.   All  fourteen  PORTs  are  listed  on  a  table  on  page  45. 

There  is  now  ample  evidence  of  the  value  of  the  PORT  approach.   To  cite  just 
one  example,  the  work  of  the  PORT  on  prostate  disease  illustrates  how  the 
individual  components  of  these  projects  fit  together  to  build  complementary 
evidence.   In  its  examination  of  localized  prostate  cancer  treatment,  the  PORT 
has  completed  a  comprehensive  and  critical  review  of  the  clinical  literature, 
an  analysis  of  Medicare  data,  a  post-operative  survey  of  a  representative 
sample  of  men  treated  with  radical  prostatectomy,  and  a  decision  model  that 
weighs  risks  and  benefits  of  radical  prostatectomy  as  a  function  of  patient 
age.   Each  of  these  approaches  has  led  to  important  findings  that  are  enhanced 
when  juxtaposed.   On  the  one  hand,  the  PORT  found  no  hard  evidence  that 
radical  prostatectomy  is  an  effective  treatment  for  localized  prostate  cancer 
and  very  high  rates  of  serious  complications.   These  findings  are  coupled  with 
high,  and  rapidly  increasing,  use  of  the  procedure,  especially  in  men  over  70, 
for  whom  the  benefits  are  most  c[ue8tionable.   The  PORT'S  powerful  results  have 
shaken  complacent  views  about  the  effectiveness  and  appropriateness  of  radical 
surgery  for  prostate  cancer,  especially  in  elderly  men,  and  revealed  a  spate 
of  surgery  that  may  be  of  little  or  no  value. 

Another  PORT  is  studying  the  relative  effectiveness  of  different  clinical 
interventions  for  low  back  pain.   Their  analyses  compare  a  variety  of  common 
diagnostic  tests,  alternative  surgical  procedures,  and  nonsurgical 
interventions.   Back  pain  is  the  second  most  common  reason  for  visits  to 
physicians,  and  it  is  associated  with  an  estimated  $50  billion  annually,  for 
medical  care,  time  lost  from  work,  and  workers'  compensation  payments.   The 
PORT  has  shown  that  patients  who  undergo  back  surgery  with  lumbar  fusion  have 
more  complications,  longer  hospital  stays,  and  higher  hospital  charges  than 
patients  who  have  back  surgery  without  fusion.   The  PORT  has  also  revealed  the 
inadequacy  of  evidence  for  the  effectiveness  of  thermography  as  a  diagnostic 
tool  in  low  back  pain.   This  test  is  widely  used  by  both  physicians  and 
chiropractors  and  is  reimbursed  by  Medicare,  private  insurance,  and  state 
workers  compensation  boards.   The  low  Back  Pain  PORT  is  developing  an 
educational  feedback  for  physicians  and  hospitals  in  areas  with  high  surgical 
rates  and  an  interactive  video  to  give  patients  a  customized  presentation  of 
the  possible  outcomes  of  surgical  and  non-surgical  treatment. 

A  major  new  initiative,  PORT  II,  begins  in  FY  1994.   Publication  in  July  1993 
of  a  Request  for  Applications  signaled  the  creation  of  the  second  generation 
of  MEDTEP  research.   Like  the  initial  PORTs,  PORT-II  projects  will  address 
Important  clinical  and  policy-relevant  questions  on  the  effectiveness  and  cost 
effectiveness  of  different  clinical  approaches  for  common  clinical  conditions, 
and  will  advance  methods  for  outcomes  research. 

The  new  program  emphasizes  the  production  of  strong  evidence  for,  or  against, 
the  effectiveness  of  treatments  for  common  conditions.   Applicants  for  these 
projects  must  identify  the  unanswered  effectiveness  questions  and  make  a 
compelling  case  for  the  practical  importance  and  the  feasibility  of  answering 
these  questions  within  the  grant  period  (from  3  to  5  years). 
Hultidlsciplinary  teams  will  be  expected  to  employ  epidemiological  and 
clinical  research  tools  that  are  tailored  to  the  specific  research  questions. 
Compared  with  ongoing  PORTs,  the  focus  of  PORTs-II  is  directly  on  specific 
clinical  questions  that  can  be  answered  by  carefully  crafted  research  design. 
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RESEARCH  CENTERS  ON  MINORITY  POPULATIONS 


Another  important  MEDTEP  research  initiative  established  MEDTEP  Research 
Centers  on  Minority  Populations.   A  total  of  eleven  Centers  are  funded  and  are 
investigating  which  clinical  strategies  are  best  for  clinical  conditions  whose 
prevalence  or  impact  is  greatest  among  African  Americans,  Latinos,  Asian  and 
Pacific  Islanders,  American  Indians,  and/or  Alaska  Natives.   In  addition,  the 
Centers  are  training  minority  researchers  in  effectiveness  research,  providing 
technical  assistance  to  practitioners  in  their  communities,  and  disseminating 
information  to  patients  and  providers.   Examples  of  the  conditions  being 
studied  are:   high  blood  pressure,  kidney  disease,  tuberculosis,  low 
birthwelght,  substance  abuse,  and  certain  cancers.   A  detailed  table  listing 
the  Research  Centers  on  Minority  Populations  is  on  page  46. 

PHARMACEUTICAL  PROJECTS 

Another  MEDTEP  research  initiative  studies  the  effectiveness  of  prescription 
drugs  and  related  pharmaceutical  interventions.   AHCPR  is  funding  14 
investigator-initiated  research  grants  on  the  effect  of  prescription  drugs  on 
patient  outcomes.   Illustrative  examples  of  these  research  grants  include: 
pharmaceutical  care  for  pediatric  asthma  (University  of  Washington) ; 
antidepressant  drug  use  in  the  elderly  (University  of  Minnesota);  the  role  of 
the  patient  in  arthritis  treatment  (University  of  Wisconsin);  and  prospective 
drug  utilization  review  (Regenstrief  Institute,  Indiana  University).   A  table 
listing  the  .pharmaceutical  projects  funded  under  this  initiative  is  on 
page  47. 

Clinical  Practice  Guidelines  are  developed  by  AHCPR" s  Office  of  the  Forum  for 
Quality  and  Effectiveness  in  Health  Care.   This  progreun  promotes  the  quality, 
appropriateness,  and  effectiveness  of  health  care  by  arranging  for  the 
development,  review  and  updating  of: 

•  Clinically  relevant  guidelines  that  may  be  used  by  health  care 
practitioners  and  educators,  as  well  as  consumers,  to  assist  in 
determining  how  diseases,  disorders,  and  other  health  conditions  can 
most  effectively  and  appropriately  be  prevented,  diagnosed,  treated,  and 
managed  clinically;  and, 

•  Standards  of  quality,  performance  measures,  and  medical  review  criteria 
through  which  health  care  providers  may  assess  or  review  the  provision 
of  health  care. 

The  first  guideline  sets  were  disseminated  in  FY  1992.   By  the  end  of  FY  1993, 
a  total  of  six  guideline  sets  (i.e.  the  clinical  guideline,  quick  reference 
guide  for  clinicians,  and  patient's  guide)  were  available  to  the  public.   The 
guideline  on  evaluation  and  management  of  early  HIV  infection  was  released  on 
January  20,  1994  and  twelve  other  topics  are  due  for  release  in  1994, 
including  work  on  translating  guidelines  into  medical  review  criteria, 
standards  of  quality,  and  performance  measures.   In  addition,  the  update 
process  is  underway  for  the  urinary  incontinence  guideline.   A  detailed  table 
listing  the  guidelines  is  shown  on  page  48. 
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GUIDELINE  EVALUATION 

AHCPR  also  has  established  a  guideline  evaluation  strategy  designed  to  meet 
three  objectives: 

1.  Examine  the  process  of  developing  and  disseminating  guidelines; 

2.  Evaluate  individual  guidelines  as  they  are  released;  and 

3.  Support  investigator  initiated  research  to  generate  new  knowledge 
about  the  effectiveness  of  medical  care,  and  to  develop  and  test 
new  approaches  to  put  that  Icnowledge  into  practice. 

Key  guideline  evaluation  research  projects  underway  include: 

•  A  contract  with  the  American  Medical  Review  Research  Center  to 
evaluate  the  AHCPR  supported  guidelines  for  urinary  incontinence, 
acute  postoperative  pain  and  benign  prostatic  hyperplasia  in  care 
provided  to  Medicare  patients;  and 

•  A  contract  with  the  RAND  corporation  to  evaluate  other  AHCPR 
supported  guidelines  for  use  in  non-Medicare  populations  and  in  a 
variety  of  care  settings. 

In  addition,  AHCPR  plans  to  fund  a  number  of  extramural  research  projects  in 
py  1994  focussing  specifically  on  the  use  of  AHCPR  guidelines  in  clinical 
practice  settings. 

Data  Development  efforts  address  the  quality  of  patient  care  by  improving  the 
quantity  and  quality  of  information  available  for  clinical  decision  making  and 
for  health  services  research,  with  special  emphasis  on  patient  outcomes 
research.    In  addition,  activities  related  to  development  of  computerized 
medical  records  will  contribute  to  the  administrative  simplification  goals  of 
health  reform.   The  three  basic  components  of  this  activity  are: 

•  Investigating  the  barriers  to  the  use  of  integrated,  comprehensive 
health  information  systems  and  the  ability  of  such  systems  to 
improve  patient  outcomes  and  reduce  health  care  costs  by  improving 
the  availability  of  information  for  making  clinical  decisions,  for 
managing  health  resources,  and  organizing  patient  care. 

•  Establishing  standards  for  uniform  methods  of  developing, 
collecting  and  exchanging  patient  care  data. 

•  Investigating  the  feasibility  of  linking  automated  research- 
related  data  from  a  variety  of  sources. 

In  py  1994,  AHCPR  continues  its  collaOioration  with  standard  setting 
organizations  to  develop  uniform  definitions  of  data,  create  common  reporting 
formats  and  linkages,  and  resolve  issues  such  as  security,  confidentiality, 
accuracy,  and  appropriate  maintenance  of  this  data.   As  a  result  of  these 
activities  and  AHCPR' s  support,  the  Standards  Planning  Panel  on  Health  Ciure 
Informatics  was  developed  by  the  American  National  Standards  Institute.   AHCPR 
will  continue  to  work  with  this  panel  to  provide  a  medium  for  further 
coordination  of  health  care  informatics  standards. 
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Disseaination  of  patient  outcomes  research  and  clinical  practice  guidelines  is 
accomplished  through  use  of  professional  journal  publications,  the  consumer 
and  trade  press,  and  the  mass  media,  as  well  as  information  networks  and 
conferences  sponsored  by  AHCPR.   The  publication  clearinghouse  service  used  by 
AHCPR  handles  a  minimum  of  500  calls  per  day.   This  escalates  to  as  many  as 
1,500  calls  per  day  after  release  of  a  guideline.   The  resources  and  expertise 
of  the  National  Library  of  Medicine  (NI^)  and  the  Health  Resources  and 
Services  Administration  (HRSA)  continue  to  be  used  to  convey  final  research 
and  guideline  findings. 

AHCPR  has  disseminated  more  than  7.5  million  requested  qruideline  documents. 
Additionally,  reprints,  excerpts,  or  summaries  of  the  guidelines  have  appeared 
in  professional  journals  with  a  combined  circulation  of  well  over  2.5  million. 
AHCPR  also  collaborates  with  the  NLM  to  make  available  full  text  retrieval 
versions  of  guidelines  through  NLM'e  MEDLARS  database. 

AHCPR  is  working  with  NLM  to  create  an  on-line  literature  database  for  health 
services  research  that  will  be  available  to  the  public,  and  to  significantly 
increase  the  scientific  literature  available  on  technology  assessments.   AHCPR 
also  collaborates  with  the  Government  Printing  Office  and  the  National 
Technical  Information  Service  to  make  health  services  research  and  guidelines 
available  through  computer  diskettes,  on-line  computer  systems,  and  CD  ROM 
disks.   Such  products  will  include  an  electronic  inventory  of  AHCPR-supported 
research  available  on  one  database.   AHCPR  also  is  working  to  put  health 
technology  assessments  and  clinical  practice  guidelines  on  the  Internet,  the 
most  cost  effective  tool  for  reaching  maximum  audiences  for  minimum  cost. 

Technoloqv  Assessment  -  This  intramural  research  program  provides  review  of 
new  technologies  under  consideration  for  reimbursement  by  Federal  agencies. 
Examples  of  current  and  planned  technology  assessments  are  shown  on  page  49. 

Five  Year  Funding  Historv 

Funding  and  FTE  levels  for  the  complete  Medical  Treatment  Effectiveness 
Program  (combined  amount  for  research,  guidelines,  data,  and  dissemination) 
over  the  five  years  prior  to  FY  1995  has  been  as  follows: 

$  FTEs 


1990  1/ 38,537,000 

1991  2/ 63,697,000 

1992  2/ 68,041,000 

1993  3/ 73,661,000 

1994  3/ 81,328,000 

Sources  of  MEDTEP  funding  follow: 

Budget                Medicare 
Authority Trust  Funds 

1989  S  6,911,000  4/ 

1990  $26,815,000  6,024,000  1/ 

1991  57,805,000  5,892,000  2/ 

1992  62,149,000  5,892,000  2/ 

1993  Actual    67,875,000  5,786,000  3/ 

1994  Approp.   75,542,000  5,786,000  3/ 

1995  Estimate  75,542,000  5,786,000  3/ 


30 
70 
83 
91 
91 


1-Percent 
Evaluation 


$  5,698,000 


5,600,000 


Total 


6,911,000 
38,537,000 
63,697,000 
68,041,000 
73,661,000 
81,328,000 
86,928,000 


\/   Includes  Technology  Assessment,  formerly  in  CQA  ($1,024,000  and  9  FTEs) 

2/  Includes  Technology  Assessment,  formerly  in  CQA  ($1,012,000  and  9  FTEs) 

1/  Includes  Technology  Assessment,  formerly  in  CQA  ($994,000  and  9  FTEs) 

4/  Includes  Technology  Assessment,  formerly  in  CQA  ($1,034,000  and  9  FTEs) 
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Rationale  for  the  Budget  Estimate 

The  FY  1995  Estimate  for  MEDTEP  totals  $86,928,000  (89  FTEs).   This  is  an 
increase  of  $5,600,000  or  6.9  percent  over  the  FY  1994  Appropriation  of 
$81,328  (91  FTEs).   This  reflects  a  decrease  of  2  FTEs. 

Outcomes  and  Effectiveness  Research   -i-Sl. 200.000;   At  this  level,  increased 
support  will  be  provided  for  outcomes  and  effectiveness  research  including 
expansion  of  the  PORT  II  program  that  began  in  FY  1994,  focusing  directly  on 
specific  clinical  questions.   Other  areas  that  will  receive  increased  support 
are:   chronic  conditions  in  ambulatory  care  settings,  e.g.,  congestive  heart 
failure,  chronic  obstructive  pulmonary  disease,  arthritis,  hypertension,  and 
selected  mental  illnesses.   This  increase  provides  for  an  additional  20  new 
and  competing  research  project  grants  over  the  FY  1994  level,  and  a  reduction 
of  one  grant  in  total  from  the  FY  1994  level. 

Guidelines  -fSZ, 000.000;   This  level  provides  for  expansion  of  guidelines  in 
conditions  where  there  is  high  burden  of  care,  high  prevalence,  high 
variability  of  practice,  known  outcomes  and  high  costs  to  the  Medicare 
program.   Topics  to  be  addressed  would  include  women's  health,  geriatric 
issues,  and/or  pneumonia.   This  increase  will  provide  for  two  additional 
guidelines. 

Dissemination /Evaluation   -t-SZ  .  000 .  000 :   At  this  level,  funding  is  increased 
for  dissemination  of  new  guidelines,  updates  of  previously  issued  guidelines, 
and  findings  from  cost,  quality  and  access  studies  and  technology  assessments. 
In  addition,  six  PORTS  will  be  completed  by  FY  1995  and  findings  from  these 
plus  from  the  ongoing  major  outcomes  research  program  will  be  disseminated. 

Increased  evaluation  of  clinical  practice  guidelines  will  be  supported. 
Additionally,  AHCPR  will  provide  a  major  congressional  report,  mandated  by  the 
AHCPR  Reauthorization  Act  of  1992  (P.L.  102-410)  and  due  in  June  1995, 
addressing  the  process  of  developing  and  evaluating  guidelines. 

Research  Management  ■t-S400.000;   This  level  reflects  an  increase  of  3  percent 
over  the  FY  1994  level  to  provide  for  increase  rent  costs  and  annulization  of 
the  FY  1994  pay  raise.   The  FY  1995  request  includes  the  following  built-in 
costs: 

Within  grade  increases $  -1-92,000 

Annualization  of  1994  pay  raise -f66,000 

PHS  Service  and  Supply  Fund -t-27,000 

FTS -H ,  000 

Rental  payments  to  GSA -f300,000 

FY  1995  pay  raise -^97,000 

One  less  day  pay -23.000 

Total •t-560, 000 

A  total  of  $160,000  of  the  built-in  cost  increases  will  be  absorbed. 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

CURRENT  PATIENT  OUTCOMES  RESEARCH  TEAM  PROJECTS  (PORTs) 


PRESENT  PROJECT  PERIOD 

GRANTS 

START  DATE 

ENDING  DATE 

BACK  PAIN  OUTCOME  ASSESSMENT  TEAM 
U.  of  Washington,  Seattle,  WA 

9/01/89 

8/31/94 

CONSEQUENCES  OF  VARIATION  IN  TREATMENT  FOR 
ACUTE  MYOCARDIAL  INFARCTION  (AMI) 
Harvard  Medical  School,  Boston,  MA 

9/07/89 

8/31/94 

VARIATIONS  IN  CATARACT  MANAGEMENT:  PATIENT 
AND  ECONOMIC  OUTCOMES  -  Johns  Hopkins  U., 
Baltimore,  MD 

9/07/89 

9/29/94 

ASSESSING  THERAPIES  FOR  BENIGN  PROSTATIC 
HYPERTROPHY  AND  LOCALIZED  PROSTATE  CANCER 
Dartmouth  College,  Hanover,  NH 

9/07/89 

8/31/94 

ASSESSING  AND  IMPROVING  OUTCOMES:  TOTAL  KNEE 
REPLACEMENTS  -  Indiana  U.,  Indianapolis,  IN 

4/01/90 

3/31/95 

VARIATIONS  IN  THE  MANAGEMENT  AND  OUTCOMES  OF 
DIABETES  -  New  England  Medical  Center.,  Boston,  MA 

6/01/90 

9/29/95 

OUTCOME  ASSESSMENT  PROGRAM  IN  ISCHEMIC  HEART 
DISEASE  -  Duke  U..  Durham,  NC 

7/01/90 

8/01/95 

OUTCOME  ASSESSMENT  OF  PATIENTS  WITH  BILIARY 
TRACT  DISEASE  -  U.  of  Pennsylvania,  Philadelphia,  PA 

8/01/90 

8/31/95 

ANALYSIS  OF  PRACTICES:  HIP  FRACTURE  REPAIR  & 
OSTEOARTHRITIS  -  U.  of  Maryland,  Baltimore,  MD 

9/01/90 

9/29/95 

ASSESSMENT  OF  THE  VARIATIONS  AND  OUTCOMES  OF 
PNEUMONIA  -  U.  of  Pittsburgh,  Pittsburgh,  PA 

9/30/90 

9/29/95 

CONTRACTS 

VARIATIONS  IN  MANAGEMENT  OF  CHILDBIRTH  AND 
PATIENT  OUTCOMES  -  The  Rand  Corporation, 
Santa  Monica,  CA 

9/28/90 

9/27/95 

SECONDARY  AND  TERTIARY  PREVENTION  OF  STROKE 
Duke  U.  Medical  Center,  Durham,  NC 

8/01/91 

8/01/96 

SCHIZOPHRENIA  PATIENT  OUTCOMES  RESEARCH  TEAM 
U.  of  Maryland,  Baltimore,  MD 

9/30/92 

9/29/97 

PATIENT  OUTCOMES  RESEARCH  TEAM  (PORT)  ON  LOW 
BIRTHWEIGHT  IN  MINORITY  AND  HIGH  RISK  WOMEN 
U.  of  Alabama,  Birmingham,  AL 

9/30/92 

9/29/97 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
CURRENT  RESEARCH  CENTERS  ON  MINORITY  POPULATIONS 


PRESENT 
PROJECT  PERIOD 

GRANTS 

CUNICAL  TOPICS 

START 
DATE 

ENDING 
DATE 

UCLA/MEDTEP  CENTER  FOR  ASIANS  AND  PACIRC 
ISLANDERS  -  U.  Of  California.  Los  Angeles.  CA 

Geriatric  issues,  birth 

outcomes,  hypertension 

and  hip  fracture 

9/09/92 

8/31/95 

HAWAII  ASIAN  PACIFIC  ISLAND  MEDTEP  RESEARCH 
CENTER.  PACIFIC  HEALTH  RESEARCH  INSTITUTE 
Pacific  Health  Research  Institute.  Honolulu.  HI 

Hypertension,  breast 

cancer,  tuberculosis  and 

asthma 

9/09/92 

8/31/95 

NEW  MEXICO  MEDTEP  RESEARCH  CENTER  ON 
MINORITY  POPULATIONS.  U.  OF  NEW  MEXICO 
U.  of  New  Mexico,  Albuquerque,  NM 

Breast  &  cervical  cancer, 

type  II  diabetes  and 

substance  abuse 

9/09/92 

8/31/95 

MOREHOUSE  MEDICAL  TREATMENT  EFFECTIVENESS 
CENTER  -  Morehouse  School  of  Medicine.  Atlanta.  GA 

Hypertension.  AIDS  and 
infant  mortality 

9/09/92 

8/31/95 

HARLEM  URBAN  HEALTH  RESEARCH  INSTITUTE. 
COLUMBIA  UNIVERSITY  -  Columbia  U..  New  York,  NY 

Hypertension, 

tuberculosis.  AIDS,  infant 

mortality  and  teen 

pregnancy  prevention 

9/09/92 

8/31/97 

MEXICAN  AMERICAN  EFFECTIVENESS  RESEARCH 
CENTER  -  U.  OF  TEXAS  HSC.  San  Antonio.  TX 

Type  II  diabetes.  AIDS 
and  substance  abuse 

9/09/92 

8/31/97 

MEDTEP  RESEARCH  CENTER  ON  MINORITY 
POPULATIONS  •  U.  OF  CALIFORNIA.  San  Francisco.  CA 

Cardiovascular  disease, 

breast  &  cervical  cancer, 

prenatal  care  and  infant 

mortality 

1/01/93 

12/31/97 

RESEARCH  CENTER  ON  MINORITY  HEALTH 
U.  OF  MARYLAND.  Baltimore.  MD 

Child  &  adolescent  health 

and  reproductive  health 

outcomes 

1/01/93 

12/31/97 

MEDTEP  RESEARCH  CENTER  ON  MINORITY 
POPULATIONS  -  Henry  Ford  Hospital.  Detroit.  Ml 

Cancer,  infant  mortality, 

low  birthweight,  type  II 

diabetes  and  hip  fracture 

&  replacement 

2/1/93 

1/31/96 

MEHARRY  MINORITY  MEDTEP  RESEARCH  CENTER 
Meharry  Medical  College.  Nashville.  TN 

Hypertension,  substance 

abuse,  infant  mortality 

and  chronic  diseases 

3/1/93 

2/29/96 

MIDWEST  LATINO  RESEARCH  CENTER  ON  MEDTEP 
U.  of  Illinois,  Chicago,  IL 

Type  II  diabetes, 

substance  abuse  and 

infant  mortality 

4/1/93 

3/31/94     1 
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CURRENT  PHARMACEUTICAL  GRANTS 
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PRESENT  PROJECT  PERIOD 

1                                       GRANTS 

START  DATE 

ENDING  DATE 

OUTCOMES  OF  PHARMACEUTICAL  THERAPY  OF  HIV 
DISEASE,  Johns  Hopkins  U.,  Baltimore  MD 

2/01/93 

1/31/98 

STATISTICAL  METHODS  FOR  QUALITY-OF-LIFE 

OUTCOMES  RESEARCH 

Harvard  School  of  Public  Health.  Boston.  MA 

3/01/93 

2/29/96 

PATIENT  OUTCOMES  ASSOCIATED  WITH 

ANTIDEPRESSANT  DRUGS 

U.  of  Minnesota,  Minneapolis,  MN 

3/01/93 

2/28/98 

PHARMACEUTICAL  CARE  OUTCOMES:  THE  PATIENT 
ROLE,  U.  of  Wisconsin,  Madison,  Wl 

3/01/93 

2/28/98 

COMPARATIVE  OUTCOMES  OF  AMBULATORY 

PHARMACEUTICAL  AGENTS 

New  England  Medical  Center,  Boston,  MA 

3/01/93 

2/29/96 

PATIENT  OUTCOMES  WITH  ANTIBIOTIC  THERAPY  OF 

LYME  DISEASE 

U.  of  Maryland  at  Baltimore,  Baltimore,  MD 

3/01/93 

2/28/98 

PREFERENCE  ASSESSMENT  FOR  PHARMACEUTICAL 
EVALUATION,  Stanford  University,  Stanford,  CA 

3/01/93 

9/30/95 

COGNITIVE  IMPAIRMENT  AND  MEDICATION 
APPROPRIATENESS,  Duke  University,  Durham,  NC 

3/01/93 

5/31/94 

PHARMACEUTICAL  CARE  AND  PEDIATRIC  ASTHMA 
OUTCOMES,  U.  of  Washington,  Seattle,  WA 

3/01/93 

2/28/97 

COMPUTER  BASED  PROSPECTIVE  DRUG  UTILIZATION 
REVIEW,  Indiana  University,  Indianapolis,  IN 

7/01/93 

12/31/96 

IMPROVING  OUTCOMES  IN  ELDERLY  NSAID  USERS 
Vanderbilt  U.,  School  of  Medicine,  Nashville,  TN 

7/01/93 

6/30/98 

OUTCOMES  ASSOCIATED  WITH  THERAPY  FOR  OTITIS 
MEDIA,  U.  of  Colorado,  Denver,  CO 

7/01/93 

6/30/96 

USE  OF  RECORD  LINKAGE  TO  STUDY  OUTCOMES  OF 

DRUG  THERAPY 

Brigham  &  Women's  Hospital,  Boston,  MA 

8/01/93 

7/31/97 

A  HEALTH  STATUS  MEASURE  TO  EVALUATE  DRUG 
THERAPY  FOR  PCP.  Johns  Hopkins  U..  Baltimore,  MD 

9/01/93 

8/31/94 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

CURRENT  CLINICAL  PRACTICE  GUIDELINE  DEVELOPMENT 


PANELS 

COMPLETED/ 
RELEASED 

ACUTE  PAIN  MANAGEMENT:   OPERATIVE  OR  MEDICAL 
PROCEDURES  &  TRAUMA 

3/92 

URINARY  INCONTINENCE  IN  ADULTS 

3/92 

PREDICTION,  PREVENTION.  AND  EARLY  INTERVENTION  OF 
PRESSURE  ULCERS 

5/92 

MANAGEMENT  OF  FUNCTIONAL  IMPAIRMENT  DUE  TO  CATARACTS 
IN  THE  ADULT 

2/93 

DIAGNOSIS  &  TREATMENT  OF  DEPRESSED  OUTPATIENTS 
IN  PRIMARY  CARE 

4/93 

SICKLE  CELL  DISEASE:   SCREENING,  DIAGNOSIS.  MANAGEMENT 
AND  COUNSELING  IN  NEWBORNS  AND  INFANTS 

4/93 

EVALUATION  &  MANAGEMENT  OF  EARLY  HIV  INFECTION 

1/94 

DIAGNOSIS  &  TREATMENT  OF  BENIGN  PROSTATIC  HYPERPLASIA 

2/94 

MANAGEMENT  OF  CANCER-RELATED  PAIN 

3/94 

LOW  BACK  PROBLEMS 

1994 

WORKGROUP  ON  GUIDELINE  TRANSLATION  INTO  REVIEW  CRITERIA 

1994 

TREATMENT  OF  PRESSURE  ULCERS  IN  ADULTS 

1994 

SCREENING  FOR  ALZHEIMER'S  &  RELATED  DEMENTIAS 

1994 

QUALITY  DETERMINANTS  OF  MAMMOGRAPHY 

1994 

SMOKING  CESSATION 

1995 

ANXIETY/PANIC 

TBD 

CONTRACTS 

HEART  FAILURE:    EVALUATION  AND  CARE  OF  PATIENTS  WITH  LEFT 
VENTRICULAR  SYSTOLIC  DYSFUNCTION 

1994 

OTITIS  MEDIA  WITH  EFFUSION  IN  CHILDREN 

1994 

POST  STROKE  REHABILITATION 

1994 

DIAGNOSIS  AND  MANAGEMENT  OF  UNSTABLE  ANGINA 

1994 

CARDIAC  REHABILITATION 

1 

1994 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 


TECHNOLOGY  REVIEWS  AND  ASSESSMENTS 
CONDUCTED  IN  1992.  1993  &  1994 


REVIEWS 


HOME  UTERINE  MONITORING 


PLATELET-DERIVED  GROWTH  FACTOR  FOR  TREATMENT  OF 
WOUNDS  AND  CHRONIC  SKIN  ULCERS 


OUTPATIENT  SURGERY  FOR  COCHLEAR  IMPLANTATION 


COMBINED  LIVER-KIDNEY  TRANSPLANTS 


DRUG  DELIVERY  DEVICES 


THE  LYMPHEDEMA  PUMP 


SMALL  BOWEL  AND  LIVER-SMALL  BOWEL  TRANSPLANT 


IMPLANTABLE  BONE  STIMULATOR  FOR  SPINAL  FUSION 


INTRADIALYTIC  TOTAL  PARENTERAL  NUTRITION 


ASSESSMENTS 


REASSESSMENT  OF  CARDIAC  OUTPUT  MEASUREMENT  BY 
BIOIMPEDANCE 


PATIENT  AND  INSTITUTIONAL  SELECTION  CRITERIA  FOR 
HEART-LUNG  TRANSPLANTATION 


BONE  MINERAL  DENSITY  STUDIES 


ROUTINE  TESTING  REQUIREMENTS  FOR  DIALYSIS  PATIENTS 


EXPERT  CONSENSUS  ON  THE  APPROPRIATE  USES  OF  ULTRASOUND 


PLETHYSMOGRAPHY 


MAGNETIC  RESONANCE  ANGIOGRAPHY 


PANCREAS-KIDNEY  TRANSPLANTATION 


REFRACTIVE  KERATOPLASTY 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
MEDICAL  TREATMENT  EFFECTIVENESS   1/ 

PROGRAM  OUTPUT  DATA 


Pn993 
Appropriation 

No. 

Amount 

50 
45 

$23,922 

16,260 

1,400 

41,582 

95 

14 
109 

4,874 
46,456 

S 

4.148 

2 
5 

7 

$1,440 
1,985 
3.425 

Prooram  Output  Data  ($000) 

OUTCOMES  «i  EFFECTIVENESS  RESEARCH 

Grants: 

Non-competing  continuations.- 

Now  and  Renewals 

Supplementals 

Subtotal,  Research  Grants 

Contracts  and  lAAs - 

Subtotal 

AUTOMATED  INFOR.  SYSTEMS 
AND  DATA  DEVELOPMENT 

Contracts  and  lAAa 

GUIDELINES 

Updates/Ongoing ~ 

New  Starts „ - 

Subtotal 

DISSEMINATION/EVALUATION 

Grants: 

Non-competing  continuations 

New  and  Renewals 

Supplementals 

Subtotal 

Contracts  and  Intra-Agency  Agreements 

Subtotal,  Dlsaamination 

TOTAL  MEDTEP  GRANTS  &  CONTRACTS 
Grants: 

Non-competing  continuations 

New  and  Renawaia 

Supplementals 

Total,  Research  Grants 

Contracts  and  lAAa 

Total,  MEDTEP  Grants  and  Contracts 

TECHNOLOGY  ASSESSMENT 

No.  of  Assessments/reviews 

Research  Management 

FTEs 

Totd,  Program  Operations/Obligations... 


1/  Includes  $994,000  and  9  FTEs  for  technology  assessment,  formeity  In  CQA. 
2/  Reflects  actual  obligations. 


FY1994 
Appropriation 

No. 

Amount 

66 
15 

$28,540 

10,354 

508 

81 

39,402 

20 
101 

8,339 
47,741 

4 

4,366 

4 

7 

11 

3,308 
2,401 
5.709 

5 
4 

2,473 
638 

26 
3,137 

9 

13 
22 

4,244 
7,381 

55 

49 

0 

104 

26.395 

16,898 

1.426 

44.719 

39 
143 

16.691 
61.410 

994 
9 

11.240 
91 

73.644  2/ 

14 
22 


73 

16 

0 

69 


49 
138 


7  2,662 

1  206 


2,868 
7,690 


10,558 


31.202 

10.560 

508 

42.270 

26,104 
68,374 

994 

9 

11.960 
91 

81.328 


FY  1995 
Estimate 

No. 

Amount 

47 
33 

$24,013 
15,482 





80 

39,495 

18 
98 

9,665 
49,160 

2 

4,000 

6 
2 

5,857 
2,000 

8 

7.857 

5 
3 

1,875 
1,000 

— 



8 

2,875 

17 

25 

9,682 
12,557 

52 

36 

0 

88 

25,888 

16,482 

0 

42,370 

45 
133 

31,204 
73.574 

994 
9 

12,360 
89 

86,928 
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Program  Support 

Authorizing  Leglolation  -  Section  301  and  Title  IX  of  the  Public  Health 
Service  Act 

(Thousands  of  Dollars) 

IHCITOABO 

FY  1993  FY  1994  FY  1995  or 

Actvftt ftPPrgprifftjop        Estimate  Decrease 

EIE     BA  EIE       BA         ElE       BA  £1E       BA 

43      S2,431         42    $2,431        41     $2,431  -1 

1995  Authorization Indefinite 

Purpose  and  Method  of  Operation 

This  activity  supports  the  overall  direction  and  management  of  the  AHCPR. 
This  includes  the  formulation  of  policies  and  program  objectives;  program 
planning  and  evaluation;  grants  and  contracts  management;  resource  management; 
and  administrative  management  and  services  activities. 

Five  Year  Funding  History 

Funding  levels  for  the  program  support  activity  during  the  past  five  fiscal 
years  has  been  as  follows: 

$  FTB 

1990 2,291,000  1/  34 

1991 2,274,000  34 

1992 2,246, 000  39 

1993 2,431, 000  43 

1994 2,431,000  42 

1/  Reflects  a  transfer  of  $624,000  from  General  Health  Services 
Research. 


Rationale  for  the  Budget  Estimate 

The  FY  1995  Estimate  for  Program  Support  totals  $2,431,000  and  41  FTE's. 
This  is  the  same  level  as  the  FY  1994  Appropriation  with  a  decrease  of  1  FTE. 

The  FY  1995  request  will  absorb  the  following  built-in  costs: 

Within  grade  increases $  '*-42 ,  000 

Annualization  of  1994  pay  raise ■•■30,000 

PHS  Service  and  Supply  Fund ■•■32,000 

FTS -H ,  000 

Rental  payments  to  GSA 

FY  1995  pay  raise ^^44,000 

One  less  day  of  pay -11.000 

Total ^^138, 000 
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Detail  of  FuU-Time  Equivalent  Employment  (FTE) 


1994 

1993 

Current 

1995 

Actual 

Estimate 

Estimate 

Office  of  the  Administrator 12 

Office  of  Planning  & 
Resource  Management 74 

Office  of  Science  & 
Data  Development 6 

Office  of  the  FORUM  for  Quality 
&  Effectiveness  in  Health  Care..        19 

Office  of  Health  Technology 
Assessment 9 

Center  for  Medical  Effectiveness 
Research 17 

Center  for  General  Health 
Services  Intramural  Research. ...        60 

Center  for  General  Health 
Services  Extramural  Research....        36 

Center  for  Research  Dissemination 
&  Liaison 41 

Total,  AHCPR 274 

Average  GS/GM  Grade 

1990 10/6 

1991 12/7 

1992 12/6 

1993 12/6 

1994 12/9 

1995 12/9 


12 


73 


24 


17 


61 


34 


40 


277 


11 


72 


23 


17 


60 


33 


39 


271 
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Agency  for  Health  Care  Policy  and  Research 
HIV/AIDS  Functional 


FY  1993 

FY  1994 

FY  1995 

Change 

1.      Basic  Science  Research 

— 

— 

— 

— 

II.    Risk  Assessment  and 
Prevention 

— 

— 

— 

— 

III.   Product  Evaluation, 

Research  and  Monitoring 

— 

— 

— 

.... 

IV.     Clinical  Health  Services 
Research  and  Delivery 

— 

— 

— 

— 

A.  Services 

— 

— 

.... 

— 

B.   Pediatric  Demonstrations 

— 

— 

— 

— 

C.    Construction 

.... 

— 

— 

.... 

D.   Research 

$  9,51 e 

$  10.624 

$  12.000 

+  $  1,376 

TOTAL,  AHCPR 

$   9,616 

$  10,624 

$  12,000 

+  $  1,376 
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